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Aim: We report on a formative project to develop an organization-level planning

framework for obesity prevention andmanagement services. Background: It is common

when developing new services to first develop a logic model outlining expected outcomes

andkeyprocesses. This can be onerous for single primary care organizations, especially for

complex conditions like obesity.Methods: The initial draft was developed by the research

team, based on results from provider and patient focus groups in one large Family Health

Team (FHT) in Ontario. This draft was reviewed and activities prioritized by 20 FHTs using a

moderated electronic consensus process. A national panel then reviewed the draft.

Findings: Providers identified five main target groups: pregnancy to 2, 3–12, 13–18,

18+ years at health risk, and 18+ with complex care needs. Desired outcomes were

identified and activities were prioritized under categories: raising awareness (eg, providing

information and resources on weight-health), identification and initial management

(eg, wellness care), follow-up management (eg, group programs), expanded services

(eg, availability of team services), and practice initiatives (eg, interprofessional education).

Overall, there was strong support for raising awareness by providing information on the

weight-health connection and on community services. There was also strong support for

growth assessment in pediatric care. In adults, there was strong support for wellness care/

health check visits and episodic care to identify people for interventions, for group

programs, and for additional provider education. Conclusions: Joint development by

different teams proved useful for consensus on outcomes and for ensuring relevancy

across practices. While priorities will vary depending on local context, the basic descrip-

tions of care processes were endorsed by reviewers. Key next steps are to trial the use

of the framework and for further implementation studies to find optimally effective

approaches for obesity prevention and management across the lifespan.
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Background

In Canada, the majority of health care is provided
by primary care physicians or under their direc-
tion, with long-term person-centered care being a
core value. Development of team-based care has
been a stated government priority, and primary
care reform is ongoing. About 81% of Canadian
physicians now work in group practices and
54% have an office nurse according to a recent
international survey, but it is very challenging to
study primary care in Canada because most prac-
tices operate as small businesses (Wong et al.,
2015). In Ontario, the first Family Health Teams
(FHTs) were established in 2005 and currently
184 teams are in operation [Ministry of Health and
Long-Term Care (MOHLTC), 2014]. Teams vary
based on local needs, but generally consist of family
physicians, nurse practitioners, nurses, dietitians,
pharmacists and social workers, all regulated
health professions in Canada. While the main focus
remains disease-related care, prevention services
are a core mandate. Co-location of team members
(where possible) is a main feature as is imple-
mentation of electronic medical records systems.
Obesity is an important contributor to disease in

the population, and primary care has been chal-
lenged to know how to best address the issue
(Australian Primary Care Research Institute,
2012). The majority of Canadian adults and many
children now carry excess body weight, part of a
worldwide phenomenon (Lim et al., 2012).
According to the Canadian Health Measures
Survey (2009–2011), based on measured weight
and height, 26.1% of adults 18–79 years old and
11.4% of children 6–17 years old (Centers for
Disease Control (CDC) standards) were con-
sidered obese and a further 34.2% of adults and
14.1% children were overweight (Statistics
Canada, 2012), based on body mass index
[BMI = weight (kg)/height (m)2].
There has been a significant gap between

recommendations, and treatment and prevention
services in Canada. At the beginning of this project
in 2010, comprehensive obesity management
practice guidelines had already been published
several years earlier (Lau et al., 2007). These
guidelines, developed by Obesity Canada, were
comprehensive and strongly emphasized the
importance of lifespan- and team-based care with a
chronic disease management approach. A survey

published in 2014 indicated there are few specia-
lized programs in the country (Rosa Fortin et al.,
2014). Data in primary care has been even more
limited, with the electronic medical record data
from the Canadian Primary Care Sentinel
Surveillance Network (CPCSSN) (n = 216 075)
being the best available. According to this infor-
mation, only 42% of adult patients even had a
current weight recorded in 2009–2011 (Rigobon
et al., 2015).
New and expanded services are going to be

