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Pediatric obesity is a global health issue. Worldwide, the 
number of 5- to 19-year-olds with obesity increased 
from 11 million in 1975 to 124 million in 2016.1 In 

Canada, levels remain high, with approximately one-quarter 
of 4- to 11-year-olds and one-third of 12- to 17-year-olds 
classified as having overweight or obesity.2–4 This high preva-
lence is concerning as metabolic, mechanical and mental 
health issues as well as social milieu concerns are common in 
children and adolescents with obesity.5 Further, obesity sel-
dom resolves spontaneously,6,7 and longer exposure to obesity 
is associated with prolonged and increased morbidity.8 As 
such, there is an imperative to develop and evaluate interven-
tions that are effective for managing pediatric obesity.

Since the first Canadian clinical practice guideline on 
managing and preventing obesity in adults and children was 
published in 2007,9 several pediatric-specific guidelines have 
been published, in Canada10 and internationally.11,12 These 
guidelines were based on evidence regarding the potential 

benefits and harms of obesity management strategies; how-
ever, there is a need to update existing recommendations 
because new evidence has accumulated and methodologic 
approaches have evolved over recent years. As highlighted in 
the 2020 Canadian guideline for adult obesity,13 managing 
obesity extends beyond addressing weight; management 
includes a host of outcomes (e.g., mental health) and issues 
(e.g., obesity stigma) that reflect a broad view of health and 
social well-being. Historically, guidelines have emphasized 
treatment effects and seldom included families and clinicians 
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as stakeholders in developing, refining and evaluating rec-
ommendations on the basis of stakeholder values and 
preferences.

The purpose of this protocol is to describe the organiza-
tional approach and methodologic strategies used to update 
the 2007 Canadian clinical practice guideline for managing 
pediatric obesity. With a focus on obesity management exclu-
sively, we will direct our resources to provide optimal value 
and preference-sensitive, evidence-based guidance for families 
and clinicians to manage pediatric obesity, according to inter-
national standards for guideline production.

Methods

We will follow guideline standards set by the National 
Academy of Medicine (formerly the Institute of Medicine),14 
the Grading of Recommendations Assessment, Develop-
ment and Evaluation (GRADE) working group15–17 and the 
Guidelines International Network.18 These methods pro-
mote transparency, clear and ongoing management of com-
peting interests, engagement of diverse stakeholders, use of 
systematic review methodology to synthesize all existing evi-
dence addressing the area(s) of inquiry and use of explicit 
methods for determining the strength of recommendations 
(Box 1). Resources from the Alberta Health Services Chair 
in Obesity Research and Obesity Canada will be used to 
develop the guideline and support knowledge translation 
and dissemination activities.

Composition of participating groups
The guideline steering committee (“the committee”) will be 
responsible for guiding all activities, overseeing finances, 
granting final acceptance of the guideline recommendations 
and disseminating the finalized recommendations. The 
committee will also oversee the development of the research 
questions, the literature reviews and the development of the 
guideline methods and will vote on the final recommendations, 
as well as manage any competing interests among members.

In early 2019, the committee chair (G.D.C.B.) and Obesity 
Canada invited people with clinical and research expertise in 
pediatric obesity, systematic reviews and guideline develop-
ment to join the committee. At this time, we also contacted 
about 30 provincial and national stakeholder groups to raise 
awareness of our plan to update the guideline and identify 
opportunities for collaboration and partnership. 

Over time, additional committee members, including clin-
icians and caregivers of children and adolescents with obesity, 
were recruited from within and beyond multidisciplinary 
pediatric obesity management clinics; these include 
1 professional–public association representative, 2 clinicians 
(1 general pediatrician and 1 general pediatrician who is an 
adolescent medicine specialist), 3 caregivers, 5 PhD research-
ers and 9 clinician-researchers (6 pediatric endocrinologists, 
1 psychologist, 1 registered dietitian and 1 registered nurse). 

