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Learning Objectives

By the end of this session, participants should be able to:

1. Explain obesity as a chronic disease, including the health system impact, and the 

rationale for person-centred, evidence-informed obesity care across the lifespan. 

2. Summarize key recommendations from the Canadian Adult and Pediatric Obesity 

Clinical Practice Guidelines and their role in supporting evidence-informed 

assessment and management across the lifespan. 

3. Describe the role of implementation science and educational resources in translating 

obesity guidelines into practice, and identify Canadian tools, competencies, and 

implementation supports that can facilitate practice change and future capacity 

building. 
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Obesity Canada is the only registered charity in Canada 

dedicated to advancing science and challenging the stigma 

that surrounds obesity. 

RESEARCH &  

INNOVATION 

Tells us what we need to know.

● Clinical Practice Guidelines

● Clinical research

● Social impact research

● Weight bias & stigma 

research

● Student, trainee & HCP training

● KT for research

● Obesity in the workplace

● Public & community resources

● Conferences

EDUCATION & 

AWARENESS

Translates research into shared 
knowledge.

● Advocacy campaigns & government relations

● Lived experience & allied health communities

ADVOCACY & 

ENGAGEMENT

Keeps us grounded in what matters.
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Obesity Canada

Strategic Priorities
2026-2029

ADVANCING 

CARE

Empowering  care through education

Equipping health professionals and 

people living with obesity to turn 

knowledge into action and improve 

care for all. 

SHIFTING

SYSTEMS

Transforming systems through evidence

Using research to reshape the policies, 

practices, and structures that define how 

obesity is understood and addressed in 

Canada.  RESHAPING 

NARRATIVES

Changing the conversation about obesity

Amplifying lived experience and science 

to reduce stigma, and build compassion, 

understanding, and respect.

6



Clinical Practice Guidelines built for real change — with 

global impact

Canada’s Adult Obesity 
CPG has been adapted, 
adopted or used as the 
foundation for CPGs in:
Chile, Ireland, 
Netherlands, Mexico, 
South Africa, Greece, 
Spain, USA

…with more coming.

Published in CMAJ, the  Adult (2020) and Pediatric (2025) Clinical Practice Guidelines provide the foundation 
for evidence-informed, person-centred, and stigma-free obesity care — shaping practice, education, and policy 
across the lifespan.
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We need to talk 
about obesity.

Obesity is not a lack of willpower.

Canadians living with obesity face 
widespread weight-based discrimination, as 
it continues to be viewed as a self-inflicted 
condition. 

This misunderstanding contributes to the 
lack of access to effective, evidence-based 
interventions provided by governments and 
private health benefits.

Obesity Rates Are Rising - And the Economic Toll Is Staggering.
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Obesity is a chronic and progressive disease 
that is associated with more than 200 chronic 

illnesses including cardiovascular disease, 
type 2 diabetes, respiratory disease, 

osteoarthritis, cancer and certain mental 
health conditions.

Nearly one in three Canadians 
live with obesity.



$27B
20% HIGHER THAN PREVIOUS ESTIMATES

$5.9B
HEALTHCOST

SCARE

$21.7B
INDIRECT 

COSTS

Failure to recognize 
and treat obesity as a 
chronic disease, and 

lack of effective 
treatment and 

prevention strategies, 
has resulted in 

substantial economic 
implications.

The Cost Of Our Inaction 

In Treating Obesity 

In Canada

3 x higher
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Impact on the workforce

$6.8B
Presenteeism

$8.2B
Reduced Workplace 

Participation

Workplace productivity costs associated with the failure to address obesity are

three times higher 

than direct costs to Canada’s healthcare system. 

$3.8B
Reduced Personal 

Income

$2.0B
Obesity-Attributed 

Early Mortality

$268M
Disability

Reference: https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-025-21905-2

https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-025-21905-2
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-025-21905-2
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-025-21905-2
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-025-21905-2
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-025-21905-2
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-025-21905-2
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-025-21905-2
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We need to treat  
obesity like other 
chronic diseases.

Current Roadblocks

Bias: Many still see obesity as a personal 
failing instead of a complex disease.

Policy gaps: We have effective 
treatments, but most people can’t access 
them.

Health system inertia: It takes time to 
shift clinical practice, and many 
providers feel unsupported.



