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Abstract
Background: Although most clinicians agree that obesity is a major problem, treatment rates remain low. We conducted this

discrete choice experiment (DCE) to understand academic clinicians’ decisions in treating childhood obesity.
Methods: A total of 198 academic pediatric surgeons, pediatricians, family physicians, and allied health professionals were

recruited from 15 teaching hospitals across Canada to participate in this DCE. Participants completed 15 tasks choosing between
three obesity treatment scenarios to identify the scenario in which they would most likely treat pediatric obesity.

Results: Latent class analysis revealed two classes with early intervention and late intervention preferences. Participants in the
early intervention group (30%) were sensitive to variations in patient and family support. They would likely intervene if patients
were obese, with normal lipid levels, were prediabetic, had high blood pressure, and when obesity was lifestyle associated. Late
intervention clinicians (70%) were more likely to intervene if patients were morbidly obese, had abnormal lipid levels, required
insulin for diabetes, had very high blood pressure, or when obesity impacted the patient’s mental health. Simulations predicted that
increasing colleague support for intervention, providing expert consultation, and mobilizing multidisciplinary support would in-
crease the likelihood of treating pediatric obesity earlier from 16.1% to 81.5%.

Conclusions: This DCE was implemented to understand the factors clinicians use in making decisions. Most academic clinicians
choose to intervene late in the clinical course when more-severe obesity-related morbidities are present. Increased support from
colleagues, expert consultation, and multidisciplinary support are likely to lead to earlier treatment of obesity among academic
clinicians caring for children.

Introduction

T
he prevalence of childhood obesity is of ongoing
concern given that 32% of Canadian children are
overweight or obese.1 Canadian guidelines advocate

treatment within multidisciplinary, family-based behavioral
management programs.2,3,5–7,8,9,10 The specific characteris-
tics of these programs that influence efficacy remain un-
certain, but there is evidence for moderate efficacy over the
short term in reducing BMI.4 In a recent meta-analysis,
obesity treatment programs had a moderate effect on BMI
over the short term and were efficacious in lowering blood
pressure and improving quality of life.5 Adherence to rec-
ommendations can be challenging and more successful in-
terventions may be difficult to replicate on a large scale

owing to resource constraints.4,5 For these reasons and oth-
ers, primary care providers (PCPs) often fail to refer their
patients for obesity treatment.6,7 Previous surveys of family
physicians and pediatricians identified multiple barriers to
obesity treatment, including low patient motivation, limited
family involvement, lack of clinician time, lack of support
services, and treatment futility.8,9 Further, a survey con-
ducted by Iqbal and colleagues in 2008 found that despite
low physician satisfaction (1.8%) with nonoperative meth-
ods and high satisfaction (84.6%) with bariatric surgery,
88.5% of physicians indicated that they were unlikely to, or
would never, refer a patient for surgery.10 Whereas there is
controversy surrounding surgery in pediatric obesity, it is
clear that clinicians’ attitudes play a pivotal role in pediatric
obesity care delivery and need to be better understood.
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We undertook this study to examine the attitudes of
academic pediatric clinicians toward treatment of obese
children and to determine which factors are important in
prompting the decision to treat or refer patients for weight
management interventions in Canada. A discrete choice
conjoint experiment was used because it is a validated
method to determine individuals’ actual preferences and
would help us better understand the persistent barriers to
childhood obesity care.11 Academic clinicians were tar-
geted for this study because they play a key role as change
agents and teachers who often influence and help set the
standard of care.12,13

Methods

Participants
The study was approved by the Hamilton Integrated

Research Ethics Board (11–167). Given that previous
studies have identified a need for better clinical training
relating to pediatric weight management,10,13 we recruited
pediatricians, pediatric endocrinologists, pediatric general
surgeons, family physicians, and allied health profession-
als (including dieticians, nurse practitioners, exercise
physiologists, and so on) from 15 teaching hospitals in nine
Canadian provinces. The recruitment process included five
different points of contact: (1) a letter from the principal
investigator (K.B.) to the academic department chair, color
printed study brochures and posters for their departments,
and an electronic summary for presentation at staff meet-
ings; (2) a color printed postcard including the website

survey link for dissemination to staff; (3 and 4) follow-up
emails or telephone calls at weeks 3 and 7 as a reminder to
academic department chair; and (5) a final letter thanking
participants and closing the study at 8 weeks after initial
contact.