Each month, the committee meets formally by video-
conference with ad hoc correspondence as needed. The com-
mittee chair (G.D.C.B.) is responsible for assembling the 
committee, coordinating meetings, supporting authors who 
will be leading or coleading the systematic reviews with 
researchers in the McMaster Evidence Review and Synthesis 
Team (MERST; McMaster University, Hamilton, Ontario) 
and the Alberta Strategy for Patient-Oriented Research 
SUPPORT Unit (AbSPORU; University of Alberta, Edmon-
ton) and leading knowledge translation and dissemination 
activities in partnership with Obesity Canada. Committee 
members with expertise in evidence syntheses and guideline 
development will be responsible for creating relevant content 
(e.g., summary of findings tables). In addition, caregivers, 
youth, clinicians, researchers and trainees with complementary 
experience and expertise will contribute to this work.

Five teams will be formed to complete literature reviews 
on the 5 topics listed below. These teams will include content 
experts in lead or colead roles and methodologic experts from 
MERST and AbSPORU.

Selection of key questions
To inform the guideline, literature reviews will be conducted 
to answer the following 5 questions, which the committee 
developed through numerous teleconferences and email dis-
cussions, following an iterative process (Table 1):
1. What are the values, preferences, perceptions, attitudes 

and beliefs of children and adolescents with obesity and 
their caregivers regarding the benefits and harms (in the 
context of important health-related outcomes) of obesity 
management strategies?

2. What tools, processes and procedures are recommended 
by expert groups for the clinical assessment of children 
and adolescents with obesity? What are the gaps in the 
existing guidelines?

3. Among children and adolescents with obesity, what is the 
effect of psychological and behavioural change interven-
tions (see Appendix 1, available at www.cmajopen.ca/ 
content/10/1/E155/suppl/DC1, for definition) on health 
outcomes deemed important to stakeholders, including 
families, clinicians and researchers?

Box 1: Certainty of evidence19

GRADE* and definition 

• High: We are very confident that the true effect lies close to 
that of the estimate of the effect.

• Moderate: We are moderately confident in the effect estimate. 
The true effect is likely to be close to the estimate of the effect, 
but there is a possibility that it is substantially different.

• Low: Our confidence in the effect estimate is limited. The true 
effect may be substantially different from the estimate of the 
effect.

• Very low: We have very little confidence in the effect estimate. 
The true effect is likely to be substantially different from the 
estimate of effect.

Note: GRADE = Grading of Recommendations Assessment, Development and 
Evaluation.

*Although certainty of evidence is a continuum, GRADE uses discrete 
categorization, which introduces a degree of subjectivity. Nevertheless, the 
advantages of simplicity and transparency outweigh these limitations.
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4. Among children and adolescents with obesity, what is the 
effect of pharmacotherapeutic interventions on health out-
comes deemed important to stakeholders, including fami-
lies, clinicians and researchers?

5. Among children and adolescents with obesity, what is the 
effect of bariatric surgery interventions on health out-
comes deemed important to stakeholders, including fami-
lies, clinicians and researchers?

Of these 5 questions, 2 questions (values and preferences; 
clinical assessment) highlight contextual issues that are relevant 
to families and clinicians and 3 questions focus on primary 
interventions (psychological and behavioural; pharmacothera-
peutic; and surgical) used in managing pediatric obesity.

We will conduct systematic reviews for questions 1, 3, 4 and 
5 and an environmental scan and scoping review for question 2. 
The committee will operationalize the research questions for 

Table 1 (part 1 of 2): Overview of literature reviews that will address research questions to inform the guideline

Question Review type

Study 
designs 
included Comparison

Followup 
duration 

(after 
baseline) Potential outcomes*

Potential subgroups 
and sensitivity 

analysis*

1. What are values, 
preferences, 
perceptions, attitudes 
and beliefs of children 
and adolescents with 
obesity and their 
caregivers regarding 
the benefits and 
harms (in the context 
of important 
healthrelated 
outcomes) of obesity 
management 
strategies? 

Systematic 
review

Any NA NA • Perceptions, 
experiences, 
attitudes, beliefs 
and expectations

• Children, 
adolescents and 
parents

• Sex, gender
• Ethnicity, culture, 

SES
• Typical v. atypical 

growth and 
development 
(physical or 
cognitive delay or 
disability)

2. What tools, 
processes and 
procedures are 
recommended by 
expert groups for the 
clinical assessment  
of children and 
adolescents with 
obesity? What are the 
gaps in the existing 
guidelines?