needed in primary care, based on the recent
recommendations of the Canadian Task Force on
Preventive Health Care (CTFPHC), which was
re-established in 2010 to provide evidence-based
guidance (using the GRADE system) on recom-
mended prevention services to primary care
(CTFPHC, 2016). Obesity prevention and treat-
ment practice guidelines were released in 2015 and
confirmed the importance of assessing growth and
BMI in children and adults; and provided a strong
recommendation for structured behavioral inter-
ventions to prevent diabetes in adults at risk
(Brauer et al., 2015; CTFPHC, 2015).
Service planning for obesity prevention and

treatment in primary care is a particular challenge
for many reasons, including the need to provide
services for all age groups, potential for harms,
differing perspectives of multiple providers, and
resource limitations. Good planning is needed to
ensure services are based on current evidence, are
effective and efficient, with potential for adjust-
ment as the evidence base evolves. Among
approaches to service planning, logic models are
intended to clarify the links from evidence and
practice to strategies and activities through to
outcomes and intended effects (Program Perfor-
mance and Evaluation Office, 2014). A logic
model is a ‘diagrammatic description of a program
by depicting its goals and objectives, the compo-
nent activities needed to accomplish the goals,
their outputs (countable by‐products of each
component), short and long-term outcomes (direct
results or accomplishments). It is a clear, concise
tool for communicating with others about the
program.’ (Woodward, 2010: 1). Methods for
developing logic models have generally been
based on some sort of group process, but vary
widely. Group development of an initial logic
model for primary care would help identify core
and discretionary activities across different
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organizations, clarify service outcomes, and could
generate new ideas for improving services. The
model could be helpful to service planners within
organizations who would have a base model to
adapt to local circumstances (Smith et al., 2010;
McKinney et al., 2013).
Formative development of such a logic model in

Ontario FHTs was therefore undertaken as a
series of consensus and review processes by a
group of researchers and practitioners in FHTs
with an interest in obesity. Three authors had been
involved in a large provincial inter-disciplinary
committee to more broadly introduce team-based
primary care (ie, FHTs) to Ontario. The idea for
developing a logic model for this topic came out of
discussions at those meetings. Other co-authors
were brought into help with various aspects of the
projects. The overall objective was to develop an
organization-level planning framework for obesity
prevention and management services in inter-
professional primary care settings.

Methods

Overall development process
The concept of a planning framework was more

familiar to most participants than ‘logic model’ and
therefore became the focus of discussion. The
overall process of developing the planning frame-
work is shown in Figure 1. A preliminary draft was
developed by the research team based on a focus
group study with patients and providers in one
city-wide FHT (150 physicians) (Royall et al.,
forthcoming). The draft was reviewed and further
developed in a pilot consensus process meeting by
11 providers (mixed professions) from one FHT.
The next draft was reviewed by 19 other FHTs in
four additional prioritization meetings held in
different cities in the fall of 2011. An additional
in-person half-day meeting was held with an expert
group of researchers and decision makers in
January 2012 to review the draft framework, using
the same process and equipment used at the
prioritization meetings. Finally, a national paper
review of the summary results was completed
by participants and interested stakeholders. The
study was approved by the University of Guelph
Research Ethics Board and all participants
completed and signed consent forms before
participating in the research.

Participants
Family Health Teams in southern Ontario were

solicited to participate by email sent to Executive
Directors. The FHTs were chosen for the
development work as they had strategic planning
capability, interprofessional teams and some had
already participated in quality improvement
training through a provincial quality improvement
initiative (the Quality Improvement and Innova-
tion Partnership) (Rosser et al., 2011). Feasibility
was also an issue, as funding to bring teams to
in-person meetings was limited. Teams were asked

Identify initial ideas in 11
focus groups

Create inital draft

Review by one team; 
prioritize 

Re-draft framework  

Review by 19 teams in 4 
meetings; prioritize

Combine insights and 
refine framework 

In-person review by expert 
panel  

Paper review by experts 
and co-authors

Final framework 

Figure 1 Overall development of the obesity services
planning framework. Activities described by boxes with
solid lines are described in detail in this work; the activity
described by the box with dashed lines is described in
detail in another published work
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to send at least one family physician as well as two
to four other providers of their choice (eg, nurse
practitioner, registered nurse, dietitian, social
worker or other professional).