Persons living with 
obesity also face social 

and psychological 
implications due to 

weight bias. Over half of 
adults with obesity report 

facing stigma from 
coworkers – impacting 

mental health.
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WOMEN EXPERIENCE: 

↑Rates of absenteeism & presenteeism

↓ Income levels

↓ Workforce participation  

4% lower earnings for 
women with obesity

MEN EXPERIENCE: 

No impact for men

Obesity’s impact on reduced 
labour force participation is

greater for women than for men

$3.8B
LOST 

INCOME

$807M
TAX 

REVENUE 
LOSS↓ 5.3% 

participation

WOMEN MEN

↓ 92.9K 
workers

↓ 0.3% 
participation

↓ 37.4K 
workers

Women 

are 

impacted 

more
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What Needs 
to Change?
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How You Can Advocate 
for Change

Ways to take action:

● Educate yourself & those around you.

Obesity is a chronic disease, not a choice

● Advocate for treatment coverage & policy change.

Join our campaigns

● Address weight bias in your practice & workplaces and demand better clinical & 
workplace supports for obesity care.

Check out our on-demand education



Managing obesity in children
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By the numbers

Celia Rodd, and Atul K. Sharma CMAJ 2016;188:E313-E320

Prevalence of overweight/obesity (top) 

and obesity (bottom) among Canadian 

children aged 3 to 19 years

Rodd & Sharma. Paediatr Child Health. 2017 Jun; 22(3): 153–158. 

Prevalence of overweight/obesity 

(bottom) and obesity (top) by income 

sufficiency among Canadian children 

27%

13%
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Edmonton Obesity Staging System – Pediatrics
The 4Ms of Pediatric Obesity

Mental 

Health
Mechanical

• Anxiety

• Depression

• Body Image

• ADHD

• Learning Disorder

• Sleep Deprivation

• Eating Disorder

• Trauma

• Sleep Apnea

• MSK pain

• Reflux Disease

• Incontinence

• Encopresis

• Intertrigo

Metabolic

• Type 2 Diabetes

• IGT

• Dyslipidemia

• Hypertension

• Fatty Liver

• Gallstones

• PCOS

• Medication

Milieu

• Parent 
Health/Disability

• Family Stressors

• Family Income

• Bullying

• School Attendance

• School Support

• Neighbourhood Safety

• Medical Insurance

• Accessible Facilities

Stage 3 Established chronic disease

Stage 2 Clinical comorbidity

Stage 1 Preclinical factors

Stage 0 No apparent risk factors or associated illness

Hadjiyannakis S et al



Hadjiyannakis S et al, Lancet 
Child and Adolescent Health, 
2019

Class I Class II         Class III

WHO obesity classification 22

CANPWR – Baseline health



Hadjiyannakis S et al, Lancet Child and Adolescent 
Health, 2019

CANPWR – Baseline health



1. Raise Awareness

2. Partner with Obesity Canada

3. Establish Steering Committee

4. Manage Conflicts of Interest

5. Publish Protocol

6. Survey Partners to Prioritize 
Outcomes

7. Conduct Series of Literature 
Review

8. Recruit + Work with Panelists

9. Draft Recommendations

10. Complete Internal + External 
Reviews

11. Submit to Journal + Translate into 
French
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Grading of Recommendations Assessment, Development & Evaluation 
is a system for rating the certainty of evidence on an outcome-by-
outcome basis, moving from a body of evidence to strength of 
recommendations

Clinical / Health 
Services 

Experience

Best 
Available, 
Relevant 
Evidence

Patients’ 
Values and 
Preferences

EBP

Evidence-Based 
Practice

✔Transparent

✔Reproducible

Key methodological approaches

GRADE



CMAJ Open 2022 March 1. 