Scoping 
review, with 
stakeholder 
consultation

Any NA NA • Edmonton Obesity 
Staging System for 
Pediatrics,23 
including the 4 Ms 
(metabolic health, 
mental health, 
mechanical health 
and social milieu)

• Children, 
adolescents, and 
parents

• Sex, gender
• Ethnicity, culture, 

SES
• Typical v. atypical 

growth and 
maturation (physical 
or cognitive delay or 
disability)

• Communication and 
terminology

• Weight bias and 
stigma

• Screening, 
enrolment and 
followup

3. Among children 
and adolescents with 
obesity, what is the 
effect of psychological 
and behavioural 
change interventions 
(see Appendix 1 for 
definition) on health 
outcomes deemed 
important to 
stakeholders, 
including families, 
clinicians and 
researchers?

Systematic 
review and 
meta
analysis

Randomized 
controlled 
trials

Any 
nonactive 
(e.g., waitlist 
control) or 
active (e.g., 
standard 
care) 
alternative 
management 
strategies

Immediate 
post and 
longest 
followup 
(closest to 
12 mo)

• Anthropometry 
(e.g., body weight, 
BMI, WC)

• Cardiometabolic 
risk factors (e.g., 
blood pressure, 
insulin resistance, 
HDLC)

• Outcomes reported 
by patients or 
proxies (caregivers) 
(e.g., anxiety, 
depression, 
healthrelated 
quality of life)

• Adverse events

• Age
• Weight status
• Sex, gender
• Risk of bias
• If we identify 

studies that 
reported data at 
≥ 16 mo, we will 
assess the 12mo 
estimate with and 
without these data
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the 3 intervention-related systematic reviews (questions 3, 4 
and 5) regarding intervention characteristics, accepted com-
parators, ranking of outcomes by their relative importance to 
patients, and selection of subgroups on the basis of literature-
derived, clinically relevant effect modifiers. For each of these 
intervention-related reviews, outcomes of interest will be 
determined using an online survey of stakeholders, including 
committee members and caregivers of children and adoles-
cents enrolled in multidisciplinary obesity management clinics 
in several Canadian centres. These data will help to ensure the 
guideline is relevant and meaningful to its end users: families 
and clinicians.18 Survey participants will rate health outcomes 
of interest on the basis of the extent to which they believe the 
outcomes are important to decision-making for obesity man-
agement. Outcomes will be rated using the following rubric: 
1–3 (not important for making a decision), 4–6 (important, but 
not critical for making a decision) and 7–9 (critical for making 
a decision).19 A detailed description of the scope and character-
istics of eligible interventions and studies for each of the 

3 intervention-related reviews will be determined iteratively 
through committee member discussions, considering available 
evidence on child, adolescent and family relevance, feasibility 
and acceptability.

Summarizing the evidence
The Knowledge Translation Platform within AbSPORU will 
lead and support activities related to the reviews of values and 
preferences and clinical assessment. The MERST team will lead 
the systematic reviews for the 3 intervention-related reviews. 

For our systematic review on values and preferences, we will 
include systematic reviews, primary quantitative studies (such as 
surveys, health state value studies [e.g., standard gamble, time 
trade-off, visual analogue scale for a specific outcome], direct 
choice studies [e.g., choice when presented with decision aid, 
probabilistic trade-off techniques, conjoint analysis willingness 
to pay, randomized controlled trials on preferences]), qualitative 
studies (such as interviews, focus groups) and mixed-methods 
studies that include children and adolescents aged 0 to 18 years 

Table 1 (part 2 of 2): Overview of literature reviews that will address research questions to inform the guideline

Question Review type

Study 
designs 
included Comparison

Followup 
duration 

(after 
baseline) Potential outcomes*

Potential subgroups 
and sensitivity 

analysis*

4. Among children 
and adolescents  
with obesity, what  
is the effect of 
pharmacotherapeutic 
interventions on 
health outcomes 
deemed important  
to stakeholders, 
including families, 
clinicians and 
researchers?

