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Workshop aim 

To provide an approach for developing and evaluating 

obesity management strategies that are tailored to needs 

at the practice and local level 



Outline 

1. COMPaRE-PHC (MH) 

 

2. Needs assessment (EDW) 

 

3. Develop priorities and strategies tailored to the needs (MH) 

 

4. Evaluation (CS) 

 

5. Conclusion (NS) 



The Centre for Obesity Management & Prevention 

Research Excellence in Primary Health Care 

• Partnership 

• Aim: to inform primary health care policy and practice in 

the prevention and management of obesity in 

disadvantaged populations across Australia 

• Key activities: 

– Research 

– Capacity building 

– KTE 



Research Streams 

1 

PHC support for healthy 
weight in families with 

young children 

 m-health obesity 
prevention 

intervention 

2 

PHC support for obese 
patients with low health 

literacy to achieve a more 
healthy weight 

Better 
Management of 

Weight in General 
Practice 

(BMWGP) trial 

3 

Implementation of 
evidence based guidelines 
for overweight and obesity 

in PHC 

GP referral for 
obesity 

Counterweight 
pilot studies 

Economic 
evaluation of 
support for 
implementation of 
guidelines 

 



Needs assessment 

Elizabeth Denney-Wilson 



This part of the workshop will examine 

• Sources of information 

• Identify groups at risk of obesity and obesity-related 

illness  

• Assessing the size and distribution of the problem in the 

community 

• Identify consequences of obesity in your community 

• Identifying available services and any barriers to service 

use 

• Identifying unanswered questions 









Prevalence of overweight and obesity 



Prevalence of overweight and obesity 



Prevalence of overweight and obesity 







Obesity by age, rurality and SES 



Obesity by age, rurality and SES 



Obesity by age, rurality and SES 



Obesity by age, rurality and SES 



What about children? 





Risk factors and morbidity 



Risk factors and morbidity 



Availability of health services 



Availability of health services 



Populations 

Services and programs 

Determinants 

of obesity 
Obesity Consequences 

of obesity 

Existing obesity priorities  

New obesity  

priorities  

and programs 

Source of information 

Academic & Grey literature  
Source of information   

Epidemiological Data 

Source of information  

Local information 

Source of information  

Service data (Hospital, GP 

Need assessment: sources of information 



Populations 

Services and programs 

Determinants 

of obesity 
Obesity:   

BMI, waist 

circumference 

Consequences 

of obesity 

Existing obesity priorities  

Evidence of 

effectiveness 

Physical 

inactivity 

Diet 

Age, 

ethnicity, 

culture, SES, 

health 

literacy 

Chronic disease, 

Hospital admission 

(LOS), 

Mortality 

Nutrition, 

Physical activity, 

Behavioural, 

Medical ,Surgical 

Physical and 

Social 

Environment 

Food availability 



Needs assessment: small group activity 

Think about your local area-or choose an ML that interests you 

Looking at the nhpa report and the prevalence of obesity: 

 

• what further information would you need to make decisions 

about obesity priorities? 

• what sources of information could you use? 

• what would you like to know about the health services 

available in your area? 

• what equity considerations might there be in your area? 



Setting priorities and strategies: Mark Harris 



Working from the needs assessment 

• What  does the needs assessment tell us about groups most 

vulnerable to obesity and its consequences?  

– Are there high risk population groups that are not being 

served?   

– Are there clear service gaps/ undersupply of services to 

meet needs? 

• What does service mapping tell us about access to high 

quality services across local areas, population groups?  

• Are needs and services matched? 

 

 



Deciding on a strategy 

Assess need 

• Comparison 
between local 
areas and 
between 
population 
groups (ethnicity, 
age group, SES) 

• Service mapping 

Will it work? 

• Effectiveness 

• Readiness, 

• Feasibility  

Engage of 
stakeholders 

• Resources 

• Barriers 

• Relationships 



Deciding on a strategy 

Need 

• Mismatch 
between 
patterns of 
obesity and 
service use 
between:         
-local areas or 
-between 
population 
groups 
(ethnicity, age 
group, SES) 

Will it work? 

• Evidence: 
What woks 

• Readiness: 
existing local 
health 
priorities, 
programs 

• Feasibility: 
resources 
(human and 
financial)  

Engagement of 
stakeholders 

• Communication: 
media, 
consultation,   

• Barriers: 
language, 
culture, 
economic 

• Relationships: 
partnerships,   

• Joint decision 
making 



http://www.thecommunityguide.org/obesity/index.html 



Needs Assessment 

Needs assessment identified a 

population group at risk of  

obesity, with evidence of high 

rates of complications and 

admissions. Highest obesity, 

diabetes and cardiovascular 

disease in migrant populations 

especially Arabic and Chinese 

speaking populations are in two 

local areas.  

