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Recommendations:  

 
 Achieving and maintaining a healthy growth pattern, where weight is not in excess of height, is 

recommended during childhood and adolescence to reduce the risk of obesity-related complications, 
such as cardiovascular disease, type 2 diabetes, certain types of cancer, orthopedic issues, depression 
and low-self esteem. 

 Using the Canadian Pediatric Endocrine Group (CPEG) gender-specific body mass index (BMI)- for-age 
percentile growth charts (2012), a healthy growth pattern for children and adolescents is defined as a 
BMI-for-age trend that falls between the 5th and 85th percentiles. 

 Three key components to a pediatric weight management approach include: nutrition; physical activity 
in combination with decreased sedentary activity; and health change counselling with the parents/ 
caregivers and child or adolescent. 

 A diet meeting the recommended number of servings from Eating Well with Canada’s Food Guide and 
appropriate in energy is recommended for overall healthy growth and development. 

 Incorporate at least three balanced meals per day, including breakfast and healthy snacks. 
 High-fibre foods contribute to earlier satiety and more sustained feelings of fullness than low-fibre 

foods. Aim for the age-specific recommended number of servings of Vegetables and Fruit and whole 
Grain Products. 

 For children older than 2 years of age, incorporate low fat Milk and Alternatives in order to meet 
nutritional requirements for calcium and vitamin D. 

 At least 60 minutes of moderate to vigorous activity per day for children 5 – 17 years, and at least an 
accumulated 180 minutes of physical activity of any intensity for children 2 – 4 years is recommended. 
Encourage clients/families to work towards these recommendations if physical activity is low. 

 
 

Health Benefits 
 
A decrease or maintenance of weight in the overweight and obese pediatric population can result in 
reduced:1 

 risk of obesity and its complications in adulthood. 
 risk factors for type 2 diabetes and cardiovascular disease. 
 blood pressure in hypertensive and pre-hypertensive individuals. 
 blood glucose levels in individuals with diabetes and pre-diabetes. 
 serum triglyceride, cholesterol and LDL cholesterol levels. 
 risk for certain types of cancer. 
 risk for non-alcoholic fatty liver disease. 
 risk for breathing difficulties and obstructive sleep apnea. 
 risk of menstrual abnormalities and polycystic ovarian syndrome. 
 risk for depression, anxiety and eating disorders. 
 risk for orthopedic disorders. 
 occurrence of psychosocial problems (e.g. social discrimination, low self-esteem, depression) related to 

excess weight. 
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Key Questions 
 

What is a healthy growth pattern for children and adolescents? 
 

A healthy growth pattern for children and adolescents is defined as a BMI-for-age pattern that is >5th and 
<85th percentile using the CPEG (2012) growth charts.2 
 
The recommended cut-off criteria for clients 2-19 years are as follows: ◊ 

Indicator 
Percentile Cut-Off Point Growth Concern for Health 

Professional Reference Only 
Key Messages for 
Families 

2-5 years* 5-19 years 

BMI-for-age 

>85 NA Risk of overweight 

Weight may be 
ahead of height*** 

>97 >85 Overweight 

>99.9** >97 Obese 

NA >99.9** Severely Obese 
◊cut-offs are adapted from the WHO growth charts cut-off criteria3 

*up to but not including 5 years of age 
**The extreme outer percentile line (99.9) is not displayed on the CPEG growth charts.4However, the 99.9th percentile is still identified 
as a cut-off when using World Health Organization data5 and may be useful in clinical settings.  
***Plot height and weight to determine if percentiles are disproportionate prior to discussion with family. 
 

What is the prevalence of overweight and obesity? 
 
In 2004, 18% of children and adolescents in Canada aged 2 to 17 years were overweight, and 8% were 
obese. This is an increase from 12% and 3%, respectively, in 1978/79.6 
 
What causes obesity? 
 
Obesity is a multi-factorial condition determined by genetic and non-genetic factors. At least 250 obesity- 
associated genes have been identified. In most cases, environmental factors cause genetic predispositions 
to manifest.7 
 
Non-genetic factors that may increase a client’s risk of becoming overweight or obese include an unhealthy 
intake, limited physical activity and increased sedentary behaviour. However, the impact of these risk 
factors on the development of overweight is affected by the individual characteristics including age, gender, 
and susceptibility to weight gain and also by parenting styles, family characteristics, and community and 
societal influences. The family environment is believed to have the strongest impact on a child’s 
development of dietary habits and lifestyle practices, with caregiver(s) and children both influencing each 
other.8 Bear in mind that caregivers are not solely responsible for their child’s weight status or 
increasing weights of children as many social and environmental factors have concurrently changed 
alongside the rising rate of obesity.9 
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The rapid rise in obesity rates over the past twenty years in genetically stable populations confirms the 
environment as the strongest factor leading to obesity. Thus, more research is needed to understand the 
complex interaction between our environment and obesity.7 
 
How is risk for overweight and obesity determined? 
 
It is recommended that a client’s BMI be calculated and plotted on the appropriate gender specific growth 
chart.1   

 
Although the client’s BMI does not determine body fat or health risks it should be used as an initial screen 
with clinical judgment and information to understand the client’s overall health and the most appropriate 
intervention.2 It is important to note that a growth pattern over time is more important than one single 
measurement. One measurement only identifies the client’s size at that point in time and does not provide 
enough information to assess overall growth. 