For the expert review, the in-person moderated
meeting was planned to coincide with another
initiative of the Canadian Obesity Network to
develop a research proposal. Invitees to that
meeting were given the option of reviewing the
framework. Invitees were all members of the
Canadian Obesity Network, the largest national
non-governmental association focused on obesity
(http://www.obesitynetwork.ca/) and represented
three main groups: obesity research experts,
provincial decision makers and primary care
researchers.

Prioritization process: provider perspectives
Prioritization meetings were conducted in one

full day using a similar process. Each meeting
began with an overview of the project and a draft
version of the planning framework to orient parti-
cipants to the work. A focus on program planning
rather than specific diseases was emphasized.
A mixture of nominal group and ranking exercises
were conducted using linked laptops and pro-
prietary planning software, using an external
moderator from the Queens Executive Decision
Centre (2013). The planning software allowed
each participant to efficiently enter their ideas
into a laptop computer, which could then be
anonymously compiled with other participants’ ideas
and projected onto a screen for group discussion.
The moderator trained each group on the features
of the technology. Most participants were already
offering obesity group programs and/or individual
counseling in their FHTs. After introductions,
life-stage groupings of patients were first discussed
and voted on. Next, desired outcomes were
considered. Participants then brainstormed
strategies and interventions to address obesity for
each life-stage target group; meanings were
discussed, similar ideas were merged and then
priorities were developed and ranked. Not all tar-
get groups could be considered at every meeting.
All ideas and ranking results were tabulated and
transcripts of the meeting results were produced
after each meeting. The transcripts listed all of
the options that had been developed in group
discussion as well as the rankings. The project

coordinator took notes of additional comments
from the discussions.

Participants were asked to do a brief participa-
tion evaluation questionnaire at the end of the
meeting, which took about 5min to complete
(Dehar et al., 1993). This consisted of 11 questions
on a seven-point Likert-type scale related to:
usefulness of the overall process undertaken
during the meeting, perceived effectiveness of
the planning framework developed during the
meeting, and satisfaction with their contributions
to the process, their own professional development
and use of their time. Four additional open-ended
questions obtained views on what worked well and
what could be done better or differently for future
meetings.

Participants in each of the meetings were sent
the reports of the meetings for their own use within
one month of the session they attended. Provider
priorities for specific types of activities were
ranked in each of the four meetings and collated
after the meetings, based on the transcripts.

Expert review
In the expert review meeting, the framework

was first presented and the discussion was opened
up for commentary. The professional moderator
reviewed the framework in the same order as in
the prioritization meetings and the project
coordinator took notes of the comments. The
moderator sought suggestions at the end of each
discussion on how the framework might be adap-
ted and used by primary care organizations. Each
participant was later sent a revised version by
email for any further comments.

Final development
The framework was revised at each stage based

on review of transcripts. The transcript data were
content analysed for activities and strategies by two
analysts using concepts and terminology expressed
by participants as much as possible, based on the
categories previously developed (Royall et al.,
forthcoming). In the prioritization meetings, overall
categories emerged as themes developed from
discussion of specific activities. Multiple strategies
arose for each of the major categories in the
process of care. These were categorized by ranking
across all groups as H = high priority (rank 1–5),
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M = moderate priority (6–10) and L = limited
priority (>10), or not mentioned by providers.
A basic left to right model outlining strategies was
drawn using DoView software (http://doview.com/).