Survey Design
A discrete choice experiment (DCE) was used to deter-

mine which attributes were valued most by clinicians. This
design requires participants to choose between several sce-
narios with different combinations of attributes and, sub-
sequently, analyzes participants’ choices to determine
which attributes are most influential in decision making.
Using recurrent themes from our previous qualitative
study,14 we identified 13 attributes perceived to influence
the decision to treat or manage pediatric obesity.11,15 Attri-
butes included severity of obesity, cause of obesity, diabe-
tes, blood pressure, mental health problems, lipid levels,
availability of consultation, multidisciplinary support, sur-
gical options, patient willingness and family support, views
of colleagues, clinical practice guidelines and supporting
evidence, and age of patient. Each attribute was further
defined by four levels.16 After an introductory exercise, each
participant completed 15 computerized choice tasks. Each
choice task presented three hypothetical obesity treatment
scenarios consisting of three attributes (Fig. 1). Participants
were asked to choose the scenario in which they would be
most likely to manage or treat pediatric obesity.18–22 Saw-
tooth Software’s experimental design algorithm created a
unique version of the survey for each participant.17
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Figure 1. A sample of the format used in the 18 choice tasks completed by each participant. The study’s experimental design module
randomly assigned one of 999 versions of the survey to each participant.
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Statistical Analysis
Choice data were analyzed using Latent Gold Choice 4.5,

an approach that combines conditional logit and latent class
models to identify groups (classes) of participants with
similar obesity treatment and management preferences.17,23

We estimated models with 1, 2, 3, and 4 latent classes.
Given that a single analysis can yield unrepresentative
models, each solution was replicated 10 times.17,18,23,24

Next, we estimated standardized (zero-centered) utility
coefficients for each class. Utility coefficients reflect
strength of preference for the levels of each obesity treat-
ment or management attribute (higher values reflect a
stronger preference). Importance scores were calculated by
dividing the minimum to maximum utility value range of
each attribute by the utility value range across all attributes.
Importance scores show the sensitivity of obesity treatment
and management decisions to variations in the levels of
each attribute. Finally, we used Sawtooth Software’s ran-
domized first-choice simulator to predict the conditions
under which participants would treat pediatric obesity more
preventively.19,20,25,26 Whereas importance scores and
utility values reflect the influence of individual attributes
and attribute levels on treatment decisions, simulations
predict the combined influence of a complex set of clinical
and contextual attributes.

Results
Of 341 potential participants who opened the survey,

291 consented to participate. The 198 participants who
completed the entire survey were included in this analysis
(see Table 1).* Median length of time to complete the
survey was 12.9 minutes. No technical difficulties arose
during the execution of the survey. As recommended by
Nylund and colleagues,23 we selected a latent class solu-
tion that minimized the Bayesian information criterion
(BIC). A solution with two classes yielded the lowest
BIC and consistent Akaike information criterion (CAIC;
Table 2). An entropy score of 0.79 suggested the classes
were well separated.21,27 A -2 bootstrap log likelihood
difference test confirmed that the two-class model
produced a better fit than a one-class model (253.02;
p < 0.001). After examining the importance scores and
utility values presented below, we labeled the two classes
as late intervention participants (70% of the sample) and
early intervention participants (30% of the sample).

