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Abstract
Background

Obesity is shaped by interacting biological, social, environmental, commercial, and cultural factors. Local
responses therefore require collaboration among people living with obesity and stakeholders from
multiple sectors. This study evaluated the process and early perceived outcomes of co-designing an
intersectoral learning community in a semi-rural region of Quebec, Canada.

Methods

A convergent mixed-methods design process evaluation was embedded in participatory action research.
Four co-design workshops were held between March and November 2025. Qualitative data comprised
participant observations, field notes, workshop transcripts, recordings, and materials produced during
the workshops. Two adapted questionnaires were administered two months after the final workshop.
Qualitative data were analyzed deductively using six conditions for effective partnership action;
questionnaire data were summarized descriptively. Findings were integrated through side-by-side
comparison and triangulation.

Results

Twenty-five people from civil society, healthcare, community, and municipal sectors participated in at
least one workshop; 21 completed both questionnaires (84%). Most respondents reported being able to
express their views and feeling heard, 95% for each, and 90.5% agreed that diverse perspectives were
represented. Participants described greater awareness of other sectors, local resources, and obesity as
a societal issue. Personas supported discussion across experiential, professional, community, and
institutional perspectives. However, participation varied by workshop format, several strategic sectors
remained underrepresented, and organizational decision-making authority was limited. 52% respondents
did not know whether integrated solutions had been developed, and 76% did not know whether partners
had changed their roles. Governance, dedicated resources, and sustainability remained unresolved.

Conclusions

The co-design process strengthened relational and cognitive foundations for intersectoral collaboration
but had not yet produced fully integrated collective action. Moving from dialogue to sustained action
requires strategic representation, explicit governance, shared leadership, dedicated resources, and
mechanisms for accountability and follow-up.

BACKGROUND
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Obesity is a chronic, complex, and multifactorial disease resulting from interactions among genetic,
biological, behavioral, environmental, social, commercial, and cultural factors[1]. In Canada, the
proportion of adults aged 18 years and older living with obesity increased from 20.6% in 2000—2001 to
29.5% in 2021[2]. In addition to affecting health and quality of life, obesity has major implications for
healthcare systems and society[3—5].

The evolving understanding of obesity has led to important changes in how the disease is
conceptualized and managed. In 2025, the Lancet Commission[6] proposed a revised framework
distinguishing clinical obesity, defined as a chronic disease in which excess adiposity has already
caused objective signs or symptoms of organ dysfunction or limitations in daily activities, from
preclinical obesity, characterized by excess adiposity associated with an increased risk of future disease
but without current clinical impairment. This framework emphasizes that obesity results from complex
biological, environmental, and societal processes rather than from a simple imbalance between energy
intake and expenditure, and supports a shift toward person-centered care focused on improving health
outcomes rather than weight alone[6]. Beyond its clinical implications, this framework reinforces the
need to address obesity through comprehensive approaches that consider its multiple determinants.

Because the healthcare system addresses only an estimated 20% of the determinants of health that
shape the health[7], a comprehensive, collaborative, and intersectoral approach involving other sectors
of society is essential to address the broader socioeconomic, environmental and commercial
determinants of health. Recognized since the Ottawa Charter (1986)[8] and central to the “Health in All
Policies approach”’[9], intersectoral action refers to actions undertaken jointly by different sectors to
improve health and equity. The World Health Organization (WHO) defines it as action undertaken by
sectors outside health, in partnership with the health sector, to influence health outcomes or their
determinants[10]. Beyond these determinants, weight stigma and discrimination, including in healthcare
settings, also increase morbidity and mortality risks among people living with obesity (PLWO)[11-14].
The complexity of obesity therefore requires collaboration between the healthcare system and other
sectors of society.

From this perspective, a partnership-based approach involving PLWO, healthcare professionals,
community organizations, municipalities, and other societal stakeholders can foster interventions that
are better adapted to local realities, more acceptable, and more sustainable[15]. A learning community,
defined as a collaborative group in which members engage in shared learning through reflection,
knowledge exchange, and collective problem-solving, represents a relevant mechanism for implementing
this approach at the local level[16]. By bringing together individuals with diverse experiences,
perspectives, and expertise, learning communities foster mutual learning, critical reflection on practices,
and the co-development of contextually relevant solutions[16]. Consistent with learning health systems
principles, a learning community mobilizes collectively generated knowledge to support the continuous
improvement of practices, organizations, and systems[17]. By fostering trust, recognizing different forms
of expertise, and promoting shared responsibility, it can support local stakeholders in developing and
implementing concrete solutions[16]. Among the participatory approaches relevant to this type of
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initiative, co-design plays a central role[16]. Co-design is a collaborative process in which people affected
by an issue contribute to understanding the problem and designing solutions by pooling their knowledge
and experiences[18].