Systematic 
review and 
meta
analysis

Randomized 
controlled 
trials

Any 
nonactive 
(e.g., wait list 
control) or 
active (e.g., 
standard 
care) 
alternative 
management 
strategies

Immediate 
post and 
longest 
followup 
(closest to 
12 mo)

• Anthropometry 
(e.g., body weight, 
BMI, WC)

• Cardiometabolic 
risk factors (e.g., 
blood pressure, 
insulin resistance, 
HDLC)

• Outcomes reported 
by patients or 
proxies (caregivers) 
(e.g., anxiety, 
depression, 
healthrelated 
quality of life)

• Adverse events

• Age
• Weight status
• Sex, gender
• Risk of bias
• If we identify 

studies that 
reported data at 
≥ 16 mo, we will 
assess the 12mo 
estimate with and 
without these data

5. Among children 
and adolescents with 
obesity, what is the 
effect of bariatric 
surgery interventions 
on health outcomes 
deemed important  
to stakeholders, 
including families, 
clinicians and 
researchers?

Systematic 
review and 
meta
analysis

Randomized 
controlled 
trials, 
prospective 
or 
retrospective 
cohort 
studies and 
other 
observational 
studies

Any 
nonactive 
(e.g., wait list 
control) or 
active (e.g., 
standard 
care) 
alternative 
management 
strategies

For the 
weight 
outcomes 
up to 
12 mo; 
18mo and 
longest 
followup; 
for other 
outcomes 
up to 
18 mo

• Anthropometry 
(e.g., body weight, 
BMI, WC)

• Cardiometabolic 
risk factors (e.g., 
blood pressure, 
insulin resistance, 
HDLC)

• Outcomes reported 
by patients or 
proxies (caregivers) 
(e.g., anxiety, 
depression, 
healthrelated 
quality of life)

• Adverse events

• Age
• Weight status
• Sex, gender
• Risk of bias
• If we identify 

studies that 
reported data at 
≥ 16 mo, we will 
assess the 12mo 
estimate with and 
without these data

Note: BMI = body mass index, HDLC = highdensity lipoprotein cholesterol, NA = not applicable, SES = socioeconomic status, WC = waist circumference.
*Potential outcomes and subgroups will be determined on the basis of data derived from surveys with stakeholders (parents, clinicians and researchers).
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and their families. Studies included in this review will explore 
the values, preferences, perceptions, attitudes and beliefs of chil-
dren and adolescents with obesity and their caregivers with an 
emphasis on the best estimates of benefits and harms (in the 
context of important health-related outcomes) of obesity man-
agement strategies, described below.

To inform the recommendations on the clinical assessment 
of children and adolescents with obesity, we will carry out sev-
eral sequential steps. First, we will conduct an environmental 
scan of existing clinical practice guidelines and expert recom-
mendations for the assessment of pediatric obesity. From 
these sources, a table detailing the processes, procedures and 
methods used to complete a clinical assessment will be created 
to identify unique and common elements, identify gaps in 
the evidence and inform the generation of the research 
question(s) that will guide a scoping review. Second, we will 
complete a scoping review that adheres to established scoping 
review methods as described by the Joanna Briggs Institute20 
and the Preferred Reporting Items for Systematic Reviews 
and Meta-analyses (PRISMA) for Scoping Reviews 
(PRISMA-ScR) statement checklist.21 Third, we will evaluate 
the methodologic quality of the guidelines included in our 
scoping review using the Appraisal of Guidelines for Research 
and Evaluation AGREE II tool, which is widely recognized as 
the standard tool for evaluating practice guidelines.22 Finally, 
we will complete a stakeholder consultation (e.g., with care-
givers and clinicians) to solicit feedback before finalizing and 
publishing the review. To provide a framework for the results 
of this review, information will be organized according to the 
4 M health risks (metabolic health, mental health, mechanical 
health and social milieu); this approach is based on the 
Edmonton Obesity Staging System for Pediatrics.23 Issues of 
communication, bias and stigma, screening and follow-up, as 
well as relevant subgroups, will be included.

For our 3 intervention-related reviews (psychological and 
behavioural; pharmacotherapeutic; and surgical), we will access 
data from randomized clinical trials (RCTs), including con-
trolled clinical trials (CCTs), that include children and adoles-
cents aged 0 to 18 years and have safety and effectiveness data 
for our interventions of interest, immediately after the interven-
tion and at the longest point of follow-up (see Appendix 2, avail-
able at www.cmajopen.ca/content/10/1/E155/suppl/DC1, for 
details regarding analysis of time points and follow-up). For our 
review on surgical interventions, we will include observational 
studies in addition to RCTs and CCTs. On the basis of the 
committee members’ experience, it is unlikely that many surgi-
cal studies will have randomly assigned participants to different 
study arms; in this emerging field of more intensive therapies for 
managing pediatric obesity, cohorts and case series have been 
more common, so a range of study designs will be included.