We begin by considering the pediatric obesity treatment
and management attributes on which the two classes
agreed. We then present those attributes differentiating the
classes. Importance scores (Table 3) show that both the
early and late intervention classes considered variations in

patient and family support and the strength of evidence
supporting the treatment of obesity as particularly impor-
tant influences on treatment decisions. Utility coefficients
and Z values (Table 4) show that both the early and late
intervention participants were more likely to treat or
manage obesity if continuous multidisciplinary support
was available and consultation was provided in their set-
ting. Participants in both classes were more likely to act
when interventions were supported by research, clinical
practice guidelines, and colleagues. Although both groups
were more likely to intervene when obesity was perceived
to result from lifestyle versus genetic factors and no sur-
gery was required, variations in the suspected role of ge-
netic and lifestyle factors exerted relatively little influence
on treatment decisions (Table 3). Availability of telecon-
ferencing as a form of consultation also exerted little in-
fluence on the decision to intervene.

Late intervention. Importance scores (Table 3) showed
that the treatment decisions of this group (70%) were much
more sensitive to variations in the medical presentation of
the case (e.g., lipid levels, blood pressure, and the impact
of obesity on mental health). The utility values and Z
scores in Table 4 show that late intervention participants
were more likely to manage or treat when patients were
morbidly obese, lipid levels were abnormal, patients re-
quired insulin for diabetes, blood pressure was very high,
or obesity was having a major effect on the patient’s
mental health. This class was more likely to intervene in
adolescence (e.g., age 13) rather than an early point in the
child’s development.

Early intervention. The support of colleagues exerted a
particularly strong influence on the treatment decisions of
early intervention participants (30%; Table 3). Early in-
tervention participants were especially sensitive to the
possibility of bariatric surgery; they were much more
likely to intervene if no surgery was planned. They were
more likely to manage or treat obesity if patients were
younger than those targeted by late intervention partici-
pants and were labeled as being ‘‘significantly,’’ but not
morbidly, obese. They were more likely than late inter-
vention participants to manage obesity in patients with
prediabetes, normal lipid levels, and high versus very high
blood pressure. Although early intervention participants
reported more clinical experience, the two groups did not
differ as a function of professional background or demo-
graphic factors (Table 1).

Simulation
We used randomized first choice simulations to predict

the percentage of early and late intervention participants
likely to intervene at early or late stages in the progression
of obesity. To create the complex scenarios likely to be
present in clinical situations, we systematically varied the
levels of five attributes, while holding all others constant.

* In comparison to 82 who consented but did not complete the survey,

the 198 participants who consented and completed the survey reported

more clinical experience, X 2 (2, N = 280) = 9.41, p = 0.005, and were

more likely to work in university teaching hospitals, X 2 (2, N = 280) = 10.52,

p = 0.009.
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Table 1. Demographic Percentages for the Classes
Latent class

Variable N Total (%) Late intervention Early intervention v2

Sample size 198 100 139 59

Sex 2.86

Male 73 36.9 63.0 37.0

Female 125 63.1 74.4 25.6

Years experience 11.02*

0–5 119 60.1 70.6 29.4

6–15 48 24.2 83.3 16.7

16+ 31 15.7 48.4 51.6

Birth country 0.45

Canada 131 66.2 71.8 28.2

Other country 67 33.8 67.2 32.8

First language 1.24

English 158 79.8 70.9 29.1

French 23 11.6 73.9 26.1

Other 17 8.6 58.8 41.2

Educational background 3.86

Allied health 11 5.6 54.5 45.5

Physician 149 75.3 68.5 31.5

Surgeon 38 19.2 81.6 18.4

Setting 0.50

Walk-in/individual Practice/community hospital 14 7.1 71.4 28.6

Group practice 19 9.6 63.2 36.8

University teaching hospital 165 83.3 70.9 29.1

Professional experience 3.66

0–5 years 43 21.7 74.4 25.6

6–15 years 81 40.9 75.3 24.7

16+ years 74 37.4 62.2 37.8

Province 3.71

West 52 26.3 61.5 38.5

Ontario 98 49.5 70.4 29.6

Quebec 19 9.6 78.9 21.1

East 29 14.6 79.3 20.7

Age 1.36

26–35 38 19.2 76.3 23.7

36–55 127 64.1 70.1 29.9

56+ 33 16.7 63.6 36.4

*p < 0.01.
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Table 2. Fit Indices for Solutions Ranging from One to Four Classes
Number of latent classes