In response to these challenges, the participatory research project COLLAB-INTER-360-Obesity[19] was
co-governed by a clinician-researcher (GL) and a citizen partner (LB) to address obesity-related issues
collaboratively in a semi-rural region of Quebec. The intervention aimed to co-design an intersectoral
learning community that brought together people from the healthcare, community, municipal, and civil
society sectors to develop concrete solutions tailored to the realities of PLWO before implementation.
The project was conducted in the Montmagny Regional County Municipality (RCM), Quebec, Canada, a
semi-rural area comprising 14 municipalities and 22,485 residents in 2021[20]. It was organized into
three phases: (1) a scoping review supplemented by a bibliometric analysis to identify the key
characteristics of intersectoral interventions[21, 22], (2) a qualitative study using semi-structured
interviews to better understand the local context and inform the development of the learning community,
and (3) co-design workshops to establish an intersectoral learning community.

Focusing on the third phase, this study aimed to evaluate the process and perceived outcomes of co-
designing an intersectoral learning community intended to support a local response to the needs of
PLWO in a semi-rural region of Quebec. By documenting participation conditions, the quality of
collaboration, the balancing of power relations, and the early relational, cognitive, and organizational
outcomes of the process, the study contributes to understanding the mechanisms that support the
implementation of public health interventions addressing the determinants of obesity. Although
conducted in one region, the study was designed to generate insights into collaborative mechanisms
and implementation conditions that may be relevant to other settings seeking to develop intersectoral
responses to obesity and other complex public health issues. The evaluation therefore focused not on
clinical or weight-related outcomes, but on the collaborative mechanisms required to develop collective
capacity for action around a complex chronic health issue.

METHODS
Study design and conceptual framework

This study used a convergent mixed-methods design[23] (QUAL + QUAN — INT) with a process
evaluation focus[24] within a participatory research approach[25, 26]. It aimed to document the process
of co-designing an intersectoral learning community and its perceived outcomes for collaboration
among stakeholders. A mixed-methods approach was used to capture complementary dimensions of
the process: participant observation, informed by ethnographic methods[27, 28] documented
interactions as they unfolded within the implementation context, while self-administered questionnaires
assessed participants’ retrospective perceptions of stakeholder engagement, the quality of participation
and co-design, and the outcomes of the process[29, 30]. Although data collection was temporally
staggered, the two components addressed the same process evaluation, neither informed the other, and
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they were analyzed separately before being integrated at the interpretation stage [23, 31]. Integration
involved triangulating findings across data sources to identify convergence, complementarity, and
tensions between observed processes and participants’ perceptions, thereby developing an integrated
understanding of the co-design process and its perceived outcomes.

The evaluation was guided by Bilodeau et al.'s analytical framework[32] for intersectoral collaboration,
which identifies six conditions associated with effective partnership action: (1) inclusion of diverse
perspectives on the situation, (2) early involvement of partners, (3) engagement of stakeholders in
negotiation and decision-making, (4) engagement of strategic and pivotal stakeholders, (5) balancing
power relations, and (6) co-design of collective action. The framework informed the observation grid,
adaptation of the questionnaires, coding of qualitative data, and integrated interpretation of the findings
(Table 1).

Table 1
Conditions for effective partnership action and evaluation questions[32]

Condition Evaluation question

Inclusion of diverse
perspectives on the situation

Early involvement of partners
Engagement of stakeholders
in negotiation and decision-

making

Engagement of strategic and
pivotal stakeholders

Balancing power relations

Co-design of collective action

Does the partnership include all relevant perspectives, including
those of stakeholders and people directly affected by the issue?

Do partners participate actively throughout the project, including
problem analysis, solution development, and implementation?

Are all partners involved in negotiations and able to influence
decisions?
Are the necessary stakeholders and resources mobilized (e.g.,

strategic stakeholders, expertise, and funding)?