The MERST and AbSPORU evidence centre teams will 
review titles and abstracts in duplicate; articles marked for 
inclusion will proceed to full-text relevance testing. Full-text 
screening will be completed independently by 2 team mem-
bers, with consensus required for inclusion or exclusion. Mul-
tiple publications for the same primary intervention in the 
same cohort will be merged. Standardized forms for data 

extraction and risk of bias will be developed, piloted and used 
by the team. Risk of bias assessments will be conducted using 
the Cochrane risk-of-bias tool for RCTs24 and the Risk of 
Bias in Non-randomized Studies – of Interventions (ROB-
INS-I) for observational studies with comparison groups25 
and the CLARITY group’s Tool to Assess Risk of Bias in 
Cohort Studies (http://help.magicapp.org/knowledgebase/
articles/327941-tool-to-assess-risk-of-bias-in-cohort-studies). 
If interventions have multiple treatment arms, we will follow 
Cochrane guidance on avoiding unit of analysis errors and 
only the interventions that meet inclusion criteria will be 
extracted.24  Following GRADE guidance, we will use data 
from complete cases in the primary analysis and assess for risk 
of bias associated with missing outcome data.26 Conflicts will 
be resolved through discussion, and a biostatistician will inde-
pendently verify all data extraction.

Piloted data extraction forms will be used to extract infor-
mation on study characteristics (e.g., design, sample size), par-
ticipant characteristics (e.g., age, ethnicity), intervention and 
comparison characteristics (e.g., duration, dose), outcomes (e.g., 
definition, measurement) and results (e.g., number of events). 
All extracted data will be independently verified by a second 
reviewer, with the outcome data verified by a third person.

We will follow methods presented in the Cochrane hand-
book, ensuring a rigorous approach to planning, conducting 
and reporting systematic reviews.24 Each systematic review 
and meta-analysis, when relevant, will follow PRISMA27 and 
report on the outcomes ranked as important or critically 
important on the basis of our stakeholder survey. For each 
review, we will develop a peer-reviewed, comprehensive 
search strategy in consultation with expert librarians (from 
McMaster University and the University of Alberta) to iden-
tify all relevant studies. PRISMA reporting guidance and reg-
istration of the protocols in International Prospective Register 
of Systematic Reviews (PROSPERO [https://www.crd.york.
ac.uk/prospero/]) and the Open Science Framework (https://
osf.io/) will serve to increase the completeness, methodologic 
quality, transparency and reliability of our reviews.27

Data analysis
For our 3 intervention-related reviews, data will be summa-
rized and random effects meta-analyses will be conducted 
when at least 2 studies that are sufficiently homogenous have 
defined and reported an outcome similarly. Depending on the 
number and types of studies and intervention arms, we may 
conduct a network meta-analysis.28,29 Estimates of effect, 
namely pooled relative risks and risk differences for dichoto-
mous outcomes and weighted or standardized mean differ-
ences for continuous outcomes, will be generated with 95% 
confidence intervals. To optimize the interpretability of our 
results for stakeholders, in addition to presenting standardized 
mean differences for studies that report different outcomes 
that measure the construct, we will consider supplementary 
methods of presenting effect estimates, including the magni-
tude of effect, by presenting results in relation to the minimal 
important difference (e.g., ≥ 0.25 reduction in body mass index 
z score) when credible minimal important differences exist.30–33
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For all meta-analyses with at least 10 studies, the potential for 
publication bias will be assessed using a funnel plot.34 Statistical 
heterogeneity in effect estimates across studies will be assessed 
by visual inspection of forest plots and assessment of the I2 statis-
tic, using thresholds recommended by Cochrane to determine 
degree of heterogeneity.35 Heterogeneity will be assessed by 
conducting subgroup analyses that may help to explain observed 
effects. Sensitivity analyses comparing studies rated as “lower” 
versus “higher” risk of bias will also be conducted. It is possible 
that effect estimates of interventions at higher risk of bias will be 
larger, exaggerating estimates of effect.36

Evidence on the clinical rationale for the potential differences 
in the effects of interventions across subgroups, including age, 
sex or gender, and weight status will be used to evaluate effect 
modification on the basis of subgroup credibility criteria.37,38 
Supplementing our a priori subgroup analyses, we will also con-
sider post hoc subgroup analyses on the basis of suggestions 
from our guideline panel (which will include some members of 
the steering committee) when voting on recommendations.