 
To determine BMI-for-age percentile: 
 Obtain a measured height (in centimetres). 
 Obtain a measured weight (in kilograms). 
 Calculate BMI using the formula: BMI = weight in kilograms/(height in meters squared).10,11 

 Plot BMI-for-age on the gender-specific CPEG growth charts. 
 
Should waist circumference be measured? 
 
Waist circumference (WC) is a good predictor of adiposity and risk level for heart disease in children and 
adolescents.1  Several studies have shown waist circumference to be a predictor of coronary artery 
disease risk factors and hyperinsulinemia in children and adolescents.2,12,13,14 However, using waist 
circumference as a sole predictor or independent measure for obesity and/or obesity related co-
morbidities is not recommended10 because WC is highly age-, ethnic- and gender-dependent.15,16 WC can 
be used together with height measurements to calculate a waist-to-height ratio(explained below). This 
ratio provides further information to assess cardiometabolic risk.1 
 
To help improve accuracy and reduce error when taking WC measurements in clients, standards for WC 
measurement techniques have been developed.17  Only recently was the development of WC percentiles 
for Canadian youth undertaken, though this was specifically for ages eleven to eighteen.18 It is critical that 
pediatric reference ranges be used to ensure accuracy of care and messaging with families. WC is a 
sensitive measurement for clients, thus taking extra care to decrease anxiety, worry and embarrassment is 
strongly recommended. 
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Why Calculate Waist-to-Height Ratio? 
 
Recently, weight-to-height ratios (WtHR) have been studied to help predict cardiometabolic risk in children 
and adolescents and have shown to be a good indicator for cardiometabolic risk.19 A WtHR of 0.5, or 
keeping ones waist circumference to less than half of their height, was found to be a suitable global 
boundary value.19 This means a child or adolescent whose WtHR is above 0.5 would be at greater 
cardiometabolic risk, thus indicating further cardiometabolic assessment by a physician.   

 
To determine the waist-to-height ratio:19 
 Obtain a measurement of height (in centimetres) 
 Obtain waist circumference measurement (in centimetres) 
 Calculate WtHR = waist circumference (cm)/ height (cm) 
 
How often should a client be weighed and measured? 
 
Caregivers, clients, and health professionals are cautioned against measuring anthropometrics excessively, 
as this can over-emphasize weight and height changes as the sole outcomes and minimize more important 
improvements in living a healthier lifestyle. Healthy lifestyle changes may precede weight changes and are 
stronger predictors for long term success.10 
 
The American Medical Association recommends that health professionals monitor weight and height once a 
month during the treatment of childhood and adolescent obesity.10 However, if the client is younger and 
does not attend appointments regularly with the caregiver, anthropometrics may be taken less frequently.  
 
Being measured for weight can be embarrassing and anxiety-provoking, especially for clients who may be 
sensitive about their measurements. It is very important for health professionals to ask permission before 
taking anthropometrics and use sensitivity when measurements are taken and being discussed.1,10 
 
How can you asses a client’s or family’s readiness to make behaviour change? 
 
Health care professionals should assess a person’s readiness, confidence, internality, and barriers to 
change behaviours prior to implementing a healthy lifestyle plan. It is important to reassess readiness for 
each behaviour/change and throughout the program to identify strategies that encourage progression 
through the stages of change.1 Keep in mind that families and/or clients can be in different stages of 
change depending on the change they are implementing. Prochaska’s Trans- Theoretical Model can be 
used to determine which stage of change the client and/or family is in. The model includes the following 
stages of change:20 

 
Pre-contemplation: The caregiver(s) and/or child is unaware of the need to change or are not considering 
change and do not intend to change in the near future. Aim to highlight benefit of change and have the 
family consider change in a non-defensive manner. 
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Contemplation: The caregiver(s) and/or child are becoming more aware of the problem and are potentially 
exploring the costs and benefits of changing. Discover what the caregiver’s and/or child’s barriers and 
challenges are and help them explore these. 
 
Preparation: The caregiver(s) and/or child have considered changing behaviours and are actively 
preparing for change within the month. Although behaviours have not yet changed, they are taking steps 
toward change. Interventions should be supportive and encouraging to foster acceptance of change. 
 
Action: The caregiver(s) and/or child have begun to change their behaviours in the short term (up to 6 
months since changes were made). Focus interventions on reinforcing the change, problem-solving and 
planning for barriers to continue change. 
 
Maintenance: The caregiver(s) and/or child have changed their behaviours and maintained changes for 
more than 6 months. Target interventions at increasing or maintaining self-efficacy and developing 
strategies to cope with set-backs and relapses.  
 
Recycling (learning from relapse): The caregiver(s) and/or child returns from any given stage to an 
earlier stage which provides an opportunity for learning through trial and error. 
 
Termination (no relapse): The caregiver(s) and/or child have established lifestyle changes and no longer 
take part in previous behaviours.  
 
In addition to stage of change, health professionals should help clients and/or families assess their current 
level of confidence in performing the specific behaviours. The following may be used:  
 At the pre-contemplation/ contemplation stages of change it can be helpful to explore with the client 

and/or caregiver(s) the pros and cons to change. The cons can provide insight of potential barriers that 
may require further discussion before change can begin. NOTE: Working on barriers is change itself.  

 Identify specific barriers to implementing and maintaining the healthy behaviour. 
 Use this information to explore and assist with identifying solutions that the caregiver(s) and/or client 

can practice in these situations. 
 
What is the best treatment for weight management in children and adolescents? 
 