Results

Participants and satisfaction with
development process
In the first meeting, 11 members from one FHT

attended, including two family physicians. There
were 78 participants (including 22 registered
nurses, 22 dietitians, 16 family physicians, seven
social workers, five nurse practitioners, four kinesio-
logists, one health promoter and one administrator),
representing 19 FHTs who attended the four
additional prioritization meetings. An additional
15 researchers and clinicians and three decision
makers from provincial government departments
participated in the expert meeting.
The process evaluation questionnaire was com-

pleted by 73 participants (94% response) at the
four meetings. Of the 11 questions regarding
process, effectiveness and satisfaction with the
meeting, the overall average was 6 out of 7 on a
Likert-type scale (where 7 = very satisfied). In the
open-ended questions, participants commented
that the meeting was well facilitated, and that the
electronic meeting system was an effective way to
share ideas and obtain consensus. Some comments
indicated that the full-day meeting was lengthy and
that some of the target groups discussed were not
relevant to all health care providers or FHTs.
Concern was expressed that implementation of the
strategies could be a challenge without additional
funding or buy-in from the teams.

Defining target groups
In primary care practice, patients most often

attend office visits to receive care. These visits are
typically 10–15min long. This means providers
often see people of all ages for different issues all
day long. Therefore, the first task at the meeting
was to define the target groups for obesity services.
Participants were asked to consider ‘target groups’
from a program planning perspective. Accord-
ingly, commonly associated conditions, life course
stage, physical activity, prevention/treatment,
provider, practice routines and the Edmonton

Obesity Staging System (Padwal et al., 2011) were
all discussed. Table 1 shows examples of the
dimensions considered. The goal was to create a
minimum number of groupings, consistent with
typical practice routines and the planning goal.
The initial draft included 10 groups; after voting,
five groups emerged in the first meeting, based on
life course stage and disease complexity. Partici-
pants explicitly stated that prevention and treat-
ment needed to be considered together, consistent
with primary care’s routines and whole person care
orientation. The groups were confirmed in
subsequent meetings, with some discussion of dif-
fering ways of categorizing children (0–5 years) or
elder (additional group) care services.

Primary care for weight issues in pregnancy and
early infancy was felt to require a specific pro-
gramming focus, as primary care of the mother and
child unit usually occurs together and services are
often offered in conjunction with other com-
munity/public health programs. In Ontario, for
example, a well-baby check-up is mandated at
18 months. Determining which child ages should
be considered together was a challenge for provi-
ders and ages 3–12 were put together, partly based
on the organization of the Canadian school system,
even though weight issues in a 3-year old would be
clinically managed very differently than weight
issues in a 12-year old. Teens were considered to
be a separate group, with their own unique needs.
The ages chosen reflected school categorizations
to the completion of high school. Among adults,
substantial discussion occurred regarding categori-
zation by age and care complexity, but not by
gender. In general, the majority of adults could be
managed with typical office routines, while there
was general agreement for the existence of a
medically complex subgroup, which consumed
significant time and resources, and often had health,
socio-economic and other issues. Interestingly pro-
viders felt that socio-economic and mental health
issues had to be considered across all life course
groups, and they preferred that these issues be inte-
grated into all services, rather than be considered as
a separate grouping.

Defining health outcomes by group
The discussion to define the expected outcomes

of obesity services was particularly challenging,
given the diverse health issues of typical patients
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Table 1 Target groups, related health conditions, and life course issues

Target group Pregnancy to 2 years 3–12 years 13–18 years 18+ Typical 18+ Medically complex

Obesity-related health
conditions

∙ GDM
∙ GDM – diabetes risk
after birth

∙ Key target group for
prevention

∙ Excess weight gain
for height

∙ CVD risk factors
∙ Key target group for
prevention

∙ Eating disorders
∙ CVD risk factors
∙ Mental health issues
affecting weight

∙ Type 2 diabetes
∙ Cardiometabolic
syndrome

∙ CVD risk factors
∙ Mental health issues
affecting weight

∙ Multiple chronic
conditions

∙ Reduced capacity for
activities of daily living

Physical activity able to
engage in: 150min/per
week (adults); 60min/
day (children); moderate
activity (running, fast
walking)

∙ Varies
∙ (Not applicable to
infants)