Assessment of certainty of evidence
For our 4 systematic reviews, we will use the GRADE approach 
to rate the certainty of the overall body of evidence for each 
outcome summarized.15–17 On an outcome-by-outcome basis, 
for a systematic review based on RCTs, the GRADE approach 
starts at high-quality evidence and considers the presence of the 
following factors as potential reasons to reduce certainty: risk of 
bias, inconsistency of results, indirectness of evidence, impreci-
sion and publication bias. For a systematic review derived from 
observational studies, the evidence starts at low quality; unsys-
tematic clinical observations start at very low quality. However, 
the certainty may increase when a large effect or a credible 
dose–response gradient exists or when all plausible confound-
ing or other biases may be working against the observed effect. 
While the certainty of a body of evidence will often represent a 
continuum, GRADE ultimately categorizes the certainty into 
1 of 4 categories (Box 1).17

Development of recommendations
The committee will use evidence to decision (EtD) frame-
works to move from evidence to recommendations.39 These 
frameworks will enable our committee to consider all relevant 
criteria and use evidence in a structured, transparent manner 
to inform decisions related to recommendations. The frame-
works encourage examining and considering different per-
spectives (individual v. public health) when making recom-
mendations. As such, the Canadian clinical practice guideline 
for managing pediatric obesity will take a perspective at the 
level of the individual patient (child, adolescent or caregiver).

The following criteria will be considered by committee 
members for each intervention for which a recommendation 
will be made: overall certainty of the evidence; desirable 
effects of the intervention (e.g., benefits); undesirable effects 
of the intervention (e.g., harms); the balance between benefits 
and harms; the values and preferences of children, adolescents 
and their caregivers; any incurred costs for the individual and 
their families; and intervention acceptability and feasibility.39

Committee members will follow a process of assessing the 
evidence for each criterion and making judgments (Appen-
dix 3, available at www.cmajopen.ca/content/10/1/E155/
suppl/DC1). Guideline committee members will complete an 
electronic GRADE EtD framework survey to help them apply 
GRADE evidence summaries in a structured and transparent 
way to develop the final recommendations.39 Committee 
members will be asked to consider the evidence summaries for 
health outcomes; values and preferences; and the acceptabil-
ity, feasibility and cost of a recommendation to change health 
behaviours, begin medication or undergo surgery. Consensus 
appraisal of evidence quality by reviewers will inform the level 
of evidence in these recommendations. During the final com-
mittee meeting, panel members will review the results of the 
GRADE EtD framework survey and consider the implica-
tions of those judgments for their recommendations.

This process will assist the committee to make final rec-
ommendations for or against the relevant interventions and 
to label the recommendations as strong or weak (also called 
conditional, discretionary or qualified).16 The strength of a 
recommendation will reflect the guideline committee’s level 
of certainty that desirable consequences will outweigh unde-
sirable consequences when the recommendation is adhered to 
across the range of patients for whom the recommendation is 
intended. A recommendation is less likely to be strong when 
desirable and undesirable consequences are closely balanced 
or when the certainty in estimates of effects is low. Similarly, 
when uncertainty exists in estimates of values and prefer-
ences, or when resource use is high, the strength of a recom-
mendation is likely to be weak. When relevant, the guideline 
committee may formulate recommendations tailored for spe-
cific subgroups.