Are measures in place to balance power among partners (e.qg.,
reciprocity, equity, and recognitiong)?

Do partnership arrangements support collective rather than sector-

specific action (e.g., combining knowledge, discussing differences,
and developing integrated solutions)?

Context and intervention

The intervention was developed within a participatory action research[25, 26] project designed to
establish an intersectoral learning community. Patient partners contributed throughout the co-design
process, bringing experiential knowledge to its development and iterative adaptation. It comprised four
co-design workshops held between March and November 2025 using an iterative and adaptive approach;
three workshops were held in person and one online. The design of the workshops was informed by the
principles and practical guidance outlined in the Learning Communities Handbook[16], which provides
recommendations for establishing and facilitating learning communities through iterative, participatory
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processes. Four members of the research team designed (LB, GL, AL'E, and BL) and facilitated (LB, GL,
AL'E) the workshops with support from a professional graphic facilitator (DDC).

The workshops used a range of participatory methods derived from social design approaches[33] to
foster collective creativity, dialogue among stakeholders, and the co-design of solutions. Each workshop
had a specific objective (Table 2) and used one or more participatory methods, including World Café[34-
36), personas[37-39] (Fig. 1), participatory validation[40—-42], future visioning[43—45], and backcasting[46,
47], to progressively support participant engagement, identify priority issues, co-design potential
solutions, and structure the learning community. Consistent with the iterative principles described in the
Learning Communities Handbook[16], the methods were selected to support a deliberate progression:
creating a trusting environment, identifying priority issues, generating solutions centered on those
affected, collectively validating proposals, and initiating the planning of governance and future action.
Although the workshop sequence was not directly derived from Bilodeau et al.'s framework[32], the
different stages of the co-design process provided opportunities to progressively support several
conditions associated with effective partnership action, including the inclusion and early involvement of
diverse stakeholders, participation in negotiation and decision-making, the engagement of strategic
stakeholders, and the co-design of collective action.

Before the first workshop, a member of the research team proposed a participation charter[48] outlining
principles intended to support respectful, equitable, and meaningful participation throughout the co-
design process. The charter was subsequently reviewed and validated by patient partners. It established
shared expectations regarding dialogue, recognition of diverse perspectives, and interactions among
participants and served as a common framework for the workshops. As part of the preparatory work,
particular attention was also given to the use of weight-inclusive and non-stigmatizing language.
Terminology used in the workshop materials, including the expression “people considered to be obese,’
was informed by recommendations from the Guide for Using Weight-Inclusive and Non-Stigmatizing
Language[49] and reviewed and validated by patient partners.

Between workshops, brief consultation meetings were conducted to support the iterative adaptation of
the co-design process. Members of the research team met with patient partners and selected key
stakeholders, generally for approximately 30 minutes by videoconference. They focused on practical
aspects of the intervention, including whether the previous workshop had met participants’ expectations,
possible adjustments to the format or content of subsequent workshops, and whether additional
individuals or sectors should be invited. Later in the process, similar consultations also informed
practical considerations related to the development of the governance framework. Their content was
used solely to adapt the intervention and was not included in the qualitative dataset or used in the
analysis or interpretation of workshop findings. Table 2 summarizes each stage of the process, and Box
1 describes the participatory methods used.
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Table 2

Timeline of the learning-community co-design process

Stages

Preparatory
activities

Workshop 1:
March 2025; in
person; 3 hours

Between
Workshops 1
and 2

Workshop 2:
May 2025; in
person; 3 hours

Workshop 3:
June 2025;
online; 2 hours

Between
Workshops 3
and 4

Workshop 4:

November 2025;

in person; 3
hours

Post workshop
continuation

Main objectives

Prepare the
process; support
participation

Initiate intersectoral
collaboration;
identify priority
issues

Adapt the process;
prepare the next
workshop

Strengthen
collaboration; map
stakeholders;
generate possible
solutions

Validate and refine
proposals from
Workshop 2

Refine the
governance
framework; prepare
the next workshop

Structure the
learning community

Support
sustainability

Methods

Preparatory
meetings; synthesis
of previous findings
and co-design
guidance

World Café

Meetings;
prioritization
questionnaire

Personas

Participatory
validation

Meetings

Future visioning

Backcasting

Steering committee

Key activities

Meetings with patient partners;
use of findings from Phases 1
and 2; drafting and validation of
the participation charter