Measure 1 2 3 4

Parameters Estimated 39 79 119 159

Degrees of freedom 159 119 79 39

Log-likelihood (LL) -2446.29 -2319.78 -2258.19 -2208.02

Log-prior -1.48 -2.36 -2.89 -3.38

Log-posterior -2447.77 -2322.14 -2261.08 -2212.57

AIC (based on LL) 4970.59 4797.57 4754.38 4734.04

AIC3 (based on LL) 5009.59 4876.57 4873.38 4893.04

BIC (based on LL) 5098.83 5057.34 5145.68 5256.88

CAIC (based on LL) 5137.83 5136.34 5264.68 5415.88

Entropy R2d 1.00 0.7914 0.7882 0.8288

aEntropy values range from 0 to 1, with higher values reflecting greater separation.

AIC, Akaike information criterion; BIC, Bayesian information criterion; CAIC, consistent Akaike information criterion.

Table 3. Relative Importance of Attributes to Late and Early Intervention Classes
Classa

Late intervention Early Intervention

Attribute Rb Mc R M

Clinical context

Patient and family support for treatment 1 16.31 1 15.02

Supporting evidence and clinical practice guidelines 2 12.95 4 11.31

Views of colleagues 5 7.98 2 14.46

Multidisciplinary support 8 6.43 5 9.09

Availability of expert consultation 9 5.87 9 4.84

Surgical plans 10 4.69 3 14.02

Medical presentation

Mental health problems 3 10.72 11 3.73

High blood pressure 4 8.89 12 3.06

Severity of obesity 6 7.31 8 4.87

Lipid levels 7 6.51 13 1.95

Diabetes 11 4.65 6 6.88

Genetic vs. lifestyle causes 12 4.03 7 6.25

Age of patient 13 3.66 10 4.52

aImportance scores were derived by converting the range of each attribute’s levels to a percentage of the sum of the utility value ranges of

all 16 attributes. Higher importance scores show that experimental variation in the levels of that attribute exerted a greater influence on

decision to manage or treat obesity. Attributes are ordered according to their importance to the largest class. For each attribute, the highest

importance score is bolded.
bR = relative rank of importance score.
cM = mean importance score value.
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Table 4. Standardized (Zero-Centered) Utility Values Reflecting Preference
of the Early and Late Intervention Classes for the Levels of Each Attribute

Classa

Late intervention Early intervention

Attribute Ub Zc U Z Wald

Severity of obesity 43.41**

Patient is overweight -0.91 -6.59 0.14 0.84

Patient is obese -0.22 -1.93 0.09 0.53

Patient is significantly obese 0.18 1.66 0.30 1.99

Patient is morbidly obese 0.95 8.38 -0.54 -2.41

Cause of obesity 0.46

Cause is unknown -0.51 -4.23 -0.47 -2.64

Mostly caused by genetic influences -0.38 -3.32 -0.48 -2.72

Mostly caused by lifestyle (diet and exercise) 0.43 4.01 0.54 3.28

Mostly caused by a combination of genetics and lifestyle (diet and exercise) 0.46 4.35 0.41 2.74