∙ Yes mostly
∙ May have health
condition limiting
activity

∙ Yes mostly
∙ May be limited

∙ Varies ∙ No

Relevant life course
issues

∙ Weight gain during
pregnancy

∙ Retained weight
gain infants

∙ Growth and
development

∙ Problems with
moving, running

∙ Growth and
development

∙ Low self-esteem
∙ Growth and
maturation

∙ Work-related
∙ Establishing families

∙ Declining activities of
daily living

Edmonton Obesity
Staging Systema

Not applicable Not applicable Not applicable 0–4 2–4

a Edmonton Obesity Staging System Descriptions (Padwal et al., 2011): 0 – No apparent risk factors (eg, blood pressure, serum lipid and fasting glucose
levels within normal range), physical symptoms, psychopathology, functional limitations and/or impairment of well-being related to obesity; 1 – Presence
of obesity-related subclinical risk factors (eg, borderline hypertension, impaired fasting glucose levels, elevated levels of liver enzymes), mild physical
symptoms (eg, dyspnea on moderate exertion, occasional aches and pains, fatigue), mild psychopathology, mild functional limitations and/or mild
impairment of well-being; 2 – Presence of established obesity-related chronic disease (eg, hypertension, type 2 diabetes, sleep apnea, osteoarthritis),
moderate limitations in activities of daily living and/or well-being; 3 – Established end-organ damage such as myocardial infarction, heart failure, stroke,
significant psychopathology, significant functional limitations and/or impairment of well-being; 4 – Severe (potentially end-stage) disabilities from
obesity-related chronic diseases, severe disabling psychopathology, severe functional limitations and/or severe impairment of well-being.
GDM = gestational diabetes mellitus; CVD = cardiovascular diseases.
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and the past experiences of providers who had
already been offering lifestyle services in FHTs.
Providers discussed the unrealistic ideal body
images in the media, the roles of other sectors,
the judgment of some of their colleagues, the need
for services promoting life balance rather than
numbers on a scale, and the unrealistic expecta-
tions or hopes of patients regarding reasonable
weight loss. The discussion emphasized the need
for all providers to be realistic in their advice
and expectations. Knowledge and skills goals that
would be the focus of programs (eg, knowledge of
when to add solids to an infant’s diet or how
to shop) were removed from the final health out-
comes listed in Table 2. In expert review, the goal
of achieving a weight for best health in adults was
discussed, but the majority of providers felt such a
goal was unrealistic for the majority of adults and
this goal was not added.

Care process and strategies
The final planning framework (Figure 2 and

Supplementary Figure for each target group) lists
major process steps in obesity care, based on
typical practice. Each category, such as Raising

Awareness, includes specific strategies that can be
achieved with several activities. A detailed list of
discussed activities is shown in the Supplementary
Table. Each strategy needs to be completed by a
provider to have impact. For example, Raising
Awareness of the health aspects of obesity at
different stages of life and health conditions is the
category of care. Two common strategies are to
provide information on the weight-health connec-
tion and to provide information on community
resources. The activities can be as simple as
providing a good pamphlet to a patient or a link to
a web site. A list of community resources may be
simple or may require periodic updating, depending
on the practice location.

Identification and Initial Management could be
within a typical episodic care visit with a physician
or nurse practitioner, or could occur as part of a
health check or wellness visit. Drop-in clinics were
another strategy, while home visits were only
considered for the medically complex and were
seen as low priority and hence were omitted from
the final version. Follow-up Management included
various group classes and programs and different
ways of providing ongoing support by the
practice providers, while social and peer support

Table 2 Summary of desired health outcomes according to target group

Target group Desired outcomes

Pregnancy to 2
years

∙ Preconception health
∙ Appropriate weight gain
∙ Maintaining/increasing physical activity
∙ Healthy postnatal weight loss

∙ Active play
∙ Family healthy eating
∙ Infant – appropriate growth trajectory

3–12 years ∙ Develop healthy habits
∙ Develop parental awareness of healthy
lifestyles; good role modeling