Introductions and discussion of
mental health, weight stigma,
and access to resources

Meeting with patient partners;
consultations with nine key
stakeholders to inform the
adaptation of subsequent
workshops; prioritization
questionnaire; recruitment of
additional participants

Icebreaker; development of
responses to four personas;
mapping of stakeholders and
organizations

Review, refinement, and

validation of proposals;

involvement of strategic
stakeholders

Consultations with six key
stakeholders to refine the
governance framework and
inform the preparation of
Workshop 4; further recruitment

Discussion of governance and
shared vision; planning of actions
over six months, one year, and
two years

Formation of the steering
committee; first co-leadership
meeting; development of an
action plan

Box 1. Participatory methods used in the co-design process
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World Café

A participatory method that supports structured dialogue among stakeholders. It creates a
welcoming space for exchange, encourages exploration of shared questions, and brings together
diverse perspectives to generate collective ideas and foster change.

It was used to identify collectively the main issues experienced by PLWO.
Personas

Fictional but realistic narratives and representations of users developed from the literature, clinical
experience, and experiential knowledge contributed by patient partners. This approach supports a
person-centered perspective, empathy, idea generation, and participant engagement.

The four personas were co-developed in advance by patient partners and members of the research
team using experiential knowledge and evidence from the literature and clinical expertise. Patient
partners reviewed and validated the final personas, which were illustrated by a professional graphic
facilitator (DDC) before use in Workshop 2 (see Additional file 2). They were used to foster empathy
and generate solutions adapted to different realities.

Participatory validation

A method informed by member checking that enables participants to review, supplement, and
enrich findings produced collectively.

This step was intended both to strengthen the credibility of the proposals and to continue their co-
design.

Future visioning and backcasting

Approaches that help a group define a desired future collectively before identifying the conditions
and steps required to achieve it. They are particularly useful for structuring a collective process,
clarifying a shared direction, and translating a common vision into implementation steps.

They were used to structure governance and lay the groundwork for sustaining the learning
community.

Participants and recruitment

Participants from four sectors - civil society, healthcare, community and municipal - were recruited
through purposive and snowball sampling[50] to bring together diverse experiential, professional,
organizational, and place-based knowledge. Eligibility criteria were being aged 18 years or older, having
an interest in obesity-related issues, and belonging to one of the sectors targeted by the initiative. Initial
recruitment drew on the networks of the citizen partner who co-led the project (LB). Throughout the co-
design process, participants identified underrepresented sectors and helped recruit additional
stakeholders through snowball sampling[50] within their own networks. Variation in participation across
workshops was mainly related to scheduling constraints and difficulties traveling to the Montmagny
area. The strategy was intended not to achieve statistical representativeness, but to bring together
complementary perspectives that could support the co-design of intersectoral action.
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Data collection

Qualitative data

Qualitative data were collected through participant observation[27, 28] during the four workshops held in
March, May, June, and November 2025. Three members of the research team (BL, AT, and AS)
documented interactions, participation dynamics, power relations, co-design processes, and contextual
factors using an observation grid structured around the six conditions for effective partnership
action[32] (see Additional file 1). The full grid was used during the first three workshops; during the
fourth workshop, only the general observation sections were used, as the section specifically addressing
the six conditions for effective partnership action was not completed. Observations were supplemented
by field notes, audio and video recordings, workshop transcripts, and materials produced during the
workshops.

Quantitative data

Questionnaire development

Quantitative data were collected using two questionnaires adapted from Bilodeau et al.'s Diagnostic Tool
for Partnership Action[29] (18 items; see Additional file 3) and the Public and Patient Engagement
Evaluation Tool (PPEET)[30], developed by McMaster University (29 items; see Additional file 4). The
questionnaires documented participants' perceptions of stakeholder representation, the quality of
interactions, participation in decision-making, co-design, power relations, and the perceived outcomes of
the process[30, 32, 51].

The questionnaires were adapted to the context of the COLLAB-INTER-360-Obesity project[19] by
revising item wording, adding the response options “I don't know” and “I prefer not to answer,” and
including open-ended comment fields in which participants could explain their responses when relevant.
Response options varied by questionnaire and followed the scales used in the original instruments.

