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Key Principles

Obesity management is about ingoving health
and well-being, and not simplx,g@ducing
numbers on the scale 6@0

e‘Q

A\®)
 Weight managemen%@@cess should be measured in
changes in health &ehaviours and improvement in
overall health @%W/What you eat, how you move and
how you E:&F&Q,’rather than the number on the scale.
\

« Changifig health behaviours can lead to significant

improvements in health and well being with little or no
,Ochange in body weight.

QO
<<0‘0®



Key Principles

Weight bias can be a barrier tow;éfght
management <
S

« Weight bias in children c%qbﬁqegatively impact self-
esteem, quality of life %n% lead to social isolation.

N\

e Children with o \lfy are often victims of bullying and
stigmatizatic&,\

S
e Fear ofdﬁ}jgment can prevent parents from seeking
health care support for their children.
o
D Making assumptions about a family’s health

‘Cf& behaviours can lead to an ineffective intervention.

<<0



Key Principles

Interventions should include addgessing ‘root

causes’ of obesity and removi@g%oadblocks

for families to make health%(g@ﬁanges

e Successful weight mana@gnt requires identifying
and addressing (1) t eéfbot causes’ of unhealthy
weight gain and (%\ rriers to health and well-being.

O
 Unhealthy we@nt gain may result from poor eating
habits Ork€ ced physical activity secondary to

biologgaﬁ’, psychological or socioeconomic factors.
O

. V\'Zé\lght related complications (e.g. sleep apnea,
~hypertension, hyperlipidemia, diabetes) can also pose
‘O significant barriers to weight management.

<<O



Key Principles

QO
<<°‘O®

o0

A Child’s ‘Best’ BMI May Never\l%%qus or Her
>
‘Ideal’ BMI O

Q
An “ideal” BMl is notar ‘tic goal for many children
with obesity, and setty@ unachievable targets can set-
up children and fapailies for failure.
P %QBJ

Obesity is o@a chronic condition. A child’s “best”
BMI is a%@eved through sustained positive health

beha&urs.

AN
.I_tf‘?s Important to help children and their families

Improve body image and move towards body size
acceptance.



Key Principles

6‘<
Success is different for ever\é@\hlld and family

S
e\

« Families differ consider %@?ln their readiness and
capacity for weight r@m ement.

e Success can Q\@eflned as better quality-of-life,
greater self@@teem higher energy levels, improved

overall th, prevention of further weight gain,
mod eight loss, or maintenance of the children’s
Hb®

o’&‘&



\
N

ASK %

for perm|SS|Q4§P‘to discuss

weight 0
@Q)
o‘\‘“
We|§ IS a sensitive issue. Many
ren and parents may be
\Q%mbarrassed or fear blame and

,00 stigma, so ‘asking’ is an important

O,b«\(‘} first step.
<



ASK &

&
« Be Norffudgmental
R\y

. I_—;x@b\?ore Readiness for Change
B!

7] : : ! :
O% Use Motivational Interviewing to

& Move Families Along the Stages
O
\ *
‘Ofo of Change
QO *If not familiar with motivational interviewing techniques, please consider taking a

workshop on this valuable approach to healthcare.



ASK for permission to discuss weight

s
6@
O
Be Non-Judgemental (\’&
e‘%o
« Do NOT blame, threate&\(& provoke guilt in children
or parents. @@

e Do NOT make @%umptlons about children’s lifestyles
or motlvatloq;%ey may already be living a healthy
lifestyle g(thave started to make changes.

‘O
. D%@knowledge that weight management is difficult
@?fd hard to sustain.
(\
O’b
\
QO



ASK for permission to discuss weight

s
%6
O
E> Explore Readiness for Chan%@
©
Q@
 Determining children’séi\e,@%arents’ readiness for
behaviour change is ntial for success. Recognize
that children & theiparents may be at different

O
stages. N\
Q\
« Usea fqotmfy' -centred, collaborative approach.
7

\®
. Ini{l@@ng change when children and/or parents are not
(ba'gézédy can result in frustration and may hamper future
C)@(\ attempts to make healthy changes.
\
QO



ASK for permission to discuss weight

<<°‘O

\
N

Use Motivational Interviewing toﬁbve Families

2
Along the Stage of Change o™

Q@

Ask questions, listen to r&ponses and reply in a way
that validates exper §m s and acknowledges that
children and parents are In control of their treatment

plan. @O

If they a%:NOT ready for change, be prepared to

addr eir concerns and other health issues.