Consistent with the process used to develop the adult obe-
sity guideline,13 our committee will vote on each recommen-
dation. If fewer than 75% of committee members agree on a 
given recommendation, but the recommendation is on a topic 
that is deemed to be essential for inclusion, the recommenda-
tion will be included as a key message. In these circumstances, 
the lead authors of the respective reviews will modify the 
wording of the recommendation for review and approval by 
the steering committee, which will also approve all the final 
recommendations. Recommendations will be stated in a con-
cise, clear and actionable manner, with justification provided 
for each recommendation. The implications of strong and 
weak recommendations for different end-users are presented 
in Table 2.15

Internal and external review process
To ensure that the guideline, recommendations and accompa-
nying tools and resources for clinicians are useful and rele-
vant, all materials will be reviewed, both internally and exter-
nally. Internally, our committ ee and the teams that are 
leading our knowledge syntheses will prepare and draft all 
documents. These materials will then be reviewed externally 
by a diverse group of stakeholders, including families, clin-
icians, researchers and administrators representing profes-
sional societies and governmental agencies.
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When our work began to update the guideline, one of our 
first tasks was to contact professional associations and govern-
mental representatives to inform them of our plan. These 
stakeholders have been kept up to date regarding our activities.

Additionally, we will establish a family advisory panel, 
including both adolescents and caregivers, to solicit their 
input on our recommendations and accompanying educa-
tional tools and resources. When it comes time for docu-
ments to be reviewed externally, we will draw on their expe-
rience and expertise to seek feedback before the documents 
are revised (if indicated), finalized and disseminated. Our 
family advisory panel will contribute value and preference 
information regarding the results of our 3 intervention-
related systematic reviews (psychological and behavioural; 
pharmacotherapeutic; and surgical), share perspectives and 
experiences relevant to our clinical assessment review, and 
provide guidance and input regarding our knowledge dis-
semination strategies.

We will strive to achieve consensus among stakeholders 
regarding our recommendations; however, for transparency, 
we will document any differences of opinion in perspective 
(e.g., acceptability, feasibility) within our GRADE EtD sum-
mary tables and our summary guideline document. If consen-
sus cannot be achieved on a recommendation, it will be con-
sidered (and revised accordingly) for inclusion as a key 
message. A final step will include working with editorial and 
design professionals to harmonize the style and formatting of 
all relevant materials.

Management of competing interests
On an annual basis, each member of the guideline committee 
will complete a written declaration of potential competing 
interests using the International Committee of Medical Jour-
nal Editors’ disclosure form (http://www.icmje.org/disclosure 
-of-interest/). As circumstances and opportunities can change 
over time, at the beginning of each monthly teleconference, 

committee members will be prompted to report any changes 
to their competing interests statement. The committee will 
discuss and decide whether any disclosed competing interests 
are acceptable and, when applicable, how they will be man-
aged with respect to each review and recommendation. In lieu 
of holding a formal vote, the committee will discuss issues and 
resolve them collaboratively to achieve consensus.

If the chair has a competing interest that cannot be 
resolved through discussion, and to determine which commit-
tee members hold voting and nonvoting roles in establishing 
intervention-specific recommendations, our oversight sub-
committee will convene, which will include 1 clinician-
scientist, 1 methods expert, 1 caregiver representative and 
1 stakeholder from Obesity Canada, to discuss and determine 
how the competing interest(s) will be addressed. Obesity 
Canada has developed and will manage for this project a com-
peting interest policy and procedures for mitigating bias.

Individuals with relevant disclosures will not be excluded 
from conducting the critical appraisals or voting on recom-
mendations. However, individuals with direct competing 
interests will be asked to abstain from voting in the areas in 
which they have the conflict. Our plan to manage committee 
members’ competing interests adheres to principles endorsed 
by the Guidelines International Network.40

Any discussion regarding off-label use of drugs will include 
the caveat that the use is off-label. The views of the funding 
bodies (Obesity Canada FOCUS Fund, Alberta Health 
Services) will have no influence over the content of the guide-
line. All committee members will be volunteers and will not 
be remunerated for their services. 

Ethics approval
Our survey of stakeholders was approved by human research 
ethics boards at the University of Alberta (Edmonton), The 
Hospital for Sick Children (Toronto), and the Children’s 
Hospital of Eastern Ontario (Ottawa).

Table 2: Implications of strong versus weak recommendations for end-users15 

Implications Strong recommendation Weak recommendation

For patients Most people in this situation would want the 
recommended course of action and only a small 
proportion would not.

Most people in this situation would want the suggested 
course of action, but many would not.

For clinicians Most people should receive the recommended course of 
action. Adherence to this recommendation according to 
the guideline could be used as a quality criterion or 
performance indicator. Formal decision aids are not likely 
to be needed to help people make decisions consistent 
with their values and preferences.