DOI:10.9778/cmajo.20200289

Key methodological approaches

Publish the Protocol
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HEALTH OUTCOMES PRIORITY LEVEL

Patient reported outcomes

Health-related quality of life (HRQoL Critically Important

Depression Critically Important

Anxiety Critically Important

Anthropometric measures

BMIz Very Important / Important

BMI Very Important / Important

Body weight Very Important / Important

Adverse events (AEs)

Serious AEs Critically Important

Minor and moderate AEs Important

Cardiometabolic outcomes 

Blood pressure (SBP and DBP) Important

Total cholesterol Important

Density lipoprotein (HDL and LDL) Important

Triglycerides Important

Fasting insulin Important

Homeostatic Model Assessment for Insulin Resistance (HOMA-IR) Important

Alanine transaminase (ALT) Important

Geoff D.C. Ball et al. CMAJ 2025;197:E776-E796

Key 

methodological 

approaches

Survey stakeholders, 

including those with 

lived experience, on 

relative importance of 

health outcomes
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Report outcomes based on clinically meaningful 

differences – or minimally important differences

Key methodological 
approaches 
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Behavioural & 

Psychological
Pharmacotherapy Surgery

1 2

(Henderson et al., 2025)

3

(Wahi et al., 2024) (Oei et al., 2024)

All 3 Systematic Reviews examined the effect of an intervention on the following outcomes: 

○ PROMS: HRQoL, Anxiety, Depression
○ Cardiometabolic Outcomes: BP, Insulin Resistance (Fasting Insulin & HOMA-IR), Lipid 

Profile (Total Cholesterol, HDL-C, LDL-C &  Triglycerides), ALT
○ Anthropometric Outcomes: BMI Z-score, BMI, Weight
○ Adverse Events (AE)

Obesity Management: 3 Systematic Reviews 



Behavioural and psychological 
interventions
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Methods

Systematic Review

▪ RCTs with a placebo (usual care) control group
▪ Any behavioural or psychological intervention with outcome data reported 

≥3 months post-baseline

5 intervention types:

▪ Physical activity only
▪ Nutrition only
▪ Psychological only

Subgroup analysis for the following age groups: 

▪ 3-5 years, 6–12 years, 13–18 years, and all ages combined

▪ Technological only
▪ Multicomponent (≥2 of the aforementioned 

intervention types)
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● 29,521 unique studies  

● 99 studies included:

○ Physical activity only (n=32)

○ Nutrition only (n=13)

○ Psychological only (n=11)

○ Technological only (n=11)

○ Multicomponent (n=32)

● Total number of participants = 8249 

participants 

Studies

© ÉquiLibre



Recommendations Strength of 
recommendations

Certainty of evidence

BEHAVIOURAL AND PSYCHOLOGICAL INTERVENTIONS

Multicomponent interventions ( for ) Strong very low to moderate 

Nutrition interventions ( for ) Conditional very low to low 

Physical activity interventions ( for ) Conditional very low to low 

Psychological interventions ( for ) Conditional very low to moderate

Technological interventions

(not for nor against )

Conditional very low to low 

Geoff D.C. Ball et al. CMAJ 2025;197:E776-E796
33

Recommendations
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● Dearth of RCTs in young children (0-5 yrs)

● Inability to study certain sub-groups (e.g. 

gender, disability)

● Limited data considering PROMs

● Limited data on certain cardiometabolic 

markers, in particular ALT

● Optimal intensity and duration of intervention 

remains unknown

○ no evidence of sustained benefits to weight-

related outcomes compared to usual care 

over time

Gaps and Limitations



Pharmacotherapy
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Systematic review: Pharmacotherapy
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● 35 studies: 

○ Orlistat – 2 (n=562 )

○ Metformin – 26 (n= 2185)

○ GLP1 receptor agonists (n= 668)

■ Exenatide – 4 (n= 163 ). 

One study in children with hypothalamic obesity

■ Liraglutide – 2 (n=304). 

One study in children with Prader-Willi S.

■ Semaglutide – 1 (n=201)

Studies

Wahi G et al. Pediatric Obesity 2024 © ÉquiLibre



Recommendations Strength of 
recommendations

Certainty of evidence

PHARMACOLOGICAL INTERVENTIONS

Glucagon-like peptide-1 receptor agonists ( for ) Conditional very low to low 

Biguanides ( for ) Conditional low to moderate 

Lipase inhibitors ( against ) Conditional low 

Geoff D.C. Ball et al. CMAJ 2025;197:E776-E796

38

Recommendations
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Important 
Considerations

● It is likely that discontinuing medication 

will lead to weight regain and regression 

of improvements to health outcomes

○ Long-term management 

● Pharmacological recommendations 

apply only to children ≥ 12 years of age

○ existing evidence 

● Medication cost, access, availability, and 

acceptability will influence medication 

initiation and continuation.  
© ÉquiLibre
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MANY GAPS IN OUR UNDERSTANDING!