Then; ask if you can speak with them about health
aviours in the future.

&
o



ASK for permission to discuss weight
N
Sample Questions on How to Bs\eﬁ% a

: . o
Conversation about Welght{QOQ
)

« “Are you concerned abo(gb%ur (child’s) health?”
&
« “Areyou concerne@}%out your (child’s) weight?”
O

Q&
o “Would it be\&él\ght if we discussed your (child’s)
Weight?”é&
7
« De &\%ing on the age and developmental stage of
skildren, it may be more appropriate to speak with
C),(><\(‘>parents alone.

<°



ASK for permission to discuss weight

Q)

@
Create a Weight-Friendly Pract,g:é

Q
O
S
X

 Facilities: wide doors, I@(@’é restrooms, floor-mounted
toilets. @@

o« Scales: over 3@@3/160kg capacity, wheel-on
accessible, @@ated In private area and used with

sensﬁwg@mghmg procedures.

. @919 room: sturdy, armless chairs, appropriate
a&c{dmg material — no glossy fashion magazines.
(\
O‘O? Exam room: appropriate-sized gowns, wide and
< sturdy exam tables, extra-large blood pressure cuffs,
longer needles and turniquets, long-handled shoe
horns.



ASSESS

&

obesity r@'i‘g)ted risk and
potengfal ‘root causes’ of

wedgnt gain
)




‘ ASSESS"

. Assg&gObesny Class and Stage

S
N@*@sess for Obesity Drivers,
069\ omplications, and Barriers
O (4Ms)

~N * Assess for Root Causes of
< Weight Gain



e Obesity status in childrends defi ned using BMI growth
charts specifi ¢ for agezand gender.

— CDC > 95th percentile
— WHO > 97th percentile

* Obesity Stage is based on the 4Ms (Mental,
Mechanical, Metabolic and Milieu), which quantify the
impact of obesity on children’s overall health.



ASSESS obesity related risk and potential
‘root causes’ of weight gain

D
o
Obesity Status — (@0
BMI for age percentiles Obesgg‘b%tages (EOSS-P?)
EZ: :35@.1;“! 3: Established Chronic Disease
Ei L ) Stage 2: Clinical Co-Morbidity
29 $O\\j‘” Stage 1 Preclinical Risk Factors
28 7 -
o Y N x Eﬁlage 0: No Apparent Risk Factors
&'E‘ Ez 7 ’,{\\ *E4maeton Gbess Stacien Svsbem - Pediatrics
£ 22 &
= 2 » N \"
= 20 //
@ A Q
18 ~N A A\ -
" o
LS
12 ‘Q\

2 345 67 89 10 1 12 1314 15 16 17 18 19 20

Age (Years)



Use the 4Ms framework toassess Mental,
Mechanical, Metabolicand Milieu drivers,
complications, andbarriers to weight management.
Within the framework, be sure to assess for physical
activity, sedentary behaviours, and eating behaviours.

Consider the following when assessing for etiology of
obesity: low growth velocity (endocrine), dysmorphic
features/neurocognitive delay (genetic syndrome),
onset before 6-months of age (monogenic), and brain
tumors (hypothalamic obesity). However, the most
common form of obesity is “acquired.”