Questionnaire administration

The questionnaires were administered in January 2026, two months after the fourth workshop. Everyone
who had participated in at least one workshop was invited to complete both questionnaires in Google
Forms[52]. To support administration and promote a consistent understanding of the items, the research
team held three one-hour online sessions on Microsoft Teams[53] during which participants could
complete the questionnaires and ask questions as needed[29, 30, 51]. Those unable to attend received a
link to complete the questionnaires independently. Overall, 21 of the 25 eligible participants completed
both questionnaires (response rate: 84%). Responses were pseudonymized using a unique numerical
identifier assigned to each participant.
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Data analysis

Qualitative data

Qualitative data were analyzed using framework analysis[54] in NVivo 14[55]. The coding framework was
based on the six conditions for effective partnership action from Bilodeau's analytical framework[32].
Workshop transcripts, field notes, and observation grids were coded according to these six predefined
categories. All workshops were conducted in French, and qualitative materials were analyzed in their
original language. Workshop transcript excerpts selected for publication were translated into English
using DeepL[56] and reviewed by a member of the research team to ensure that their meaning was
preserved.

Quantitative data

Quantitative data were analyzed descriptively in Microsoft Excel[57] by a team member (MB) who had
not participated in the online questionnaire-completion sessions. Closed-ended responses were
summarized using frequencies and percentages. Open-ended questionnaire responses were analyzed by
MB using a simple content coding approach. All 21 participants responded to at least three of the seven
open-ended questions, yielding a total of 106 open-ended responses. Recurring ideas were grouped into
thematic categories and counted; more than one theme could be assigned to the same response.
Coding decisions were reviewed with GL and BL, and any disagreements were resolved by consensus.

Data integration

Qualitative and quantitative data were integrated after separate analyses using a triangulation
approach[23, 31]. Findings from observations, workshop transcripts, questionnaires, and open-ended
comments were compared to identify convergence, complementarity, and tensions across data sources.
These comparisons were conducted iteratively over several rounds of interpretation and were reviewed
and discussed by members (BL, MB, GL) of the research team to refine and validate the integrated
findings. Observation data primarily documented processes and interactions, whereas questionnaires
captured participants’ individual perceptions. Integration occurred at the interpretation stage by
examining how qualitative findings helped explain and contextualize patterns observed in the
guantitative data, and how participants’ quantitative assessments complemented or contrasted with the
processes documented qualitatively. Open-ended questionnaire responses were used to further
contextualize and qualify these comparisons. Through this iterative comparison across data sources,
related patterns were grouped into cross-cutting themes, providing a more comprehensive interpretation
of the co-design process and its perceived outcomes.

Researcher reflexivity and methodological rigor

BL, a student researcher supervised by the principal investigator (GL), held a dual role in the study. She
contributed to the design of the co-design workshops and was also involved in participant observation
and qualitative analysis. She did not have a formal facilitation role and intervened only occasionally for
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practical purposes. This positioning provided contextual understanding of the process but may also have
influenced her observations and interpretations, creating potential confirmation and interpretive biases.

Several procedures were used to strengthen qualitative rigor and reflexivity. Before data collection, the
three observers (BL, AT, and AS) discussed the observation grid and aligned their understanding of the
six conditions for effective partnership action, drawing on the literature and AT’s previous experience
with participant observation. BL conducted the initial deductive coding, which was subsequently
reviewed and discussed with AT, AS, and GL to refine interpretations and consider alternative
explanations. Triangulation across observation grids, field notes, workshop transcripts, recordings, and
workshop materials further supported the analysis.

To promote consistency in questionnaire administration, the same procedural information and
explanations were provided during each online completion session. Quantitative analyses were
conducted by MB, who had not participated in these sessions, and findings were subsequently reviewed
alongside the qualitative results by several members of the research team during integrated
interpretation.

Ethical considerations

This study was approved by the Research Ethics Board of the Centre hospitalier de I'Université de
Montréal (CHUM; MP-02-2024-11521, 23.307). Before participating in the co-design workshops, all
participants received detailed information about the study and provided written informed consent to
participate and for their data to be used for research purposes. Data used for analysis, including
guestionnaire responses, observation materials, and workshop transcripts, were de-identified. Audio and
video recordings, transcripts, questionnaires, and analytical databases were stored in a secure
environment in accordance with institutional procedures and were accessible only to authorized
members of the research team.