The best treatment for obesity in the pediatric population has not yet been defined; however, a treatment 
that addresses all modifiable factors is recommended. Increasing physical activity and promoting adequate 
daily intakes of vegetables, fruits and whole grains have been shown to decrease the risk of all diet-related 
chronic diseases (including overweight and obesity).1,11,21 It is also important to take into consideration the 
mental health of each client and family when discussing and creating the best treatment plan.   
 
Clinicians should be aware of clients who present with anxiety, depression, body dissatisfaction, flat affect 
and a lower quality of life.10 NOTE: It is important to address any underlying contributors to eating and 
activity levels during pediatric weight management or prior to starting interventions. 
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What treatments should be provided in a primary care setting? 
 
In a primary care setting, the first-line treatments for clients that are over the 85th BMI percentile for age 
are: a healthy balanced diet and regular physical activity. 
 
The diet, physical activity and health change counselling components of this Nutrition Guideline provide 
appropriate first-line strategies for the management of pediatric overweight and obesity.  
 
Outcomes of these primary interventions should be evaluated every 3 to 6 months.10 On-going follow-up 
with health professionals specifically trained in pediatric weight management should focus on lifestyle 
changes and continue for at least three months.1 Follow-up should include nutrition, physical activity and 
health change components.1,7,10  

 
Targeting and reinforcing health changes in caregiver(s), as well as their children, is more effective than 
targeting children and adolescents alone. Positive parent-training techniques may be a beneficial adjunct to 
multi-component programs.11,21 
 

What first-line lifestyle interventions can be provided in a primary care setting? 
 
The following first-line interventions can be implemented for prevention or management in a primary care 
setting:10 
 

Nutrition Interventions 
 Increase awareness of hunger and satiety cues. 
 Eat the minimum number of Vegetables and Fruit servings recommended in Eating Well with Canada’s 

Food Guide for age and gender. If not meeting recommendations, target ways to include vegetables 
and fruit more often.  

 Limit sugar-sweetened beverages. 
 Have regular family meals including breakfast everyday at the table with the TV turned off22  
 Limit eating out, especially at fast-food establishments. 
 Education about appropriate meal patterns (i.e. 3 meals a day with 2-3 snacks). 
 Education about portion sizes (see below). 
 

Despite what intervention is first targeted, it is important to focus on overall healthy eating, rather 
than a caloric deficit. 
 
Physical Activity Interventions23 

Age Activity Level Time Sedentary Time 

2-4 years Any intensity 180 min/day Less than 1 hour / day 

5-17 years Moderate - vigorous 60 min/day 2 hours / day max 
 

Taking small steps that build overtime to get a client or family closer to recommendations would be a more 
sustainable approach for lifestyle change. See questions below for more information on each of these 
nutrition and physical activity interventions. 
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What role does portion size play in weight management? 
 
Guidance and education around the serving sizes outlined in Eating Well with Canada’s Food Guide is 
important to ensure clients are meeting their daily nutrient needs for proper growth and development.24 
NOTE: It is important to explore a caregiver(s) and/or client’s readiness and motivation prior to initiating an 
intervention or providing information. 
 
A trial that compared two studies with a modified Stoplight Diet for Children found that an emphasis on 
increasing healthy foods over decreasing high energy foods has been associated with more effective 
improvements in weight status over a longer period of time. This was also linked with less parental 
restriction on their child’s intake, a decreased emphasis on weight and no weight gain relapse.25   
 
There is a general tendency for individuals to underestimate portion sizes; this can result in an energy 
intake above an individual’s needs. This is partially influenced by the portion sizes served in the restaurant 
industry, which have become increasingly larger. 
 

What does a healthy meal look like? 
 
A healthy meal includes one food from at least three of the 
four food groups from Eating Well with Canada’s Food 
Guide. 
 
Some find it helpful to use the healthy plate model when 
planning their meals: 
 
 Fill ½ of the plate with Vegetables 
 Fill ¼ of the plate with Meat and Alternatives 

(e.g. lean meat, fish, tofu, eggs, nuts) 
 Fill ¼ of the plate with Grain Products 
 Have 1 serving of Milk and Alternatives 

(e.g. a cup of milk) 
 Have fruit on the side 
 
Regardless of weight, it is encouraged that all children and adolescents follow Eating Well with Canada’s 
Food Guide to meet their minimum nutrition needs. Eating Well with Canada’s Food Guide serving 
recommendations are: 

Age (years) 
Vegetables  
and Fruit Grain Products 

Milk  
and Alternatives 

Meat  
and Alternatives 

2 – 3 4 3 2 1 
4 – 8 5 4 2 1 
9 – 13 6 6 3 – 4 1 – 2 
14 – 18 (female) 7 6 3 – 4 2 
14 – 18 (male) 8 7 3 – 4 3 
For reference of serving size definitions visit www.healthcanada.gc.ca/foodguide  

Meat and 
Alternatives 

¼ plate

Grain Products 
¼ plate

Vegetables
½ plate

Milk and 
Alternatives

Fruit
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The Alberta Nutrition Guidelines for Children and Youth (ANGCY)14 can be used to guide healthier food 
choices. The ANGCY places foods in three categories, based on specific nutritional criteria. The three 
categories include Choose Most Often, Choose Sometimes and Choose Least Often.14 The ANGCY can be 
accessed online at: http://www.healthyalberta.com/1141.htm. 
 

Why limit sugar-sweetened beverages? 
 