ASSESS obesity related risk and potential
‘root causes’ of weight gain

The 4Ms of Obesity

Mental Mechanical & Metabolic Milieu

Anxiety Sleep Apnea xQ O IGT/Type |l Diabetes Parent Health/Disability

Depression MSK pain %@ Dyslipidemia Family Stressors

Body Image Reflux Disea% Hypertension Family Income

ADHD Enuresisg"o\ Fatty Liver Bullying/Stigma

Learning Disorder En is Gallstones School Attendance

Sleep Disorder ) I(eertrigo PCOS School Support

Eating Disorder 6\(0 Medication Neighbourhood Safety

Trauma (\(b Genetics Medical Insurance

O(o Accessible Facilities

QO\ Food Environment

Opportunities for Physical
Activity



Low growth
velocity

Hypothyroidism

Growth Hormone
Deficiency

Cushing’s
Syndrome

Obesity onset
before
6 months of age

Increased appetite

MC4R defect/
Leptin deficiency

Dysmorphic
features

Neurocoghitive
delay

Prader Willi
Syndrome

Bardet Biedl
Syndrome

Alstrom

A
O3
Hypothalamic obesity

Increased appetite

Decreased energy
expenditure

Hypopituitarism

Obesity onset
Normal or increased
growth velocity

Highly heritable

Intrauterine
exposures

*most common form of
pediatric obesity
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Q(&\)%@
ADVICE >
on obesi |sks discuss

treatm)ént benefits &
op{s@ns



N
N

\06(a
<@

ADVICE o
66\
. Advbe}e on Obesity Risks

E?plaln Benefits of Health
%{\ ehaviours
<&

 Explain Need for Long-Term
Strategy

 Advise on Management Options



ADVISE on obesity risks, discuss treatment

benefits & options
N
®)

6@
O
: , : \
Advise on Obesity Risks "4
&>
7
« Obesity status in childre Kdefined using BMI growth
Obesity risks are mor%\ ed to the OBESITY STAGE than

to BMI.
R\y

e Focus of mana@ment should be on IMPROVING HEALTH
and WEL%{BEING rather than simply losing weight.
&

O\Q
QO
O
fo&b\
O
\\
<<0



ADVISE on obesity risks, discuss treatment
benefits & options

)
o)
&
Explain Benefits of Modest Vg{@ht Loss
&
%)
i

e The first goal is to STABILIZ

%
e Changesin healthb ﬁiours can result in substantial
health benefits j@«%ding improvements in:

— Lipid profilg
— BIoogégiucose control
— Blood pressure control

é@(\Fitness

O,&K\Q}— Sleep
<<o‘ — Body image
— Self-esteem

— Coping



ADVISE on obesity risks, discuss treatment

benefits & options
Q)
o)
&
Explain Need for Long-Term O&ﬂr}\ategy
2
e Relapse is virtually inevitaﬁ@@(khen any intervention stops.

&
e This means that all ma%gement strategies must be
FEASIBLE and S &&Q NABLE.
<

. Intervent'éqns focusing on “quick fixes” and unsustainable
strategi€s will result in an inability to maintain health
beb\ ours over time.



ADVISE on obesity risks, discuss treatment

benefits & options
Q)
®)

Advise on Family-Based Treatment Options.&”

>
Sleep management Se tary Behaviour should
b ited by minimizing recreational screen time

interventions can significantly
improve eating and activity
behaviours as well as mood and
school Performance.

ss than 2 hours per day, choosing active
®transportat|on over motorized, and increasing
active play and active family time.

&

Mental Health should focus on eating &

drinking treatment referrals can help manage
underlying /co-morbid psychological issues.

Eating Behaviours

should focus on eating & drinkin
hygiene. Extreme and “fad” die
not sustainable in the long- ts(ﬁ

G

@6 Interventions can improve body-esteem, self-
\Q esteem, reduce emotional eating, and promote
healthy coping strategies.

Ph smg(bsz\ctlwt

interven should aim at reducing

sedentariness and increasing daily

pagl activity levels to promote
ess, overall health, and general

well-being, rather than focusing on
“burning calories”.