Strategy 

For one strategy:- 

1. Review the evidence of what 

works? 

2. Can we modify existing local 

health programs or services 

or do we need something 

new? 

3. What is feasible to 

implement? 

4. Who do we need to engage 

and how? 

 

Case study discussion groups: 



Before implementing check: what is the likely 

impact of strategy 

 1. Goals: What is the strategy aiming to achieve?  

2. Effectiveness: Is there evidence it will work?  

3. What are the outcomes likely to be? 

4. How will it work? Will it work equally for all groups?  

5. Are there likely to be unanticipated consequences? 

 

Objectives 

• Evidence of 
effectiveness 

• Link to needs 

Activities 

• Reach 

• Implementation 
• Adoption 

Outcomes 

• Anticipated 

• Unanticipated 



Evaluation 

Catherine Spooner 

Evaluation that can determine what works, for whom & why 

based on the RE-AIM framework 



My question is: Are we making an impact? 



Background to RE-AIM 

Developed by Glasgow et al (1999) to determine the public 

health impact of health promotion interventions in real-

world settings  

 

“many characteristics that make an intervention 

efficacious (e.g., level of intensity of the intervention and 

whether it is designed for motivated, homogeneous 

populations) work against its being effective in more 

complex, less advantageous settings with less motivated 

patients and overworked staff.” (p. 1322) 

 



RE-AIM Evaluation Dimensions 

Dimension Definition Level 

Reach proportion of the target population that 

participated in the intervention 

Individual 

Efficacy success rate if implemented as in 

guidelines;  

defined as positive outcomes minus 

negative outcomes 

Individual 

Adoption proportion of settings, practices,  

and plans that will adopt this 

intervention 

Organisation 

Implementation extent to which the intervention is 

implemented as intended in the real 

world 

Organisation 

Maintenance extent to which a program is 

sustained over time 

Individual & 

Organisation 



Questions when evaluating programs & policies 

RE-AIM Dimension Questions 

Reach 

(Individual Level) 

What percent of potentially eligible participants a) were excluded, b) 

took part and c) how representative were they? 

Efficacy or Effectiveness  

(Individual Level) 

What impact did the intervention have on a) all participants who began 

the program; b) on process intermediate, and primary outcomes; and c) 

on both positive and negative (unintended), outcomes including quality 

of life? 

Adoption  

(Setting Level) 

What percent of settings and intervention agents within these settings 

(e.g., schools/educators, medical offices/physicians) a) were excluded, 

b) participated and c) how representative were they? 

Implementation  

(Setting/agent Level) 

To what extent were the various intervention components delivered as 

intended (in the protocol), especially when conducted by different (non-

research) staff members in applied settings? 

Maintenance  

(Individual Level) 

What were the long-term effects (minimum of 6-12 months following 

intervention)? b) What was the attrition rate; were drop-outs 

representative; and how did attrition impact conclusions about 

effectiveness? 

Maintenance  

(Setting Level)  

 

a) To what extent were different intervention components continued or 

institutionalised? b) How was the original program modified? 

Handout 



Questions – individual level 

Dimension Questions 

Reach What percent of potentially eligible participants  

a) were excluded 

b) took part and  

c) how representative were they? 

Efficacy or 

Effectiveness 

What impact did the intervention have on  

a) all participants who began the program 

b) on process, intermediate & primary outcomes 

c) on both positive & negative (unintended) outcomes 

including quality of life? 

Maintenance  a) What were the long-term effects following intervention? 

b) What was the attrition rate? 

c) Were drop-outs representative? 

d) How did attrition impact conclusions about effectiveness? 



Questions – Setting level 

Dimension Questions 

Adoption  a) What percent of settings and intervention agents 

within these settings (e.g. general practitioners) 

i. Did not participate 

ii. participated  

b) How representative were they? 

Implementation  To what extent were the various intervention 

components delivered as intended (in the protocol), 

especially when conducted by different (non-

research) staff members in applied settings? 

Maintenance  

 

a) To what extent were different intervention 

components continued or institutionalised?  

b) How was the original program modified? 



