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INTRODUCTION
• Primary care is a well-aligned setting for obesity prevention in children.

• However, primary care providers (PCPs) often report barriers to providing 
health services for obesity prevention in children.

• Tools and resources (TRs; e.g., BMI Growth Charts) might facilitate obesity 
prevention in primary care, but little is known regarding the application and 
suitability of such TRs.

OBJECTIVES
This mixed methods study aimed to (i) explore PCPs’ views on the use of 
TRs for childhood obesity prevention and (ii) evaluate the type and quality of 
commonly-used TRs using a standardized assessment checklist (SAC).

METHODS
Phase I: Providers’ Perspectives (Qualitative)
• Individual, semi-structured interviews with PCPs (n=19) explored their views 

regarding the use of TRs in practice to prevent obesity in children.
• Participants were recruited from 10 primary care clinics in Alberta, Canada, 

and were purposefully sampled based on eligibility criteria:
• Have ≥2 years of experience working as a PCP;
• Provide routine care to children and families, which includes efforts to 

prevent obesity; 
• Regularly use ≥3TRs in clinical practice.

• At the end of each interview, participants were asked to rate each TR on a 
scale of 0 (not usable or suitable) to 10 (very usable or suitable).

• Digitally-recorded interview data were analyzed using thematic analysis.

Phase II: Quality Assessment (Quantitative) 
• All TRs identified by participants were evaluated using the Tool for 

Evaluation of Materials in Patient Education (TEMPtEd), which assessed 
various constructs (e.g., content, literacy level, organization, typography).

• TRs were scored independently by two assessors; inter-rater reliability was 
calculated using Cronbach’s alpha.

• Each TR was assigned a numerical (e.g., 65/100) and categorical (e.g., 
‘average’) score. 

Phase III: Follow-up (Mixed)
• Qualitative and quantitative data were mixed by obtaining PCPs’ feedback 

on the most commonly-used TRs objective scores of suitability. 
• Participants were followed-up by telephone to provide feedback on (i) the 

initial coding scheme of qualitative data and (ii) a comparison of suitability 
scores between PCPs and the SAC on commonly-used TRs.

CONCLUSIONS & FUTURE DIRECTIONS

RESULTS: Phases II & III
Participant Characteristics
• Participants (n=19) were mostly female (84.2%) 

and Caucasian (78.9%)
• Participants ranged in experience (9.4±9.9yrs) & 

discipline (RD [n=9], ES [n=5], RN [n=3], MD [n=2])

Tools & Resources
• Top 3 used TRs: #s 1, 5, 11
• Top 3 rated TRs by PCPs: #s 6, 7, 10
• Top 3 rated TRs by TEMPtEd: #s 6, 7, 9
• Inter-rater reliability was excellent (α=0.91) 

Participant Follow-up
• Most PCPs (17/19) participated in follow-up
• PCPs reported qualitative analysis was logical and 

reflected their views.
• PCPs said they would not discontinue use of TRs 

that were rated unsuitable as contextual factors and 
clinical acumen superseded objective suitability 
scores. 

Table 2. Assessment of Tools & Resources by PCPs (n=19) and TEMPtEd
Tool/Resource Used by 

(n)1
Type2 PCP Rating TEMPtED Suitability 

Score3

mean±sd (/10)
WEIGHT-
FOCUS

1. BMI Growth Charts 14 CS 7.0±2.1 5.2±0.7 NS
2. 5As of Pediatric Obesity Management 6 CS 6.8±1.4 5.3±0.1 NS
3. AHS When Child’s Weight Ahead of Height 5 PE 7.2±1.3 6.9±0.1 NS
4. AHS Healthy Kids, Healthy Bodies 3 PE 7.0±2.0 7.5±0.9 A

