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[M] List of community 
resources 

[H] List of community 
resources

[M] Waiting room 
pamphlets, etc.

[L] Risk identifed 
within episodic 

care 

[L] Screening for 
depression 

Expanded 
Services 

[M] Use EMR to 
plot growth

[M] Partner with 
workplaces

[L]Partner with 
community agencies 

Practice 
Initiatives

[M to H] Work with 
community and schools

[L] EMR tracking 
over time

Raising 
Awareness

Follow-up 
Management 

Identification and 
Initial Management 

[L] Provider 
education

[H] Routine visits for 
ongoing support

[M] Family support/
parent groups

[H] Group Program -
self-management 

[M] Peer-led self-
management groups 

[L] System navigation/ 
case managment 

3-12 Years

[L] Drop-in clinics

13-18 Years

[H] Group education 
for weight issues 

18+ Typical

18+ Medically 
Complex

[H] General messages 
on weight-growth-
health connection

[H] Screening 
within a wellness/
prevention visit  

[M] Drop-in clinics
(baby weighing, 
parental support)

[M] Risk identified 
within episodic 

care 

[H] Group Programs - 
healthy lifestyle (pre/

postnatal; parent; teen)

[L] Social and peer 
support 

[L] system 
navigation guide

[L] Ongoing support 
by practice

[H] Access to diet 
and physical 
activity specialists

[L] Integration with 
bariatric programs

[L] Access to 
team services 

[M] Increased 
access to mental 
health, diabetes,  

social work, 
chiropodist 

[L] Access to 
lactation specialist

[M to H] Provider 
education; care 

maps; team 
function

[M] Partner with public 
health;parent and baby 

groups  

[H] = High priority (ranked 1-5); [M] = Moderate priority(ranked 6-10); [L] = Limited priority (ranked >10th); EMR = electronic medical records

Pregnancy 
to 2 Years
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[H] List of community 
resources

[M] Waiting room 
pamphlets, etc.

[L] Risk identifed 
within episodic 

care 

[L] Screening for 
depression 

[M] Risk identified 
within episodic 

care 

[M] Drop-in clinics
(baby weighing, 
parental support)

Expanded 
Services 

[L] Access to 
lactation specialist

[M] Increased 
access to mental 
health, diabetes,  

social work, 
chiropodist 

[L] Access to 
team services 

[L] Integration with 
bariatric programs

[M] Partner with public 
health;parent and baby 

groups  

[M] Partner with 
workplaces

[L]Partner with 
community agencies 

Practice 
Initiatives

[L] EMR tracking 
over time

Raising 
Awareness

Follow-up 
Management 

Identification and 
Initial Management 

[H] Access to diet 
and physical 
activity specialists

[L] Provider 
education

[L] system 
navigation guide

[H] Routine visits for 
ongoing support

[M] Family support/
parent groups

[H] Group Program -
self-management 

[M] Peer-led self-
management groups 

[L] System navigation/ 
case managment 

[L] Ongoing support 
by practice

[L] Drop-in clinics

13-18 Years

[H] Group education 
for weight issues 

18+ Typical

18+ Medically 
Complex

[H] General messages 
on weight-growth-
health connection

[M] List of community 
resources 

[H] Screening 
within a wellness/
prevention visit  

[H] Group Programs - 
healthy lifestyle (pre/

postnatal; parent; teen)

[L] Social and peer 
support 

[M to H] Provider 
education; care 

maps; team 
function

[M] Use EMR to 
plot growth

[M to H] Work with 
community and schools

Pregnancy 
to 2 Years

[H] = High priority (ranked 1-5); [M] = Moderate priority(ranked 6-10); [L] = Limited priority (ranked >10th); EMR = electronic medical records

3-12 Years
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[M] List of community 
resources 

[M] Waiting room 
pamphlets, etc.

[L] Risk identifed 
within episodic 

care 

[L] Screening for 
depression 

[M] Risk identified 
within episodic 

care 

[M] Drop-in clinics
(baby weighing, 
parental support)

Expanded 
Services 

[L] Access to 
lactation specialist

[M] Increased 
access to mental 
health, diabetes,  

social work, 
chiropodist 

[L] Integration with 
bariatric programs

[M] Use EMR to 
plot growth

[M] Partner with public 
health;parent and baby 

groups  

[M] Partner with 
workplaces

[L]Partner with 
community agencies 

Practice 
Initiatives

[L] EMR tracking 
over time

Raising 
Awareness

Follow-up 
Management 

Identification and 
Initial Management 

[H] Access to diet 
and physical 
activity specialists

[L] Provider 
education

[L] system 
navigation guide

[H] Routine visits for 
ongoing support

[H] Group Program -
self-management 

[M] Peer-led self-
management groups 

[L] System navigation/ 
case managment 

[L] Ongoing support 
by practice

Pregnancy 
to 2 Years

3-12 Years [H] Group education 
for weight issues 

18+ Typical

18+ Medically 
Complex

[H] General messages 
on weight-growth-
health connection

[H] List of community 
resources

[H] Screening 
within a wellness/
prevention visit  

[L] Drop-in clinics

[H] Group Programs - 
healthy lifestyle (pre/

postnatal; parent; teen)