∙ Physically active
∙ Family-focused approach
∙ Healthy body image

13–18 years Same as 3–12 years plus:
∙ Balance of academics and healthy lifestyle

∙ Knowledge of food budgeting and meal
preparation

∙ Recognition and early intervention of disordered
eating patterns

18+ years Typical ∙ Weight loss or weight gain prevention
∙ increase physical activity
∙ Self-management skills for disease

∙ Awareness of healthy weights/body acceptance
∙ Improved lifestyle balance
∙ Chronic disease prevention/health promotion
∙ Increased feelings of empowerment/confidence

18+ years
Medically
complex

∙ Achieving desired targets for chronic
condition

∙ Self-management skills
∙ weight maintenance/prevention of gain
∙ Improved mental health

∙ Quality of life/functional capacity
∙ Prevent or reduce risk of further complications
∙ Improve mobility, physical endurance/stamina;
increase physical activity if able

∙ Avoid unintentional weight loss
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represented a distinct strategy, such as using the
Stanford Self-Management program as a model
(Lorig et al., 2012). Expanded Services included
adding new expertise to the team, while access to
external specialist services would be another
strategy in some locations. Provider education,
creation of community partnerships and outcomes
review were all considered as Practice Initiatives to
improve services. Features of good clinical care,
such as establishing a good relationship with
patients, or making sure goals are SMART (specific,
measurable, attainable, realistic and time-limited)
and assessing readiness to make lifestyle change are
core features of all clinical care and thus were
removed from this organization-level framework,
not because they are not important, but because they
would apply to all clinical care.

Priorities of providers
When provider priorities for specific types of

activities in each of the four workshops were
ranked and collated, there was broad agreement
on the priorities across all groups (Figure 2). For
example, a top ranked priority in one meeting
would invariably be among the top five activities in

the other meetings, allowing for some differences
in wording. Considering providers’ top ranked (H)
priorities for development first, across all groups,
Figure 2 indicates that raising awareness of the
weight-health connection was considered impor-
tant in the three younger target groups, and
providing information on community programs
was prioritized among the older three groups.
Presumably it would also be important for the
pregnancy to 2 years group, but was not mentioned
by providers.

Under Identification and Initial Management,
there was general agreement that screening and
initial discussion would be best managed as part of
a wellness/health check visit, except among the
Medically Complex, who were often being seen
routinely for their chronic conditions. Obesity was
considered too difficult to address within episodic
care, except for the subset of the population who
only interact with the primary care system for
episodic care. Under Follow-Up Management,
group programs were endorsed for all age
groups, while only the Medically Complex merited
routine follow-up and case management approa-
ches. Thus, raising awareness by providing infor-
mation on the weight-health connection and on

Expanded 
Services 

[M] Partner with public 
health;parent and baby 

groups  

Practice
Initiatives

Raising 
Awareness

Follow-up 
Management 

Identification and 
Initial Management 

Pregnancy 
to 2 Years

3-12 Years

18+ Typical

18+ Medically 
Complex

13-18 Years

[H] = High priority (ranked 1-5); [M] = Moderate priority (ranked 6-10); [L] = Limited priority (ranked >10th); EMR = electronic medical records

[M] Partner with 
workplaces

[L]Partner with 
community agencies 

[H] General messages 
on weight-growth-
health connection

[M] List of community 
resources 

[H] List of community 
resources

[M] Waiting room 
pamphlets, etc.