Putting it together 

• The ultimate impact of an intervention is due to its 

combined effects on 5 evaluative dimensions 

• It is not enough for an intervention to do well on one or 

two elements. To maximise overall impact, programs 

need to do well on all five elements 

• Relative importance (weight) of each dimension may 

vary depending on the specific intervention you are 

addressing 



Goal:  

to increase frequency and quality of obesity 

management in primary care using the 5As Team 

intervention to change provider behaviour 

Example: 



• Clinic-based multidisciplinary teams (RN/NP, mental 

health, dieticians) participate in biweekly learning 

collaborative sessions supported by internal and external 

practice facilitation 

• Learning collaboratives explore provider-identified 

barriers to effective weight management in primary care 

• 5As Team is supported for six months, then monitored  

The 5As Team Intervention 



Evaluation of 5As Team: Data sources 

• Provider-level intervention study 

– Collection of administrative data 

– Qualitative data collections: 

o Interviews and focus groups with providers 

oField notes, observation 

oLogs 

• Patient-level impact study: 

– Longitudinal cohort study 

– Qualitative interviews with patients 



Evaluation of 5As Team: Use of RE-AIM 

Domain Description Measure for patients Measure for providers 

Reach Degree to which target 

population is reached 

Number recruited Control/intervention groups 

Percent attrition Intervention attendance 

Patient characteristics Provider-chosen topics (subject 

appropriateness) 

Effectiveness Impact on study outcome SF 12 Number of weight management 

visits per FTE RN/PN BMI 

Self-reported efficacy 

Adaptation Organisational uptake Not applicable Repeat provider interviews 

Implementation Intervention implementation 

as intended 

Not applicable Learning collaborative 

Organisational by-in 

Practice facilitation 

Feedback loops 

Maintenance Can program outcomes be 
sustained over time? 

Longitudinal data collection 
(18 months) 

Longitudinal data collection (18 
months) 



Activity: 

• Intervention: Practice visits: 

– instruction in brief physical activity counselling  

– physical activity promotion resources (print materials and 

pedometers) 

• Evaluation study: 

– Process data (observation) 

– Pre- and post-intervention mailed GP survey 

– cross-sectional telephone survey in intervention 

community and a comparison community. 



Activity: Fill in the blanks 

  1 How did the authors use RE-AIM? 

  2 What else could they have done? 

Dimension Level Done Could have done 

Reach Individual 

Efficacy Individual 

Adoption Organisation 

Implementation Organisation 

Maintenance Individual 

Maintenance Organisation 



RE-AIM resources 

• Glasgow, R. E., Vogt, T. M., & Boles, S. M. (1999). 

Evaluating the public health impact of health promotion 

interventions: the RE-AIM framework. American Journal 

of Public Health, 89(9), 1322-1327. doi: 

10.2105/AJPH.89.9.1322 

http://ajph.aphapublications.org/doi/abs/10.2105/AJPH.8

9.9.1322  

 

• http://www.re-aim.hnfe.vt.edu  

http://ajph.aphapublications.org/doi/abs/10.2105/AJPH.89.9.1322
http://ajph.aphapublications.org/doi/abs/10.2105/AJPH.89.9.1322
http://ajph.aphapublications.org/doi/abs/10.2105/AJPH.89.9.1322
http://www.re-aim.hnfe.vt.edu/
http://www.re-aim.hnfe.vt.edu/
http://www.re-aim.hnfe.vt.edu/
http://www.re-aim.hnfe.vt.edu/


Conclusion, summary and what works! 

Nigel Stocks 

Aim 

An approach for developing and evaluating obesity 

management strategies that are tailored to needs at the 

practice and local level 

 



Summary 

 

1. Needs assessment 

2. Develop priorities and strategies tailored to the needs 

3. Evaluation 



Harvard School of Public Health 
 
• Families 

• Early Childcare 

• Infant feeding and meal time habits 

• Healthcare 

• Schools 

• Workplace 

• Healthy food environment 

• Health activity environment 

http://www.hsph.harvard.edu/obesity-prevention-source/obesity-prevention/healthcare/ 

http://www.hsph.harvard.edu/obesity-prevention-source/obesity-prevention/healthcare/
http://www.hsph.harvard.edu/obesity-prevention-source/obesity-prevention/healthcare/
http://www.hsph.harvard.edu/obesity-prevention-source/obesity-prevention/healthcare/
http://www.hsph.harvard.edu/obesity-prevention-source/obesity-prevention/healthcare/
http://www.hsph.harvard.edu/obesity-prevention-source/obesity-prevention/healthcare/
http://www.hsph.harvard.edu/obesity-prevention-source/obesity-prevention/healthcare/
http://www.hsph.harvard.edu/obesity-prevention-source/obesity-prevention/healthcare/
http://www.hsph.harvard.edu/obesity-prevention-source/obesity-prevention/healthcare/