Beverages sweetened with added sugar, such as iced tea, pop and fruit drinks/punch, can contribute 
significantly to daily energy intake without providing nutrients. Encourage nutritive beverages such as 
water, milk and 100% fruit juice over sugar-sweetened beverages. Low-calorie or calorie-free beverages 
are not recommended for clients under 10 years of age as minimal research has been done regarding the 
safety of artificial sweeteners for clients of this age.21,24 

 
Limit 100% fruit and vegetable juice consumption to ½ cup (125 mL) per day.26 Clients who consume large 
amounts of juice per day may be at increased risk of becoming overweight.21 Fruit and vegetable juices are 
lower in fibre than whole vegetables and fruits. Fibre is associated with higher levels of satiety thus, 
needing less food to feel full.27  Therefore, clients are encouraged to choose whole vegetables and fruit 
instead of juice. 
 

Why are regular family meals recommended? 
 
Adolescents who eat more meals with their family tend to have an increased intake of fruits, vegetables, 
grains, and calcium-rich foods and reduced consumption of soft drinks.28 These behaviours were shown to 
continue for 5 years, suggesting that family meals during adolescence may have a lasting positive influence 
on dietary quality and meal patterns in young adulthood.29 Although the practice of regular family meals has 
not consistently been found to protect against obesity, it does seem to protect against disordered eating, 
particularly in adolescent girls.1   
 
Therefore it is recommended that families:21 
 Eat meals together regularly 

 Include structured meals every day (i.e. breakfast, lunch and dinner). 

 Encourage clients to eat breakfast. 
 Include structured daily snacks (1 or 2 snacks per day) comprised of nutrient-rich foods. Limit energy-

dense, lower-nutrient snack food choices 

 
Many caregiver(s) feel badly about not having enough family meals, so it is important to address this topic 
in a sensitive and nonjudgmental manner.30 
 
Why should families and/or clients limit meals eaten outside the home? 
 
It is recommended that families limit meals consumed outside the home to less than twice week.21 Children 
who eat more fast food also consume more total fat and sugar as well as less fibre, fruits, vegetables and 
milk products. These factors alongside larger portion sizes at restaurants may increase total energy intake.1 

Health professionals can help families and/or clients develop strategies to decrease reliance on meals 
eaten away from home. 
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What role does fibre play in weight management? 
 
Fibre can play an important role in weight management because:27 
 

 Foods high in fibre are associated with higher levels of satiety and, therefore, individuals may require 
less food to feel full. 

 The body takes longer to digest high-fibre foods and, therefore, the feeling of fullness lasts longer than 
with lower fibre foods. 

 

Families and/or clients are encouraged to include adequate daily amounts of dietary fibre from vegetables, 
fruit, whole grain products, and legumes. 
 
Recommended fibre intakes are as follows: 

Dietary Reference Intake (DRI) for Fibre31 

Age Boys Girls 

1 – 3 years 19 grams per day 19 grams per day 

4 – 8 years 25 grams per day 25 grams per day 

9 – 13 years 31 grams per day 26 grams per day 

14 – 18 years 38 grams per day 26 grams per day 
 

What is the role of calcium and dairy products in pediatric weight management? 
 
Some studies have suggested that regular, adequate intake of calcium, vitamin D and milk products may 
reduce risk for overweight in adults.32,33,34 However, the role of these nutrients and foods in pediatric weight 
management has not been proven. 
 

It is recommended all clients eat the appropriate number of Eating Well with Canada Food Guide servings 
per day of low fat Milk and Alternatives (2 servings for ages 2 to 8 years; 3 to 4 servings for ages 9 to 18 
years). 
 
There is evidence to suggest that clients in the overweight or obese categories are at-risk of vitamin D 
deficiency and require extra supplementation. However, there is no evidence that is conclusive enough to 
make a recommendation on the dosage for this population.35,36,37 
 

Is there an appropriate total calorie level for weight loss? 
 
As a first step, clients and their families should focus on basic lifestyle eating and activity habits rather than 
calorie restrictions.10 Severe caloric restriction is not recommended in the pediatric population (refer to the 
section What diets are not recommended?).  
 
If intervention beyond the scope of a primary care setting is required (Refer to section What first-line 
lifestyle interventions can be provided in a primary care setting?), a nutritionally balanced diet should be 
combined with other supportive interventions.1 The optimal dietary plan should be developed by a qualified 
and experienced health professional (e.g. Registered Dietitian) together with the individual and family.1 
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What is safe weight maintenance or reduction? 
 
Safe weight velocities according to BMI-for-age categories:10,21  

Age  
(in years) BMI Category 

Safe Reduction and Growth Outcomes  
(realistic individual weight reductions will vary based on 
family factors) 

2 – 5  

85th to 96th %ile with no health 
risks 

 Weight velocity maintenance  
(prevent worsening of overweight) 

 Maintain linear growth velocity 

85th to 96th %ile with health risks 
 Weight maintenance or slowed weight gain  

(resulting in decreasing BMI) 
 Maintain linear growth velocity 

≥97th %ile 

 Weight maintenance 
(in children with BMI >21, consider loss of up to 0.45 kg (1 lb) 
per month) 

 Maintain linear growth velocity 

6 – 11  

85th to 96th %ile with no health 
risks 

 Weight velocity maintenance  
(prevent worsening of overweight) 

 Maintain linear growth velocity 

85th to 96th %ile with health risks 
 Weight maintenance  

(prevent worsening of overweight) 
 Maintain linear growth velocity 

97th to 99.9th %ile 
 Weight loss of up to 0.45 kg (1 lb) per month 
 Maintain linear growth velocity 