● So far, studies are:

○ Relatively short-term – no knowledge of long-term 
impacts

○ Relatively few numbers – one trial using semaglutide for 
instance

○ Relatively little information on some important health 
outcomes including quality of life, cardiometabolic health

MANY question also remain about how these are best used:

● After intensive lifestyle intervention? In whom? At what point 
in their treatment journey?

● What should the follow-up be? 

Gaps and Limitations



Bariatric Surgery
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Methods
Systematic Review

▪ Studies limited to 1 RCT and observational studies

5 surgical techniques:

▪ Roux-en-Y Gastric Bypass (RYGB)
▪ Laparoscopic Adjustable Gastric Banding (LAGB)
▪ Laparoscopic Sleeve Gastrectomy (LSG)

Outcomes:

▪ PROMs – HRQL, Anxiety, Depression
▪ Blood Pressure
▪ Insulin Resistance – Fasting Insulin, HOMA-IR
▪ Lipid profile

Follow-up periods: 

▪ short (<18 mths), intermediate (18-24 mths), long-term (>24 mths)

▪ Duodenojejunal Bypass 
Liner (DJBL)

▪ Intra-Gastric Weight 
Loss Device (IGWLD)

▪ ALT
▪ BMI, BMI z-score
▪ Weight
▪ Adverse Events
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Systematic Review: Bariatric surgery in childhood obesity
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● 63 publications (43 original studies)

● Studies included:

○ 1 RCT

○ 13 controlled observational studies

○ 49 uncontrolled single-arm 

observational studies

● Total number of participants = 6,128 

(66% female)

Studies



Recommendations Strength of 
recommendations

Certainty of evidence

SURGICAL INTERVENTIONS

Laparoscopic sleeve gastrectomy ( for ) Conditional low to moderate 

Roux-en-Y gastric bypass  ( for ) Conditional low to moderate 

Geoff D.C. Ball et al. CMAJ 2025;197:E776-E796

Recommendations



46

● Lack of RCTs

● Limited number of studies with long-term 

follow up

● Poor characterization of long-term 

complications

● Limited data on pre-adolescent patient 

population

Gaps and Limitations
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Shared decision making

- A collaborative process; patients/families 

and clinicians work together to make 

healthcare choices. 

- Patients/Families are informed about their 

options, understand the potential benefits 

and harms, and actively participate in 

decision making based on their values 

and preferences. 

- Ensures health services align with the 

patient/family needs and goals.

Geoff D.C. Ball et al. CMAJ 2025;197:E372-E389



Canadian Adult Obesity Clinical 
Practice Guideline
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My 2 babies
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Guidelines – Collaboration between 
OC (Obesity Canada) and
CABPS (Canadian Association of Bariatric Physician and Surgeons)
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Timeline for the Canadian Guidelines   
4 years (2016 – 2020)
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Canadian Guideline 
Authors  2017
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Canadian Adult Obesity

Clinical Practice

Guidelines Summary

CMAJ 2020

Wharton, S. et al. Canadian Medical Association Journal 2020; 192: E875-891.
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Updated 2022

Updated 2022 & 2025



What about these Guidelines is new, different?
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Key take away #1

“We are biased against people 
living with obesity, but we can 
treat people better ”



Chapter 1 - Obesity Bias, Stigma and Discrimination

Kirk, S. et al. Canadian Medical Association Journal 2020; 192: E875-891. 60
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Key take away #2

“Obesity is NOT solely 
defined by BMI, but by 
biology and disease process”



63

Obesity Redefined to Support the Evidence

Obesity is defined by a 
BMI of ≥ 30 kg/m2

The new Canadian Adult Obesity Clinical Practice Guidelines call for a shift 
in the obesity treatment paradigm, focusing on patient centric care, 
moving away from “eat less and move more”, and advocating for HCPs to 
focus on a patient’s overall health and experience rather than solely on 
their weight, to determine the root causes of obesity. 

“Obesity is a complex chronic disease in 
which abnormal or excess body fat 
(adiposity) impairs health, increases the 
risk of long-term medical complications 
and reduces lifespan.”

Then… Now…

• BMI, body mass index. 
Wharton S, et al. Canadian Adult Obesity Clinical Practice Guidelines. CMAJ August 10, 2020. 