Bal’iatl‘iC Surg ery interventions

should aim at reducing sedentariness and increasing
daily physical activity levels to promote fitness, may
be considered for adolescents who’ve reached their
final adult height, with BMI > 40, and with obesity
related health complications. Candidates and their
families are required to have completed a multi-
disciplinary 6-month presurgical intervention.
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AGREE &

on a rea@&ﬁc SMART
plan tg&achleve health

be@é\/lour outcomes
)



AGREEs"

. Agr%e§n Behaviour Change

%@Iﬁ\,omes

é’v Agree on Sustainable
‘é\o Behavioural Goals and Health
S Outcomes

<<o‘ « Agree on Management Plan



AGREE on arealistic SMART plan to achieve
health behaviour outcomes

N
@
V)
Agree on Sustainable BehaviOQKﬁal Goals
S
o

* Focus on sustainable behig(&‘ral changes rather than on
specific weight targets..@

N~
e Behavioural goq&@ﬂ‘}ould be SMART:

— Specific 7
— Mea&}?éble
— levable
3@<\Rewarding
O,b(\(b— Timely

<°



AGREE on arealistic SMART plan to achieve
health behaviour outcomes

s
@
O
Agree on Behaviour Changeéai}tcomes
S
o

e Unrealistic weight-loss expe;g@étions can lead to
DISAPPOINTMENT anM-ADHERENCE.

Ny
e For some children,"PREVENTION or SLOWING of WEIGHT
GAIN may be\k?e best goal.



AGREE on arealistic SMART plan to achieve
health behaviour outcomes

&
Agree on Treatment Plan (\@
% O

* Management plans should\QgﬁQEALISTIC and SUSTAINABLE.
Be mindful of needazzﬁg oals with both children and

parents as their go ay differ.

. Managemen ns should begin with ADDRESSING the
DRIVERS nhealthy weight gain (e.g. anxiety, sleep
apne@Cﬁt y liver, family stressors, etc.)

ég@e SUCCESS of treatment should be measured in
,&ﬂ\@lmprovements in HEALTH and WELL-BEING (e.g. self-
<<O‘ esteem, body image, sleep, fitness, blood glucose, etc.)



N
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ASSIST &

In addre Qg drivers &

barriegs, offer education &
N

resotirces, refer to

provider, and arrange

S follow-up
S
fo&b
O
\\
<<O




ASSIST | &

. Assmt@mlles In Identifying and
Adggéssmg Drivers and Barriers

\\E}owde Education and
O\OQG" Resources

Q}@\’b(\  Refer to Appropriate Provider
Qo
>

QQ@  Arrange Follow-Up



ASSIST In addressing drivers & barriers,
offer education & resources, refer to
provider, and arrange follow-up

Assist Families in Identifying’and Addressing

Drivers and Barriers

e Drivers and barriers mayinclude ENVIRONMENTAL,
SOCIOECONOMICAL,"EMOTIONAL, or MEDICAL factors.

e Obesogenic, MEDICATIONS (e.g. atypical antipsychotics,
anti-diabetics, anti-convulsants, etc.) may make obesity
management difficult.

e ~\PHYSICAL BARRIERS that limit access (e.g. transportation,
turnstiles, limited seating, etc.) in school settings, work
places, and recreational facilities may deter active
participation in everyday life.



ASSIST Iin addressing drivers & barriers,
offer education & resources, refer to

provider, and arrange follow-up By
&
>
&
Provide Education and R%@ﬁ’urces
N
<&

A®)

e Family EDUCATION is s\é\@tral to successful management.
N\
 Help children aggﬁt?\eir families identify CREDIBLE weight
managementinformation and resources.



ASSIST In addressing drivers & barriers,
offer education & resources, refer to
provider, and arrange follow-up

@@ 1] Refer to Appropriate Proviger

 Evidence supports the.need for an INTERDISCIPLINARY
team approach.

e Choice of appropriate provider (e.g. physician, nurse,
dietitian,gsychologist, social worker, exercise physiologist,
physiotherapist/occupational therapist, surgeon, etc.)
should reflect identified DRIVERS and COMPLICATIONS of
obesity as well as BARRIERS to weight management.



ASSIST Iin addressing drivers & barriers,
offer education & resources, refer to

- AN
provider, and arrange follow-up o@
&
&
Q
- O
Arrange Follow-Up N
@‘Q
0

e Given the chronic natb@@of obesity, LONG-TERM follow-up

is ESSENTIAL. &

@@

e Success is'directly related to FREQUENCY of provider

contact, &

ol

. \/\@ght cycling and weight gain should not be framed as
@é}ailure” — rather, they are the natural and expected
\O’& conseqguence of dealing with chronic condition.