Comorbid diabetes 46.62**

Patient is prediabetic -0.61 -4.47 0.80 4.50

Patient is diabetic 0.03 0.31 -0.16 -1.00

Patient is diabetic requiring oral medication -0.03 -0.28 -0.15 -0.87

Patient is diabetic requiring insulin 0.61 5.44 -0.49 -2.36

Comorbid high blood pressure 50.32**

Blood pressure is normal -1.26 -8.67 0.16 0.88

Blood pressure is high normal -0.14 -1.24 -0.11 -0.70

Blood pressure is high 0.41 3.95 0.22 1.47

Blood pressure is very high 0.99 9.03 -0.27 -1.43

Comorbid mental health problems 63.82**

Obesity is not affecting this patient’s mental health -1.21 -7.50 -0.08 -0.53

Obesity having a minor effect on patient’s mental health -0.73 -5.38 -0.22 -1.24

Obesity having moderate effect on patient’s mental health 0.47 4.38 0.30 1.81

Obesity having a major effect on patient’s mental health 1.47 12.11 0.00 0.01

Lipid levels 36.41**

Normal HDL and normal LDL -0.78 -5.84 0.04 0.27

Normal HDL and abnormal LDL 0.27 2.49 -0.09 -0.58

Abnormal HDL and normal LDL -0.35 -3.05 0.18 1.16

Abnormal HDL and abnormal LDL 0.86 7.77 -0.13 -0.80

Availability of consultation 4.89

No expert consultation is available to you. -0.76 -6.16 -0.29 -1.67

Expert consultation is available in your setting. 0.68 6.43 0.45 2.86

Expert consultation is available by teleconference. 0.10 0.89 -0.09 -0.56

Expert consultation is available by secure e-mail. -0.02 -0.22 -0.07 -0.43

continued on page 7
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Table 4. Standardized (Zero-Centered) Utility Values Reflecting Preference
of the Early and Late Intervention Classes for the Levels of Each Attribute continued

Classa

Late intervention Early intervention

Attribute Ub Zc U Z Wald

Multidisciplinary support 2.59

No multidisciplinary support available -0.85 -5.89 -0.63 -2.94

Emergency multidisciplinary support available 0.13 1.20 -0.20 -1.17

Multidisciplinary support sometimes available 0.02 0.18 -0.01 -0.06

Continuos multidisciplinary support available 0.70 6.56 0.84 5.42

Surgical options 12.68*

No surgery required 0.63 4.80 1.55 8.31

Surgeon will install an adjustable gastric band. 0.09 0.78 -0.22 -1.17

A surgeon will perform a sleeve gastrectomy. -0.28 -2.43 -0.50 -2.85

A surgeon will perform a gastric bypass. -0.44 -3.77 -0.82 -4.09

Patient willingness and family support 18.60**

Neither the patient nor family support treatment. -2.09 -8.53 -1.33 -4.56

The patient supports treatment, family does not. 0.74 5.50 0.20 0.97

The family supports treatment, patient does not. -0.54 -3.61 0.15 0.89

Both the patient and family support treatment. 1.89 13.83 0.99 5.42

Views of colleagues 1.72

0% of your colleagues support this treatment. -1.05 -7.73 -1.29 -5.06

33% of your colleagues support this approach. -0.36 -3.15 -0.36 -1.87

67% of your colleagues support this approach. 0.57 5.48 0.55 3.35

100% of your colleagues support this approach. 0.84 7.99 1.10 6.68

Clinical practice guidelines and supporting evidence 19.70**

Neither research nor CP guidelines support treatment. -1.58 -9.40 -0.84 -4.47

Research supports treatment, CP guidelines do not. 0.14 1.10 -0.30 -1.69

CP guidelines support treatment, research does not. -0.14 -1.16 0.24 1.56

Both research and CP guidelines support treatment. 1.59 13.24 0.90 4.56

Age of patient 3.18

Patient is age 5. -0.15 -1.38 0.18 1.16

Patient is age 10. 0.27 2.56 0.19 1.18

Patient is age 13. 0.38 3.80 0.18 1.15

Patient is age 18. 20.50 24.39 -0.54 -2.99

aWithin classes, the highest attribute with the highest utility coefficient and Z value is bolded.
bU = parameter estimates expressed as zero-centered utility coefficients. Higher utility coefficients reflect a stronger preference.
cZ = Z scores (U/SE). SE = U/Z. Z values of 1.96 differ from zero ( p < 0.05).

*p < 0.01; **p < 0.001.

HDL, high-density lipoprotein; LDL, low-density lipoprotein; CP, clinical practice.
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The moderate severity case was: (1) 5 years old; (2) obese;
and (3) prediabetic with obesity causing (4) high normal
blood pressure and having (5) a minor effect on mental
health. The high severity case was: (1) 13 years old; (2)
significantly obese; and (3) with diabetes and with obesity
causing (4) high blood pressure and having (5) a major
effect on mental health. Simulations (Table 5) predicted
that 83.9% of all clinicians would be more likely to in-
tervene in the high severity case compared to the moderate
severity case, with 97.5% of the late intervention and
51.7% of the early intervention participants predicted to
make this choice.