Early Child Care 

• Serve age-appropriate and healthy beverages 

• Provide a varied and balanced diet that emphasizes 

minimally processed foods 

• Encourage healthy growth in children by keeping high-

calorie, low-nutrient foods out of child care 

• Encourage family involvement in healthy eating at the 

child care facility 

• Engage in conversations about healthy eating, including 

taking menu suggestions from parents consistent with 

healthy guidelines  

 

 



Infant feeding and meal time habits 

• Promote ideal and age-appropriate fluid intake among 

infants 

• Practice responsive feeding 

• Introduce complementary foods at the appropriate age 

• Encourage children to enjoy meals and regulate their 

own food intake 

•  Model healthy mealtime behaviours to children 

 



Healthcare 

1. Measure patients’ BMI percentile for age at every well-child visit for 

children ages 2 and older; for younger children, measure weight-

for-length percentile 

2. Counsel all patients and their families on healthy eating, physical 

activity, and healthy growth, regardless of current weight status  

3. Counsel all patients and their families to limit consumption of 

sugar-sweetened beverages and encourage other healthful eating 

behaviors 

4. Counsel all patients and their families to help children achieve 60 

minutes of moderate to vigorous physical activity per day  

5. Establish procedures for follow-up assessment (including 

laboratory tests), counselling, and treatment plans for children who 

are overweight or obese 

 

 



Schools 

•

•

•

•



Workplace 

• Adding food and fitness to worksite wellness 

 

• Giving incentives for healthy behaviour 

 

• Creating a healthy worksite food environment 

 

• Promoting physical activity at work 



Healthy food environment 

• Healthy food and beverage access 

 

• Improving food in the neighbourhood 

 

• Food marketing and labelling 

 

• Food pricing taxes and agricultural policy 

 

• Food assistance programs 

 



Healthy activity environment 

• Community design and active transport 

 

• Safe affordable and accessible physical activity 

 

• Mass media ad technology to encourage activity 



Example 1 

Cochrane review 2010 

Waters E, de Silva-Sanigorski A, Hall BJ, Brown T, Campbell KJ, Gao Y, 

Armstrong R, Prosser L, Summerbell CD. Interventions for preventing 

obesity in children. Cochrane Database of Systematic Reviews 2011, 

Issue 12. Art. No.: CD001871. DOI: 10.1002/14651858.CD001871.pub3 

 

Authors’ conclusions 

“We found strong evidence to support beneficial effects of child obesity 

prevention programmes on BMI, particularly for programmes targeted 

to children aged six to 12 years.”  

 



Example 1 cont. 

• school curriculum that includes healthy eating, physical activity and 

body image 

• increased sessions for physical activity and the development of 

fundamental movement skills throughout the school week 

• improvements in nutritional quality of the food supply in schools 

• environments and cultural practices that support children eating 

healthier foods and being active throughout each day 

• support for teachers and other staff to implement health promotion 

strategies and activities (e.g. professional development, capacity 

building activities) 

• parent support and home activities that encourage children to be 

more active, eat more nutritious foods and spend less time in screen 

based activities 

 



Example 1 cont. 

• However, study and evaluation designs need to be 

strengthened, and reporting extended to capture process 

and implementation factors, outcomes in relation to 

measures of equity, longer term outcomes, potential 

harms and costs. 

• Childhood obesity prevention research must now move 

towards identifying how effective intervention 

components can be embedded within health, education 

and care systems and achieve long term sustainable 

impacts.   

 



Example 2 – if we have time! 

Shaw KA, Gennat HC, O'Rourke P, Del Mar C. Exercise for overweight 

or obesity. Cochrane Database of Systematic Reviews 2006, Issue 4. 

Art. No.: CD003817. DOI: 10.1002/14651858.CD003817.pub3 

 

 

Authors' conclusions:  

“The results of this review support the use of exercise as a weight 

loss intervention, particularly when combined with dietary change. 

Exercise is associated with improved cardiovascular disease risk 

factors even if no weight is lost.”  

 

 



Examples of exercise weight lifestyle programs 

in Australia 



http://compare-phc.unsw.edu.au  

An evaluation form 

http://compare-phc.unsw.edu.au/
http://compare-phc.unsw.edu.au/
http://compare-phc.unsw.edu.au/
http://compare-phc.unsw.edu.au/