[M] Family support/
parent groups

[L] Social and peer 
support 

[L] Access to 
team services 

[M to H] Provider 
education; care 

maps; team 
function

[M to H] Work with 
community and schools

[H] = High priority (ranked 1-5); [M] = Moderate priority(ranked 6-10); [L] = Limited priority (ranked >10th); EMR = electronic medical records

13-18 Years



do
vi

ew
.c

om
 m

od
el

Expanded 
Services 

[M] Partner with public 
health;parent and baby 

groups  

Practice 
Initiatives

Raising 
Awareness

Follow-up 
Management 

Identification and 
Initial Management 

Pregnancy 
to 2 Years

3-12 Years

18+ Medically 
Complex

13-18 Years

[H] = High priority (ranked 1-5); [M] = Moderate priority (ranked 6-10); [L] = Limited priority (ranked >10th); EMR = electronic medical records

[M to H] Work with 
community and schools

[H] General messages 
on weight-growth-
health connection

[M] List of community 
resources 

[M] Drop-in clinics
(baby weighing, 
parental support)

[M] Risk identified 
within episodic 

care 

[L] Drop-in clinics

[L] Screening for 
depression 

[H] Group Programs - 
healthy lifestyle (pre/

postnatal; parent; teen)

[M] Family support/
parent groups

[H] Group Program -
self-management 

[L] Social and peer 
support 

[M] Peer-led self-
management groups 

[L] system 
navigation guide

[L] System navigation/ 
case managment 

[H] Routine visits for 
ongoing support

[H] Access to diet 
and physical 
activity specialists

[L] Access to 
lactation specialist

[M] Increased 
access to mental 
health, diabetes,  

social work, 
chiropodist 

[L] Access to 
team services 

[L] Provider 
education

[M] Use EMR to 
plot growth

[H] List of community 
resources

[M] Waiting room 
pamphlets, etc.

[H] Screening 
within a wellness/
prevention visit  

[L] Risk identifed 
within episodic 

care 

[H] Group education 
for weight issues 

[L] Ongoing support 
by practice

[L] Integration with 
bariatric programs

[M to H] Provider 
education; care 

maps; team 
function

[L] EMR tracking 
over time

[M] Partner with 
workplaces

[L]Partner with 
community agencies 

18+ Typical
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Expanded 
Services 

[M] Partner with public 
health;parent and baby 

groups  

Practice 
Initiatives

Raising 
Awareness

Follow-up 
Management 

Identification and 
Initial Management 

Pregnancy 
to 2 Years

3-12 Years

18+ Typical

13-18 Years

[H] = High priority (ranked 1-5); [M] = Moderate priority (ranked 6-10); [L] = Limited priority (ranked >10th); EMR = electronic medical records

[M to H] Work with 
community and schools

[M] Partner with 
workplaces

[H] General messages 
on weight-growth-
health connection

[M] List of community 
resources 

[M] Waiting room 
pamphlets, etc.

[H] Screening 
within a wellness/
prevention visit  

[M] Drop-in clinics
(baby weighing, 
parental support)

[M] Risk identified 
within episodic 

care 

[L] Risk identifed 
within episodic 

care 

[L] Drop-in clinics

[H] Group Programs - 
healthy lifestyle (pre/

postnatal; parent; teen)

[M] Family support/
parent groups

[H] Group education 
for weight issues 

[L] Social and peer 
support 

[L] system 
navigation guide

[L] Ongoing support 
by practice

[H] Access to diet 
and physical 
activity specialists

[L] Access to 
lactation specialist

[L] Access to 
team services 

[L] Integration with 
bariatric programs

[M to H] Provider 
education; care 

maps; team 
function

[M] Use EMR to 
plot growth

[H] List of community 
resources

[L] Screening for 
depression 

[H] Group Program -
self-management 

[M] Peer-led self-
management groups 

[H] Routine visits for 
ongoing support

[L] System navigation/ 
case managment 

[M] Increased 
access to mental 
health, diabetes,  

social work, 
chiropodist 

[L] Provider 
education

[L] EMR tracking 
over time

18+ Medically 
Complex

[L] Partner with 
community agencies 