Next, we modeled the conditions under which partici-
pants would adopt earlier treatment. Simulation 2 supple-
mented the moderate severity scenario with a consensus
among 67% of colleagues supporting early treatment. Ta-
ble 5 shows that increased colleague support for earlier
treatment would increase the proportion of participants
making a decision to intervene in the moderate severity
case from 16.1% to 34.9%. In simulation 3, the addition of
expert on-site consultation increased the percentage of
participants who would likely intervene in the moderate
severity case from 34.9% to 55.2%. The addition of mul-
tidisciplinary support (simulation 4) boosted the percent-
age of participants likely to intervene in the moderate
severity case from 55.2% to 81.5%.

Discussion
This DCE yielded very valuable insights about clinician

attitudes to the treatment of pediatric obesity. In contrast to

current recommendations, 70% (139 of 198) of those who
completed this study were more likely to wait to offer referral
or provide treatment until mental health and cardiometabolic
disorders were well established.9 Whereas this tendency
toward late intervention may be a reflection of health pro-
fession bias to deploy limited healthcare resources to chronic
care rather than early intervention, early intervention is im-
portant. It is more difficult to reverse obesity over time and
early interventions may be more efficacious because a child’s
physical and activity habits are not yet fully engrained.22–24

This study further discerned the relative influences of
factors in the management of pediatric obesity on clini-
cians’ decisions to treat; this knowledge can allow us to
optimally alter clinical training and environmental factors
to promote earlier intervention. Academic clinicians were
chosen for this study because they are considered to be
influential change agents who often set the standard of care
not only by example, but also by teaching young clinicians
before independent practice.12,13 There is evidence to
suggest that if clinicians learn good screening and coun-
seling skills during residency training, they are more likely
to report that they always discuss diet or exercise with their
obese patients.25

Both the early and late intervention classes were more
likely to intervene if the cause of obesity was perceived to
be from lifestyle rather than genetic factors.28–33 There is
growing evidence that genetics may play a greater role in
obesity than once believed; increasing education may be
required to overcome this bias.26,34

Our study also demonstrated that both classes were
more likely to intervene if no surgery was involved, and

Table 5. Randomized First Choice Simulations: Percentage of Participants in the Later
and Earlier Intervention Classes Predicted to Adopt an Earlier Treatment Strategy

Class

Total sample Later Earlier

Simulation % (SE) % (SE) % (SE)

Base-case simulation

Early intervention 16.13 1.55 2.46 0.12 48.34 1.41

Late intervention 83.87 1.55 97.54 0.12 51.66 1.41

Base case + 67% colleague support

Early intervention 34.88 2.31 14.18 0.43 83.63 1.27

Late intervention 65.12 2.31 85.82 0.43 16.37 1.27

Base case + 67% colleague support + expert consultation

Early intervention 55.20 1.77 39.44 0.53 92.32 0.72

Late intervention 44.80 1.77 60.56 0.53 7.68 0.72

Base case + 67% colleague support + expert consultation + multidisciplinary support

Early intervention 81.52 0.84 74.22 0.38 98.74 0.18

Late intervention 18.48 0.84 25.78 0.38 1.26 0.18

SE, standard error.
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hesitancy increased as surgical interventions became more
invasive. This trend was especially prominent in the early
intervention class. Bariatric surgery is considered an in-
tervention of last resort as expressed by some physicians
and surgeons in previous qualitative studies,14,27 despite
increasing evidence of the safety and potential benefits of
bariatric surgery in adolescence.28,29,35 There continues to
be concern and debate around ethics of utilizing bariatric
surgery in children, particularly among patients who are
too young to give informed consent and understand the
potential long-term consequences of these procedures.30,36