DIET-
FOCUS

5. Canada’s Food Guide 13 PE 6.8±1.4 7.1±0.0 A
6. Magnetic Plate Model 7 PE 8.6±1.0* 8.6±0.2* AA
7. Healthy U Cookbook 6 PE 7.8±0.6* 8.6±0.2* AA
8. AHS Healthy Drinks 5 PE 6.2±1.9 7.8±0.7 A
9. AHS Healthy Food Portions 5 PE 7.6±0.9 8.3±0.0* AA
10. AHS Snacking Tips 4 PE 7.8±0.5* 7.4±0.6 A

ACTIVITY-
FOCUS

11. Canadian Physical Activity Guidelines 9 PE 6.8±1.3 7.6±0.2 A
12. Canadian Sedentary Guidelines  7 PE 7.0±1.6 7.9±0.4 A
13. ParticipACTION Website 2 PE 7.7±1.2 8.0±0.1 AA

MULTI-
FOCUS

14. Healthy U & Active Living 9 PE 6.9±1.0 7.0±0.0 NS
15. Prescription Pad for Healthy Living 3 CS 6.5±0.7 6.7±0.1 NS
1TRs were only included if used by more than one PCP
2CS: Clinical Support use; PE: Patient Education use
3TEMPtEd scores: Excellent (E; ≥9), Above Average (AA; 8≤x<9), Average (A; 7<x<8), Not Suitable (NS; ≤7)

Conclusions & Future Directions 
• PCPs used TRs for various purposes, and logistical issues influenced their 

decision to use TRs in clinical practice.
• Most TRs scored ‘average’ and most weight-focused TRs scored ‘not suitable’. 
• Together, qualitative and quantitative findings highlighted that contextual factors 

and clinical acumen should be considered alongside objective scoring to 
determine suitability. 

Table 1. Coding Scheme from Individual Interviews with PCPs (n=19)
Theme Sub-theme Description Example Quotes

PURPOSE
OF USE

1. Need for clinical support
2. Need for family support

1a. Assessment & monitoring
1b. Communication with families
1c. Enhance credibility, confidence &

competency
2a. Education
2b. Facilitate behavior change 

[1b] I use tools to support discussion that I might be having with families around nutrition and weight 
management in the pediatric setting, so yeah, primarily to support the discussion.
[1c] It’s great to have formal guidelines just to know that you’re doing what is recommended. 
[2b] People walk out the door and forget what we told them from a practical, physical perspective, so 
those tools are there to support the behavior when they’re not with us.

LOGISTICAL 
FACTORS

1. Awareness
2. Accessibility

1a. Top-down process
1b. Bottom-up process
2.   Access impacted by cost, distribution &

production

[1a] We do have updates from AHS, so when they have some new tools, they send it to us.
[1b] I’ve looked for my tools, so just searching a lot on the Internet. I’ve been following a few blogs, 
which have been helpful.
[2] For myself, I’d have to purchase a lot of them so that’s the biggest thing, so we have to look at cost in 
our clinics as well. If cost is an issue, then we might not have the resources. 

DECISION 
TO USE

1. Expected suitability
2. Experienced suitability 

1a. Age of child
1b. Culture, language & literacy level
1c. Motivation & readiness to change
1d. Specific parental concerns
2a. Usability (for self and families)
2b. Usefulness (for self and families)

[1c] So it depends on how engaged the family is in terms of their willingness to change and to cooperate 
as a family… so, for example, like I won’t always pull out the growth chart.
[1d] Well, it’s very different for every tool right that we use, so depending on issues that the family may 
have, like they don’t get enough fruits in their diet, then you would choose a tool that would boost fruit 
intake.
[2a] It’s easy to get out the rip-off version, the one-page version… is very easy to use. 

Providers’ Perspectives & Quality Assessment 
• There is a need to (i) enhance PCPs’ awareness of and accessibility to relevant TRs, 

and (ii) develop high-quality TRs that meet PCPs’ needs for childhood obesity 
prevention.

• To assess the overall suitability of TRs, objective suitability scores should be 
considered in combination with contextual factors and frontline providers’ 
perceptions of suitability. 
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