Key take away #3

“Start treatment with 
compassion – Ask”



5As Framework for Obesity Management in Adults

Assessment of an 
individual living with 

obesity

Ask the patient 
permission

Discussion of the core 
treatment options

Agreement regarding 
goals of therapy

continued follow-up 
and reassessments

ASK

Step – 1

ASSESS

Step – 2 
ADVISE

Step – 3  

AGREE

Step – 4 

ASSIST

Step – 5  

Canadian Adult Obesity Clinical Practice GUIDELINES
65



Remember nutrition and physical activity recommendations are important for all Canadians regardless of body size or 

composition.

4 5

Agree on realistic expectations, sustainable behavioural 
goals, and health outcomes. Agree on a personalized 
action plan that is practical and sustainable, and 
addresses the drivers of weight gain.

1

2

3

Ask

Assess

Would it be alright if we discussed your weight?

If the person is not ready to discuss their weight offer resources about
obesity as a chronic disease and an open opportunity to reassess.

Weight is a sensitive issue. Do not assume every patient with a larger body has obesity. 
Ask for permission to discuss body weight. Does the person feel their weight is 
impairing their medical, functional, or psychosocial health?

Understanding an individual’s story and life context is 
crucial in the management of obesity.

1. The value-based goal that matters to the patient e.g.
Being able to play at the park with my grandchildren 

2. Obesity classification (height, weight, BMI & waist 
circumference) 

3. Adiposity related complications and ‘root causes’ of 
weight gain (4M framework - Mechanical, Metabolic, 
Mental and Social Milieu) 

4. Disease severity e.g. Edmonton Obesity Staging 
System (EOSS)

Primary care 
assessment

5as Toolkit 

obesitycanada.ca/5as-team/

Medical Nutrition Therapy (MNT)
MNT is used in managing chronic diseases and focuses on nutrition 
assessment, diagnostics, therapy and counselling.
MNT should:

1. be personalized and meet individual values, preferences and 
treatment goals to promote long term adherence 

2. be administered by a registered dietitian to improve weight-related 
and health outcomes

Physical Activity
30-60 mins of aerobic activity on most days of the week, at moderate to 
vigorous intensity, can result in:

1. small amount of weight and fat loss
2. improvements in cardiometabolic parameters
3. weight maintenance after weight loss

Obesity is a m ultifactorial, progressive, and relapsing chronic disease characterizedby abnormal and/or excessive body fat (adiposity) that  im pairs health.

5As Framework for Obesity Management in Adults

Advise

Agree
Assist in identifying and addressing drivers and 
barriers. Provide education and resources. Refer to 
appropriate providers or interdisciplinary teams ( if 
available). Arrange for regular, timely follow-up.

Assist

on obesity risks. Discuss the health benefits 
of obesity management.

The Three Pillars of 
Obesity Management

66



Key take away #4

“Diet and exercise are 
supported by obesity 
treatments”



Diet vs Medical Nutrition Therapy (MNT)

We recommend a non-dieting 
approach to improve:
● quality of life, 
● psychological outcomes 

(general well-being, body 
image perceptions), 

● cardiovascular outcomes, 
● body weight, 
● physical activity, 
● cognitive restraint and 
● eating behaviours.

Brown J, Clarke C, Johnson Stoklossa C, Sievenpiper J. Canadian Adult Obesity Clinical Practice Guidelines: Medical Nutrition Therapy in Obesity Management. Available 

from: https://obesitycanada.ca/guidelines/nutrition 68



Key take away #5

“3 pillars of obesity treatment 
include psychological, along 
with pharmacological and 
surgery”
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e) Tirzepatide
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Key take away #6

“Inclusion of patients living with 
obesity brings clarity to the 
guideline process, from rationale 
to implementation”



Endorsement of the Canadian CPGs 

74
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New Lead Author

Dr. Roshan Abraham

Call for Authors

Applications close 

September 29, 2026

Apply Now!

Help shape the future of obesity care in Canada

2027 Canadian Adult Obesity 
Clinical Practice Guideline



Awareness, Education, 
Implementation and Mobilization
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The Implementation 
Gap and Need for 
Science 
Mobilization

79
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The Implementation Gap: 
18 Years to Behaviour 
Change 

● Historically, it takes an average of 17 to 18 

years for scientific evidence to reach routine 

clinical practice.