>99.9th %ile 
 Weight loss of a maximum of 0.9 kg (2 lb) per week (3.6 kg (8 

lb) per month) 
 Maintain linear growth velocity 

12 – 18  

85th to 96th %ile with no health 
risks 

 Weight velocity maintenance; after linear growth is 
completed, weight maintenance 

 Maintain linear growth velocity 

85th to 96th %ile with health risks 
 Weight maintenance or gradual weight loss (0.45 kg (1 lb) per 

month) 
 Maintain linear growth velocity 

97th to 99.9th %ile* 
 Weight loss maximum 0.9 kg (2 lb) per week (3.6 kg (8 lb) per 

month) 
 Maintain linear growth velocity 

Adapted from the Weight Goals and Intervention Stages, According to Age and BMI Categories  
*The extreme outer percentile line (99.9) is not displayed on the CPEG growth charts. However, it is still identified as 
cut-off when using World Health Organization data (e.g. for 6-11 years of age, the 99.9th percentile is the cut-off may 
be associated with different growth outcomes) and may be useful in clinical settings. 
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What outcomes, other than weight, should be used to measure success? 
 
Results from systematic reviews suggest monitoring for improvements in the following indicators:38 

 
 Changed eating behaviour (e.g. slower pace of eating, improved food choices, improved meal planning 

and cooking habits, establishment of regular meal and snack times, more family meals, eating 
breakfast) 

 Increased awareness of hunger and satiety cues. 
 Increased capacity for self-regulation 
 Increased participation and enjoyment in regular physical activity 
 Improved exercise capacity and endurance 
 Reduced time spent on sedentary activities 
 Improved self-esteem, confidence and/or body-image 
 Improved quality of life 
 Improved family functioning 
 Reduction in metabolic risk factors (e.g. serum cholesterol, insulin, glucose, blood pressure) 
 

What diets are not recommended? 
 
There are few studies looking at very low calorie diets (VLCD), protein-sparing modified fasts (PSMF) and 
low energy diets (LED) in pediatric obesity treatment. A small number of studies investigating these diets 
have demonstrated significant weight loss;39,40 however, outcomes of post-treatment long-term follow-up 
beyond are not available. In addition, not enough is known about high protein diets and low glycemic index 
diets. 
 
Until more research is available, VLCD, PSMF, LED, high protein and low glycemic index diets are not 
recommended. Focusing on healthy lifestyle changes is optimal.1 
 

Are there any recommended herbal supplements, teas or over the counter diet pills for weight loss? 
 
Weight maintenance and/or loss through healthy lifestyle changes is optimal. There are no recommended 
supplements for pediatric weight management.21 
 
What is the risk of eating disorders in the context of treating pediatric overweight and obesity? 
 
Current studies suggest low incidence of eating disorders when interventions are supervised and 
administered by trained health care providers.1 However, it is important to refer to psychosocial support 
where needed.  
 
The following recommendations for health care providers have been made for prevention of obesity and 
eating disorders in adolescents:30 

 
 Encourage positive eating habits and physical activity that can be maintained for a longer period of 

time. Discuss with clients and caregiver(s) that dieting, and particularly unhealthy weight control 
behaviours, can be unsafe and may make weight management more difficult. 
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 Do not use body dissatisfaction as a motivator for change. Instead, help clients care for their bodies so 
that they will want to nurture them through healthy eating, physical activity, and positive self-talk. 

 Encourage families to have regular, enjoyable meals together. 
 Encourage families to talk less about weight and to encourage positive lifestyle changes. 
 Encourage parents to be positive roles models in their behaviours and thoughts about their bodies.  
 Recognize overweight clients may have experienced negative social consequences because of weight 

and address this issue with them and their families. 
 
What is the recommended amount of physical activity for weight management? 
 
An increase in daily physical activity is associated with decreasing relative BMI for girls (0.06 kg/m2 less for 
every 1 hour increase in activity) and for boys (0.22 kg/m2 less for every 1 hour increase in activity).41 

 
Physical activity should be included along with dietary and behaviour counselling for reducing 
overweight.11,42,43 

 
 Encourage clients to increase the amount of time spent being physically active.   
 Encourage clients to decrease the time spent doing sedentary activities (e.g. television, video and 

computer games, internet) by 30 minutes per day. 
 Physical activity should include a combination of moderate activity (such as brisk walking, skating and 

bike riding) and vigorous activity (such as running and playing soccer). This increase should be 
accumulated in periods of at least 5 to 10 minutes each. 

 Clients aged 2 – 4 years should accumulate at least 180 minutes of physical activity at any intensity 
spread throughout the day, including a variety of activities in different environments and activities that 
develop movement skills. 

 For health benefits, clients aged 5 – 17 years should accumulate at least 60 minutes of moderate to 
vigorous intensity physical activity daily. This includes vigorous activities at least 3 days per week, and 
activities that strengthen muscle and bone at least 3 days per week. More daily activity provides greater 
health benefits.23 

 Promote physical activity opportunities that include team, individual, non-competitive and lifetime sports 
and recreational activities. Focus on fun.  

 
Refer to the Canadian Physical Activity and Canadian Sedentary Behaviour Guidelines, available at: 
www.csep.ca/guidelines. 
 