[H] Screening 
within a wellness/
prevention visit  

[M] Drop-in clinics
(baby weighing, 
parental support)

[M] Risk identified 
within episodic 

care 

[L] Risk identifed 
within episodic 

care 

[L] Drop-in clinics

[L] Screening for 
depression 

[H] Group Programs - 
healthy lifestyle (pre/

postnatal; parent; teen)

[M] Family support/
parent groups

[H] Group education 
for weight issues 

[H] Group Program -
self-management 

[L] Social and peer 
support 

[M] Peer-led self-
management groups 

[L] system 
navigation guide

[L] System navigation/ 
case managment 

[H] Routine visits for 
ongoing support

[L] Ongoing support 
by practice

[H] Access to diet 
and physical 

activity specialists

[L] Access to 
lactation specialist

[M] Increased 
access to mental 
health, diabetes,  

social work, 
chiropodist 

[L] Access to 
team services 

[L] Integration with 
bariatric programs

[M to H] Provider 
education; care 

maps; team 
function

[L] Provider 
education

[M] Use EMR to 
plot growth

[L] EMR tracking 
over time

[M to H] Work with 
community and schools

Figure 2 Overview of final planning framework. Lists the major process steps in obesity care for all target groups,
based on typical practice
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community services, identification in wellness
visits, and group programs were highest priority
for providers.

Expert review
The meeting confirmed the life-stage groupings

chosen initially. There were diverse opinions on
desired outcomes, with some experts expressing the
view that weight loss should have been more pro-
minent among the desired outcomes. The naming of
some of the categories of care process were also
problematic and were replaced in the final frame-
work with Initial Identification and Management,
Follow-up Management and Expanded Services.
Experts also felt there was limited evidence to

support many of the high priority ideas identified
by providers, as each idea had been prioritized in
the draft. This was revised in the final framework
by combining similar specific ideas under more
general priorities, and categorizing the rankings as
high, moderate or low priority. Ideas generated by
providers for one or two target groups did not
always emerge for other groups, even where this
would have been logical. This can be seen in the
Supplementary Figure by target group. It was also
felt that prioritization by provider perspective was
novel, but incomplete, and experts wanted to know
to what degree evidence aligned with provider
ideas. No additional feedback was received from
providers on the revised version of the framework.

Discussion

Development of this planning framework for
obesity prevention and lifestyle treatment services
was a first attempt to produce a framework for
overall care processes needed across the age spans
served by primary care. It incorporated various
features that have been promoted by health system
planning groups, including population-based
planning (World Health Organization, 2005),
teams and decision support tools (MOHLTC,
2012) with provider and patient perspectives on
acceptable services [Medical Research Council
(UK), 2008].
The use of such frameworks (or logic models)

may be useful in primary care, especially in
identifying key processes consistent with typical
practice [Medical Research Council (UK), 2008;

Mitchell et al., 2008; Nemeth et al., 2008]. While
there is substantial evidence for structured beha-
vioral, pharmacological and surgical treatment of
obesity, the process of developing the framework
by provider groups already working in teams
identified key areas for further development,
including tools and strategies for raising awareness
of the weight and health links, and greater use
of wellness visits. There is a lack of evidence to
support best practices for these priorities, as
evidenced by the lack of any screening studies for
adult obesity in the CTFPHC systematic review
(Brauer et al., 2015). For children, the CTFPHC
did identify very low quality evidence to support
growth monitoring and moderate quality evidence
to recommend structured behavioral interventions
in primary care to promote healthy weight man-
agement in children (CTFPHC, 2015). Despite
these recommendations, the evidence base for
these complex interventions is confusing, as it has
not been possible in meta-analyses to date to
identify which elements of the most effective
behavioral interventions need to be included
in programs to achieve greatest effectiveness
(Peirson et al., 2014). This is a problem common to
most complex interventions and is an active area of
current research (Hoffmann et al., 2014; Hoffmann
et al., 2015). More work is needed to ensure that
researchers and analysts conducting knowledge
syntheses describe interventions in ways that align
with how providers think about service planning.
For example, research would be welcome on the
value of the ‘wellness visit’ for obesity prevention
or management, an area of controversy in family
medicine.
The differences of opinion that emerged among