● Even after nearly two decades, only 1 in 5 

(20%) evidence-based interventions make it 

into daily patient care.

● Disadvantaged and under-resourced 

populations face an even wider gap, 

worsening health inequities.
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Rethinking Science 
Mobilization and 
Competencies

● Passive dissemination (publishing papers, 

releasing guidelines) fails to change 

practitioner behavior fast enough.

● We must treat implementation as a 

deliberate science—incorporating system 

readiness, behavioral nudges, and 

practical execution.

● Bridging this gap requires moving beyond 

knowledge acquisition to core 

competencies and active mobilization.
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Current State of 
Obesity Care 
Education in Canada



8383

Moving from Guidelines to 

Competency-Based

Medical Education

● Needs assessments and a review of the literature 

highlighted a persistent lag between clinical 

guidelines and actual undergraduate medical 

curriculum in Canada, leaving graduating learners 

underprepared to manage complex, chronic obesity.

● Conventional curricula failed to systematically 

identify or address implicit weight bias among 

practitioners, leading to suboptimal care and 

healthcare avoidance.

Passive dissemination of clinical practice guidelines 

proved insufficient to change clinical behavior without 

embedded educational milestones.



The Solution?

2023 Canadian Obesity Education 

Competencies (COECs)

● 13 Key & 37 Enabling Competencies
developed by Obesity Canada’s multi-

professional Education Action Team to embed 

evidence-based care directly into training 

programs.

● Grounded in the universally adopted 2015 

CanMEDS Framework to allow seamless 

adoption across Canadian medical schools.

● Explicitly prioritizes co-constructed treatment 

plans, root-cause assessments, and mitigation 

of weight bias in clinical and educational 

settings. 84



Read the paper
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● Methodology (N=194, 78% Completion): Evaluated graduating Canadian 

medical clerks against the 2023 COEC framework to assess real-world 

clinical readiness.

● Trainees demonstrate strong mastery of basic science and pathophysiology 

but exhibit significant deficits in multi-modal care options and practical 

management.

Canadian Senior Clerk Assessment of 
Obesity Competencies
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Read the paper● Widespread trainee reluctance surrounding 

weight bias, combined with a lack of practical 

tools to initiate non-judgmental conversations.

● Low hands-on engagement across core 

rotations highlights that traditional exam 

metrics fail to predict point-of-care clinical 

readiness.

Emotional Preparedness & Clinical 
Exposure Deficits 
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Influencing National Standards

▪ Successful effort by the Education Action 
team to update the Medical Council of 
Canada’s (MCC) learning objective on 
Obesity in 2026

▪ This alignment bridges the gap between 
academic theory and clinical expectations 
for graduating clerks.

Read the MCC 

learning objective 

for obesity
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Catalyzing Real-World 
Implementation
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Mobilizing Knowledge into Clinical Practice

• Moving from passive guideline 

dissemination to active curricular 

integration.

• The MCC objective acts as a catalyst 

for systematic change in undergraduate 

medical education (UME).

• Ensures that evidence-informed, 

stigma-free care becomes an 

assessable competency rather than a 

theoretical concept.

Bridging the Gap

• Utilizing OC Education Hub resources for 

point-of-care support.

• Extending the COEC framework beyond 

medical students to allied health 

professions (Nursing, Pharmacy, Dietetics, 

etc.).

• Embedding decision-support tools into 

EMRs to reduce the "18-year gap" between 

research and practice.

• Moving from one-time curriculum updates 

to iterative, evidence-based education 

cycles.

Scaling the Science
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A Unified Approach to 
Obesity Care

● Education is not just about knowledge 

transfer; it is about behavior change.

● By integrating competencies, policy, and 

implementation science, we can build a 

sustainable infrastructure for obesity 

care.

● Call to action: Engage with our Education 

Hub and join the upcoming 2027 CPG 

revision to continue this momentum.



Obesity Canada is dedicated to advancing obesity education 
for many populations including:

Patients
Healthcare 

Professionals
Public Employers

Listen on Spotify

Listen on Apple Podcasts

Watch on YouTube

https://utm.guru/uilep
https://utm.guru/uilev
https://utm.guru/uilew


Learn more at obesitycanada.ca

Let’s build a better 
world for people 

affected by obesity
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