Steps per day can be measured by a pedometer. It has been suggested that the steps-per-day separating 
normal weight and overweight/obese children ages 6 to 12 years are as follows: 
 
 12,000 steps per day for girls 
 15,000 steps per day for boys 
 
However, there are still no clearly defined number of steps per day recommended for weight management 
in children and adolescents.44 
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Why should sedentary activities be limited? 
 
Increased time spent in sedentary activity (television, video games and computer use) and overall 
decreases in daily physical activity are contributing to the increased incidence of overweight and obesity.42 

Higher levels of inactivity are correlated with increased BMI in girls (0.05 kg/m2 more for every 1 hour 
increase in screen time).45 

 
Physical activity counselling should include strategies to reduce the amount of time doing sedentary 
activity. Children and adolescents aged 5 – 17 years should limit recreational time spent on TV, video, 
computer games and internet (sedentary activities) to no more than 2 hours per day. Children 2-4 years 
should be limited to less than 1 hour of screen time per day.23 To help with this, televisions should be 
removed from children and adolescents’ bedrooms and mealtimes.10 Spending less time being sedentary 
can maintain a healthy body weight, improve self-confidence and fitness, help children do better in school, 
increase enjoyment with friends and enable more time to learn new skills.23 

 
Refer to the Canadian Physical Activity and Canadian Sedentary Behaviour guidelines, available at:  
www.csep.ca/guidelines. 
 
What is behaviour change counselling? 
 
Behaviour change counselling is thought to be a cornerstone of weight management and includes a 
combination of strategies, including:46 

 
 Family and self-monitoring – keeping a detailed record of specific behaviours such as daily food and 

activity records. 
 Stimulus control – modifying the environment to enhance healthy behaviours such as limiting or 

decreasing the amount of lower-nutrient dense foods in the home. 
 Problem-solving – helping families and/or clients to explore barriers to change, discuss solutions 

collaboratively, create goals to implement interventions and evaluate effectiveness of the intervention. 
 Cognitive restructuring – recognizing and modifying thoughts and beliefs related to weight and 

behaviours. 
 Social support – family, friends and health care practitioners play an important role in helping families 

maintain their motivation. 
 Stress management – enjoyable activity or relaxation exercises can replace the need for less healthy 

coping mechanisms. 
 Contingency management – a healthy, non-food related reward system. 
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Are medications or surgery appropriate to address pediatric weight management?1 
 
In addition to lifestyle interventions, there may be some medication options appropriate for some 
adolescents with obesity. However, there is less evidence available for pharmaceutical treatments than for 
lifestyle interventions. Individuals should be referred to their physician for more information regarding these 
treatments. Pharmaceutical treatment for prepubescent children with obesity should only be considered 
within the context of a supervised clinical trial. Bariatric surgery may be appropriate for adolescents in 
exceptional cases only. Individuals should be referred to their physician for more information regarding this 
treatment. 
 
What role does adequate sleep play in weight management? 
 
Inadequate sleep or fatigue may be a barrier to eating breakfast, physical activity, and other healthy 
behaviours. Inadequate sleep is also a risk factor for obesity, especially in young clients.47,48 
Basic sleep hygiene principles include:49 
 
 Consistent bed and wake time 
 Quiet, dark and warm bedroom 
 Adequate daytime exercise and reduced sedentary time 
 Limited screen time 
 Removal of electronics from the bedroom 
 Reduction of caffeine intake, including no late afternoon or evening caffeine intake 
 Limiting screen time directly before bed (e.g. turning off electronics 60 minutes prior to going to bed) 
 
Where can I get more information about weight management recommendations? 
 
Canadian Obesity Network:  http://www.obesitynetwork.ca 
 
Alberta Health Services’ Pediatric Weight Management Resources: 
http://www.albertahealthservices.ca/4769.asp 
 
Alberta Health Services’ Provincial Pediatric Weight Management Referral Form: 
http://www.albertahealthservices.ca/8358.asp  
 
Dietitians of Canada: www.dietitians.ca 
 

 

Handouts 
 
Refer to approved provincial Alberta Health Services pediatric weight management nutrition handouts to 
support patient education.  For more information, contact Nutrition.Resources@albertahealthservices.ca 
 
 
 



Nutrition Guideline                 For Professional Reference Only 

Pediatric Weight Management 

Applicable to: Nurses, Physicians and Other Health Professionals 

 

 

 

 
 

 

January 2015  
Page 15  

 

Nutrition Guideline 
Pediatric Weight Management 

 