It is possible that participants are less likely to intervene if
surgery is involved because they are assuming that multi-
disciplinary care, which is integral to success in a bariatric
surgery program, is already being provided.31–34 The
follow-up period in tertiary healthcare centers of patients
receiving surgical treatment is typically fairly short;
therefore, it is important for clinicians to continue to pro-
vide long-term follow-up and care for their patients.31,32

Clinicians in both the late and early intervention classes
were also more likely to refer or treat obese patients if a
multidisciplinary team and consultation service were avail-
able at their facility. Previous studies have found that PCPs
frequently cite insufficient training and lack of knowledge,
especially in terms of dietary counseling, as reasons for not
providing treatment.13,35,37 Providing clinicians with on-site
support through a multidisciplinary team and consultation
services may overcome these barriers and increase confi-
dence in their ability to effectively manage pediatric obesity.
However, it should be noted that there can be many logistical
obstacles to providing these services, including limited
human resources, funding, and distance, making imple-
mentation more difficult in practice than in theory. Interest-
ingly, trying to overcome the barrier of consultation
availability through teleconferencing made no difference in
intervention rates. This may be a result of academic clini-
cians practicing in close proximity to tertiary centers, dislike
of teleconferencing, and limited experience with or limited
access to this technology. One study found that, though tel-
emedicine has promising uses, its uptake is low and further
support must be given to clinicians beyond access to equip-
ment and connectivity for maximum success.38

Strength of research evidence, supportive colleagues,
clinical practice guidelines, and support from the patient and
family additionally exerted a strong influence on the like-
lihood of providing treatment. This strongly mirrored the
findings of our previous qualitative study.14 This was further
confirmed in simulations as the greatest influences that in-
creased the likelihood of choosing to treat patients with
moderate obesity were the combination of perceived support
from at least two thirds of colleagues and the availability of
expert consultation and multidisciplinary support.

The limitations of this study included the small sample
size compared to the number of academic pediatricians,
family clinicians, and pediatric surgeons across Canada, as
well as the uneven distribution of responses across all
provinces, with half of respondents in this study practicing

in Ontario. The results may be biased and represent those
who are most interested in childhood obesity and clinicians
that are more motivated to provide treatment. Those who
completed the survey were more likely to be from uni-
versity teaching hospitals and to have more professional
experience. The recruitment of academic clinicians to this
DCE was very challenging. All academic centers within
pediatric surgery, family medicine, and pediatric medical
specialties across Canada were approached, but not all
agreed to participate and forward this survey to their fac-
ulty. Although estimates of the number of faculty at each
site that were eligible to participate were given by each
academic department chair, the exact number of individ-
uals invited could not be confirmed.

Strengths of this study included the breadth of repre-
sentation from nine Canadian provinces, and the robust
methodology, which gave us confidence in the data ob-
tained from respondents.16 Latent class analysis allowed us
to identify two classes and conduct simulations that could
inform education and healthcare policy to help academic
clinicians treat childhood obesity earlier when the chance
of success is greatest. DCEs are increasingly used to model
preferences for health services, such as pediatric health
information services, interventions, and prevention
programs, though this is the first known application of
these methods in the area of pediatric obesity.36,39–41

Conclusions
Though the effectiveness of early intervention in child-

hood obesity treatment has been established, the results of
this study suggest that the majority of participants sur-
veyed are most likely to selectively provide treatment to
patients with more-severe obesity-related comorbidities,
rather than offer treatment when these conditions are less
severe and potentially amenable to intervention to prevent
their progression. The complex methods used in this ex-
perimental study found that fostering a culture of collegial
support, providing expert consultation, and conducting
treatment with the support of multidisciplinary teams
would augment the likelihood of academic clinicians’ de-
cisions to treat childhood obesity earlier. Increased effort
to educate faculty and residents is recommended to ensure
that evidence-based clinical guidelines are utilized earlier
in practice. Future research is also required to understand
the perspectives of patients and parents as their level of
support influenced the choices of clinicians in this study.
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