providers and experts on the relevant health
outcomes of care need further discussion and
development. For example, providers’ focus on
providing realistic advice and expectations
regarding weight loss is in contradiction to some
expert opinion to achieve ‘healthy weight for
optimal health,’ and is inconsistent with the
evidence from recent systematic reviews that
identifies an average mean weight loss of about
3 kg in adults with lifestyle programs and an
additional 3 kg when pharmacological agents
(metformin and orlistat) are used (Peirson et al.,
2014; 2015). This modest level of weight loss was
associated with diabetes prevention in those at
risk, and led to a strong recommendation by the
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CTFPHC for lifestyle programs in primary care
(Brauer et al., 2015). Over time, we expect there
will be greater consensus on core messaging.
The planning framework appears to be novel,

and no published examples for obesity were found
in the literature. The framework clarifies some
areas for new work, such as the need for studies on
how best to raise awareness of the obesity issue in
a health care context.
To date, most development of primary care

resources has focused on tools for patients or
providers to use in the direct client service context,
such as variations of the 5As tool (Ask, Assess,
Advise, Agree, Assist), which is currently being
tested in primary care (Campbell-Scherer et al.,
2014), the Craving Change curriculum for a group-
based cognitive behavioral program addressing
emotional eating (Cannon and Shah, 2013) or the
group-based Diabetes Prevention Programs
(DPP) manuals (DPP Research Group, 2014).
These tools/workshops and courses are clearly
needed, but there is also a need for more service
planning tools.
Some strengths of the processes used to develop

the framework included guided discussion with
prioritization across different disciplines, which
proved invaluable in clarifying key care processes
for planning purposes. Involving patients and
providers early in the process of development
ensured that descriptions of the care processes
were consistent with typical terminology used by
providers in describing care processes. The orga-
nization of the framework based on provider ways
of describing services ensured that the framework
would be relevant to primary care.
Use of ranking exercises revealed broad

consensus on main issues that need to be addres-
sed first in Ontario team-based primary care.
Working with one model of primary care was
both a strength and a limitation. Family Health
Teams are a relatively new team-based model in
Ontario, and most FHTs have already been
involved in efforts to improve chronic disease
management (MOHLTC, 2014). Participants were
an interested group of providers who understand
the challenges of obesity and had already imple-
mented a range of lifestyle programs. Use of
one progressive model of primary care allowed
differences and similarities in perspectives across
disciplines to emerge and be included in the
development process.

Limitations

The framework might be less applicable to other
models of team-based primary care in Canada and
elsewhere; for example region-based or strictly
referral-based models where specialized services
like lifestyle counseling are not co-located with
medical care. In addition, the mix of providers
differs across models. In FHTs, dietitians, nurses
and social workers were team members, but kine-
siology was not a regulated health profession at the
time of the study and they were not typically
included among possible team members. All pro-
viders volunteered to participate in the study and
the results reflect the viewpoints of participants.
Another limitation of the process was that provi-
ders did not have an opportunity to consider
priorities across the different target groups; each
target group was considered separately. Some
approaches prioritized for some age groups were
not mentioned for other age groups and it is
unclear if these omissions were intended or not.
Additional review by others is needed to further
review the prioritized strategies and to articulate
the underlying assumptions (beliefs and knowl-
edge) that support prioritization of the strategies in
the FHT context first, and then more broadly in
other primary care organizations. In addition,
some types of evidence relevant to primary care
but not obesity specifically, such as practice facil-
itation (Baskerville et al., 2012) or long-term
tracking of results in electronic health records for
planning (Wagner et al., 2001) were not mentioned
by providers but have been shown to improve
service effectiveness.

Conclusion/next steps

Overall, there was strong support by the team-
based providers for growth assessment, including
weight and height as one element of routine
pediatric care. In adults, there was strong support
for use of wellness care/health check visits and
episodic care to identify people for interventions,
for group programs, and for provider education
directed to creation of care routines or maps.
Clearly, there is a need for further targeted
research to ensure new services will be both
effective and efficient. This planning framework
can be used as the basis for further service
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planning and new implementation studies. Finally,
additional work is needed to develop and validate
approaches to blending evidence with provider
and patient perspectives to ensure planned
services are both evidence-based and consistent
with typical acceptable and feasible practice in the
health system.
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