References 
                                                      
1 Lau DCW, Douketis JD, Morrison KM, Hramiak IM, Sharma AM, Ur E. 2006 Canadian clinical practice guidelines on 
the management and prevention of obesity in adults and children. CMAJ 2007;176(8 Suppl):S1-13 
2 British Columbia Ministry of Health Services. Using the new World Health Organization growth charts & well child 
visits billing tutorial [online]. [cited 2011 Sept 14]. Available from: http://www.health.gov.bc.ca/pho/pdf/who-pediatric-
growth-charts.pdf 
3 Dietitians of Canada. WHO growth chart assessment and counselling – key messages and actions. [online] 2012. 
[Cited 2014 January]. Available from: http://www.dietitians.ca/Downloadable-Content/Public/Growth-Charts-Key-
Messages-ENGLISH.aspx. 
4 Lawrence S, Cummings E, Chanoine JP, Metzger DL, Palmert M, Sharma A, et al. Canadian pediatric endocrine 
group extension to WHO growth charts: why bother?  Paediatr Child Health 2013 June/July 18(6):296-7. 
5 World Health Organization. Training course on child growth assessment: interpreting growth indicators [training 
module on the Internet]. 2008 [cited 2013 Aug 23]. Available from: http://www.who.int/childgrowth/training/en/ 
6 Shields M. Measured obesity. Overweight Canadian children and adolescents. Nutrition: findings from the Canadian 
community health survey. Issue no. 1. Statistics Canada; 2005 Cat. No. 82-620-MWE 
7 Flynn MAT, McNeil DA, Maloff B, Mutasingwa D, Wu M, Ford C, et al. Reducing obesity and related chronic disease 
risk in children and youth: A synthesis of evidence with ‘best practice’ recommendations. Obes Rev 2006;7 (1 
Suppl):S7–66 
8 Davison K, Birch L. Childhood overweight: a contextual model and recommendations for future research. Obes Rev. 
2001 August;2(3):159-71 
9 Practice-based Evidence in Nutrition. Pediatric Obesity: Part 1: Finding Common Ground for Obesity Intervention 
and Eating Disorder Prevention. PEN Current Issues - The Inside Story. [online] 2011 Mar [cited 2014 Nov 28). 
Available from: www.pennutrition.com. Access only by subscription 
10 Barlow SE, Expert Committee. Expert Committee recommendations regarding the prevention, assessment and 
treatment of child and adolescent overweight and obesity: Summary report. Pediatrics 2007;120(4 Suppl):S164-92. 
11 American Dietetic Association. Individual-, family-, school-, and community-based interventions for pediatric 
overweight. JADA 2006;106:925-45 
12 Huxley R, Mendis S, Zheleznyakov E, Reddy S, Chan J. Body mass index, waist circumference and waist:hip ratio 
as predictors of cardiovascular risk – a review of the literature. Eur J Clin Nutr 2010;64(1):16-22. 
13 Lee JM, Davis MM, Wooford SJ, Gurney JG. Waist circumference percentile thresholds for identifying adolescents 
with insulin resistance in clinical practice. Pediatr Diabetes 2008;10(5):336-42 
14 Hirschler V, Aranda C, de Lujan Calcagno M, Maccalini G, Jadzinsky M. Can waist circumference identify children 
with the metabolic syndrome? Arch Pediatr Adolesc Med 2005;159:740-4 
15 Fernandez JR, Redden DT, Pietrobelli A, Allison DB. Waist circumference percentiles in nationally representative 
samples of African-American, European-American, and Mexican-American children and adolescents. J Pediatr 
2004;145(4):439-44 
16 Sisson SB, Katzmarzyk PT, Srinivasan SR, Chen W, Freedman DS, Bouchard C, et al. Ethnic differences in 
subcutaneous adiposity and waist girth in children and adolescents. Obesity 2009;17(11):2075-81 
17 McGuire KA, Ross R. Queens University. The revision of the measurement of waist circumference in the CPAFLA. 
CSEP member newsletter, Communique, November 2008 



Nutrition Guideline                 For Professional Reference Only 

Pediatric Weight Management 

Applicable to: Nurses, Physicians and Other Health Professionals 

 

 

 

 
 

 

January 2015  
Page 16  

 

Nutrition Guideline 
Pediatric Weight Management 

 

                                                                                                                                                                           
18 Freedman SE, Serdula MK, Srinivasan SR, Berenson GS. The relation of circumferences and skinfolds to levels of 
lipids and insulin concentrations in children and adolescents: The Bogalusa Heart Study. Am J Clin Nutr 
1999;69:308-17 
19 Browning LM, Hsieh SD, Ashwell M. A systematic review of waist-to-height ratio as a screening tool for the 
prediction of cardiovascular disease and diabetes: 0.5 could be a suitable global boundary value. Nutr Res Rev 
2010;23(2):247-69 
20 Prochaska JO, Redding CA, Evers KE. The transtheoretical model and stages of change (Ch. 5). Health behaviour 
and health education – theory, research, and practice. 4th Edition. [Online]. 2008;5:97-117. Available from: 
http://fhc.sums.ac.ir/files/salamat/health_education.pdf. 
21 Spear BA, Barlow SE, Ervin C, Ludwig DS, Saelens BE, Schetzina KE et al. Recommendations for treatment of 
child and adolescent overweight and obesity. Pediatrics 2007;120:S254-88 
22 Feldman S, Eisenberg ME, Neumark-Sztainer D, Story M. Associations between watching TV during family meals 
and dietary intake among adolescents. J Nutr Educ Behav. 2007 Sep-Oct;39(5):257-63 
23 Canadian Society for Physical Activity. Canadian physical activity and Canadian sedentary behaviour guidelines. 
[Online]. 2011 [cited 2012 Dec 10] Available from:  www.csep.ca/guidelines 
24 Health Canada. Eating well with Canada’s food guide [Online]. 2007 [cited 2008 Feb]; Available from: 
http://www.hc-sc.gc.ca/fn-an/food-guide-aliment/index_e.html 
25 Hoelscher DM, Kirk S, Ritchie L, Cunningham-Sabo L. Position of the academy of nutrition and dietetics: 
interventions for the prevention and treatment of pediatric overweight and obesity. J Acad Nutr Diet. 2013;113:1375-
94 
26 Government of Alberta. Alberta nutrition guidelines for children and adolescents [document on the internet]. 2013 
[cited 2014 Nov 14]. Available from:  http://www.albertahealthservices.ca/hp/if-hp-ed-cdm-ns-4-2-1-child-and-
adolescents.pdf 
27 Slavin JL. Position of the American dietetic association: health implications of dietary fiber. J Am Diet 
Assoc.2008;108(10):1716-31 
28 Neumark-Sztainer D, Hannan PJ, Story M, Croll J, Perry C. Family meal patterns: associations with 
sociodemographic characteristics and improved dietary intake among adolescents. J Am Diet Assoc 2003;103:317-
22 
29 Larson NI, Neumark-Sztainer D, Hannan PJ, Story M. Family meals during adolescence are associated with higher 
diet quality and healthful meal patterns during young adulthood. J Am Diet Assoc 2007 Sep;107(9):1502-10. 
30 Neumark-Sztainer D. Preventing obesity and eating disorders in adolescents: what can health care providers do? J 
Adolescent Health. 2009;44:206-13 
31 Food and Nutrition Board, Institute of Medicine. Dietary reference intakes for energy, carbohydrate, fibre, fat, fatty 
acids, cholesterol, protein, and amino acids. [Online]. 2005 [cited 2012 Dec 24]; Available from: 
http://www.iom.edu/Activities/Nutrition/SummaryDRIs/DRI-Tables.aspx 
32 Rockett HR, Berkey CS, Field AE, Colditz GA. Cross-sectional measurement of nutrient intake among adolescents 
in 1996. Prev Med 2001;33(1):27–37 
33 Carruth BR, Skinner JD. The role of dietary calcium and other nutrients in moderating body fat in preschool 
children. Int J Obes Relat Metab Disord 2001;25(4):559–66 