Clinicians should recognize that different choices will 
be appropriate for different patients and that they must 
help each patient arrive at a management decision 
consistent with her or his values and preferences. 
Decision aids may be useful to help people to make 
decisions consistent with their values and preferences. 
Clinicians should expect to spend more time with 
patients when working toward a decision.

For policymakers The recommendation can be used to develop policy (e.g., 
taxation of products high in sugar or salt).

Policymaking will require substantial debates and 
involvement of many stakeholders. Policies are also 
more likely to vary between regions. Performance 
indicators would have to focus on the fact that 
adequate deliberation about the management options 
has taken place.
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Interpretation

The process of developing this guideline will bring together 
families living with obesity as well as multidisciplinary clin-
icians from across Canada to make informed, value-sensitive, 
evidence-based recommendations for managing pediatric obe-
sity based on systematic reviews of the literature and interna-
tionally recognized guideline standards. We will produce 
health-related recommendations that are based on values and 
preferences expressed by families and informed by systematic 
reviews of obesity management strategies related to our target 
health outcomes.

Knowledge translation products and tools, with a focus on 
integration in clinical practice and dissemination of evidence 
and recommendations, will be fundamental to the success of 
the guideline recommendations. By including stakeholders 
(families, clinicians) in all activities and communicating and 
meeting regularly with committee members and external 
stakeholders, we will aim to ensure the guideline is responsive 
and relevant. Obesity Canada, which is sponsoring the guide-
line through in-kind contributions, will strive to integrate 
knowledge translation into the guideline development process 
by collaborating with knowledge translation experts as well as 
decision-makers, including patients, families and community 
members. Mechanisms to translate science to the public 
include a plain-language, bilingual website, blog series, info-
graphics and whiteboard videos, public workshops, webinars, 
social media activities and a growing online support com-
munity for people living with obesity.

Through their public engagement and expertise in knowl-
edge translation, Obesity Canada will support this guideline 
and share it with its network of health professionals and peo-
ple living with obesity, integrate the guideline into its educa-
tion programs designed to develop skills among clinicians and 
families affected by obesity, and disseminate the key findings 
to decision-makers across the country through its ongoing 
advocacy activities.

To optimize uptake, the guideline and companion docu-
ments for families and clinicians will be prepared originally in 
English, then translated into French. Obesity Canada will 
consult with federal, provincial and territorial decision-makers 
to identify barriers and facilitators for implementation. 

Limitations
Our guideline will not be without limitations. First, we will 
address only obesity assessment and management. Given the 
large evidence base on potential preventive measures for obe-
sity, and the resources required to coordinate a timely series 
of systematic reviews and linked recommendations for both 
prevention and management, our guideline will focus exclu-
sively on the management of pediatric obesity. Second, as per 
the National Academy of Medicine standards,14 guidelines 
should be regularly updated. Although we have not yet 
secured funding to update our recommendations regularly, we 
intend to continue this work. We have communicated with 
the World Health Organization and the American Academy 
of Pediatrics to explore the possibility of developing a jointly 

funded guideline in the future, which may improve efficiency 
and avoid duplication of effort. Third, we considered multiple 
outcomes and subgroups of interest for each of our 3 system-
atic reviews on interventions. On the basis of GRADE guid-
ance17 and our survey of families and clinicians managing obe-
sity, we will limit our outcomes to the ones deemed to be 
most important to our stakeholders. Our subgroups will be 
selected on the basis of the most robust evidence for effect 
modification, while leaving room for post hoc subgroup anal-
yses based on guideline panel suggestions when voting on 
recommendations. 

Conclusion
An updated, national guideline for assessing and managing 
pediatric obesity in Canada is needed because of the publica-
tion of relevant new evidence and the evolution of methods 
and standards for the development of trustworthy guidelines 
over the past decade. We present methods for the develop-
ment of a guideline that adhere to the standards set by leading 
medical and methodologic groups and describe the guideline 
oversight and leadership structure, the approach to strict 
management of competing interests, the engagement of a 
diverse panel of stakeholders and the methods that will be 
used to synthesize existing evidence and to move from evi-
dence to recommendations. Once published, the guideline 
will support children and adolescents, their caregivers and 
clin icians in Canada in making informed, value-sensitive and 
evidence-based clinical decisions related to the management 
of pediatric obesity.
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