<<0



Professional Resources

Sign up at www.obesitynetwork.ca to become a member of the Canadian Obesity Network,.Canada’s
national obesity NGO with access to additional obesity education, resources, and netwosking opportunities
with national obesity experts.

The Online Best Evidence Service In Tackling obesitY+ (OBESITY+) provided by McMaster University’s
Health Information Research Unit (accessible at www.obesitynetwork.ca)-prevides access to the current best
evidence about the causes, course, diagnosis, prevention, treatment, and’economics of obesity and its
related metabolic and mechanical complications.

The Canadian Association of Bariatric Physicians and Surgeons (www.cabps.ca) represents Canadian
specialists interested in the treatment of obesity and severe obesity for the purposes of professional
development and coordination and promotion of common goals.

Dietitians of Canada (www.dietitians.ca) is the national professional association for dietitians, representing
almost 6000 members at the local, provingial and national levels. Practice-based Evidence in Nutrition
(PEN), designed for busy health profegsionals, is an online database available by subscription that provides
evidence-based answers to everyday-food and nutrition practice questions.

The Canadian Society for EXercise Physiology (www.csep.ca) is a voluntary organization composed of
professionals interested-and involved Sedentary Behaviour Guidelines.
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Patient Resources

The Canadian Obesity Network website has a number of resources for pediatricians and their patientsincluding an interactive
map of Canadian Pediatric Weight Management Programs in Canada.

www.obesitynetwork.ca/pediatrics

Additional patient educational and information materials on obesity management cad\be ordered in bulk from CON by contacting
info@obesitynetwork.ca

Information on other obesity related health problems can be found at:
Canadian Obesity Network: www.obesitynetwork.ca

Children’s Hospital of Eastern Ontario’s (CHEQO) and the Centre for Healthy Active'Living www.cheo.on.ca/en/centrehealthyactiveliving
Canadian Mental Health Association: www.cmha.ca

Mental Health: www.ementalhealth.ca

Eating Disorders: www.nedic.ca

Sleep disorders: www.candiansleepsociety.com

Sleep Apnea: www.lung.ca

Fatty Liver Disease: www.liver.ca

Polycystic Ovanan Syndrome:

www.hormone.org/polycystic

Hypertension: www.hypertension.ca

Diabetes: www.diabetes.ca

Other useful links:

Healthy Eating: www.dietitians.ca

Physical Activity: www.participaction.com

Psychology: www.cpa.ca

Physiotherapy: www.thesehands.ca

Occupational Therapy: www.coat.ca


mailto:info@obesitynetwork.ca�

For additional information and resources on obesity prevention and management, please refer to our website at
www.obesitynetwork.ca

This booklet was developed by a team at the Children’s Hospital of Eastern Ontario (chal-info@cheo.on.ca): Stasia
Hadjiyannakis, MD FRCPC (University of Ottawa), Annick Buchholz, PhD CPsych, Laurie Clark, PhD CPsych, and
Jane Rutherford, MSc. It was adapted from the 5As of Obesity Management (for adul{s) by the Canadian

Obesity Network and a Pediatric 5As Working Group.*

This booklet is published by the Canadian Obesity Network and by the Children’s Hospital of Eastern Ontario’s Centre
for Healthy Active Living with support from the from the Canadian Institutes of Health Research and Public Health
Agency of Canada.

*Working Goup Members

Geoff Ball, PhD RD (University of Alberta, AB), Tracey Bridger, MD FRCPC (Janeway
Child Health Centre, NL), Jean-Pierre Chanagine, MD (BC Children’s Hospital, BC),
Heather Davis, MD FRCPC MPH (Halifax,;\NS), Elizabeth Dettmer, PhD CPsych (The
Hospital for Sick Children, ON), Daug Klein, MD MSc CCFP (University of Alberta,
AB), Amy McPherson, PhD CPsychol AFBPsS (Holland Bloorview Kids Rehabilitation
Hospital, ON), Arya Sharnya,“MD PhD FRCPC (University of Alberta, AB).
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