Nutrition Guideline                 For Professional Reference Only 

Pediatric Weight Management 

Applicable to: Nurses, Physicians and Other Health Professionals 

 

 

 

 
 

 

January 2015  
Page 17  

 

Nutrition Guideline 
Pediatric Weight Management 

 

                                                                                                                                                                           
34 Skinner JD, Bounds W, Carruth BR, Ziegler P. Longitudinal calcium intake is negatively related to children’s body 
fat indexes. J Am Diet Assoc 2003;103(12):1626–31 
35 Holick MR, Binkley NC, Bischoff-Ferrari HA, Gordon CM, Hanley DA, Heaney RP, et al. Evaluation, treatment and 
prevention of vitamin D deficiency: an Endocrine Society clinical practice guideline. J Clin Endocrinol Metab. 2011 
Jul;96(7):1911-30 
36 Harel Z, Glanagan P, Forcier M, Harel D. Low vitamin D status among obese adolescents: prevalence and 
response to treatment. J Adolescent Health. 2011 May;48(5)448-52 
37 Catherin MG. Vitamin D deficiency in adolescents: what can obesity teach us? J Adolescent Health 2011; 48(5): 
427-8 
38 Dietitians of Canada. Healthy Weight/Obesity - Pediatric/Paediatric: Toolkit. In: Practice-based Evidence in 
Nutrition (PEN) [online]. 2013 Apr 9 [cited 2014 Dec 1] Available from: www.pennutrition.com. Access only by 
subscription. 
39 Ebbeling CB, Leidig MM, Sinclair KB, Hangen JP, Ludwig DS. A reduced-glycemic load diet in the treatment of 
adolescent obesity.Arch Pediatr Adolesc Med. 2003 Aug;157(8):773-9. 
40 Sondike SB, Copperman N, Jacobson MS. Effects of a low-carbohydrate diet on weight loss and cardiovascular 
risk factor in overweight adolescents J Pediatr. 2003 Mar;142(3):253-8 
41 Berkey CS, Rockett HR, Gillman MW, Colditz GA. One-year changes in activity and in inactivity among 10- to 15-
year-old boys and girls: Relationship to change in body mass index. Pediatrics 2003;111(4):836–43 
42 Health Canada, Public Health Agency of Canada. Physical activity tips for children and youth [Online]. 2011 [cited 
2012 Dec 24]; Available from: http://www.phac-aspc.gc.ca/pau-uap/paguide/child_youth/index.html 
43 American Academy of Pediatrics. Physical fitness and activity in schools. Pediatrics 2000;105(5):1156–7 
44 Tudor-Locke C, Hatano Y, Pangrazi R, Kang M. Revisiting “how many steps are enough?” Med Sci Sports Exerc, 
2008;20(7S):S537-43 
45 California Medical Association Foundation, California Association of Health Plans. Child and adolescent obesity 
provider toolkit. What clinicians should consider in the prevention, assessment and treatment of pediatric overweight 
patients; Revised 2008 Apr [cited 2014 Nov 28] Available from: 
http://ourcommunityourkids.org/media/2871/CMA_ChildToolkit.pdf  
46 American Dietetic Association. Adult weight management – Evidenced-based nutrition practice guideline. [Online]. 
2006 [cited 2012 Dec 24]; Available from: 
http://www.adaevidencelibrary.com/topic.cfm?format_tables=0&cat=3014&library=EBG 
47 Chen YM, Beydoun A, Wang Y. Is sleep duration associated with childhood obesity? A Systematic Review and 
Meta-Analysis. Obesity 2008;16(2):265-74 
48 Capppiccio FP, Taggart FM, Kandala NB, Currie A, Peile E, Stranges S, et al. Meta-analysis of short sleep 
duration and obesity in children and adults. Sleep 2008;31(5):619-26 
49 Owens JA, Witmans M. Sleep problems. Curr Probl Pediatr Adolsc Health Care. April 2004:154 