RESULTS

Participant characteristics and workshop attendance are first described to provide context for the
interpretation of the findings. The integrated analysis generated five cross-cutting themes: (1)
stakeholder diversity and representation (2) interaction and participation dynamics, (3) participation in
co-design, (4) perceived outcomes of the learning community, and (5) challenges identified by
participants. Together, these themes describe the collaboration process, the perceived outcomes of the
initiative, and the conditions requiring further development to support the transition from collective
learning to structured intersectoral action. Each theme was interpreted using the data sources most
relevant to the phenomena examined and their complementarity. Observations from the first three
workshops primarily documented the progressive development of collaboration, participation dynamics,
and co-design processes, whereas observations from the fourth workshop focused more specifically on
participants’ vision for the structure and sustainability of the learning community. Questionnaire data
complemented these observations by capturing participants’ perceptions of the initiative as a whole,
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particularly regarding stakeholder engagement, the quality of interactions, participation in decision
making, and perceived outcomes.

Participant characteristics and workshop attendance

A total of 25 distinct individuals participated in at least one of the four co-design workshops. Attendance
varied across workshops, with 18 participants attending Workshop 1, 16 attending Workshop 2, 7
attending Workshop 3, and 18 attending Workshop 4. Participants represented civil society, including
PLWO and citizen partners, as well as the healthcare, community, and municipal sectors (Table 3).
Eighteen participants lived in the Chaudiére-Appalaches region of Quebec, Canada, and seven came
from other regions of Quebec, Canada. Overall, 21 of the 25 eligible participants completed the two
questionnaires (84% response rate).

Table 3

Participant attendance by sector across co-design workshops Note: Counts
represent attendance at each workshop. The same participant may therefore
be represented in more than one column.

Sector Workshop1 Workshop2 Workshop3 Workshop 4
Civil society 7 7 1 7
Healthcare 5 7 3 7
Community 4 1 3 2

Municipal 2 1 0 2

Total 18 16 7 18

Stakeholder diversity and representation

Although the co-design process brought together stakeholders from four sectors, participants identified
remaining gaps in stakeholder representation. In the questionnaires, 38% respondents considered that
all essential stakeholders had been involved; 33% reported that additional stakeholders would have been
useful; 24% considered that some essential stakeholders had not been involved; and 5% did not know
(Fig. 2A). Participants particularly identified the education sector, local elected officials, the municipal
sector, and some community organizations as requiring greater representation.

The involvement of PLWO emerged as an important dimension of stakeholder diversity and
representation. Overall, 81% of respondents recognized the involvement of PLWO in the partnership and
their contribution to decision-making. This finding was consistent with workshop observations: PLWO
played an active role in the discussions, including by initiating some exchanges and grounding the
group's reflections in lived experience.

“I'l break the ice.” - Civil society participant, Workshop 1
Interaction and participation dynamics
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Questionnaire findings indicated that participants generally perceived the workshops as supportive of
participation and the expression of diverse viewpoints. Overall, 95% of respondents reported being able
to express their views, and 90.5% agreed or strongly agreed that diverse views were represented during
the workshops (Fig. 2B). In addition, 95% felt heard, and 81% considered that their social position had
not influenced how their views were considered. Several respondents described the workshops as safe
spaces that supported the expression of different perspectives:

“I found that our discussions always took place in a supportive environment characterized by active

listening. For me, it was a ‘safe space’.” - Municipal sector participant, PPEET questionnaire

The observations nevertheless qualified this overall perception. Although participants described a
climate conducive to discussion, participation varied by workshop, facilitation format, and group
composition. During the first workshop, some participants, particularly those from the healthcare sector
and PLWO, spoke more often, whereas others from the community and healthcare sectors were more
likely to listen. During the second workshop, participation became more evenly distributed, particularly
during small-group work with personas. During the third, online workshop, spontaneous participation
was more limited, and one participant left before the end. By contrast, the fourth workshop was
characterized by active participation across attendees and sectors, particularly during the activity to
envision the future learning community, which engaged the whole group. Some participants also
assumed leadership roles by proposing courses of action, responding to ideas, or sharing their vision for
the future learning community.

Observations from the final workshop also highlighted concerns about continuing the initiative. Several
participants questioned whether engagement could be sustained across stakeholders and whether the
ideas generated could be translated into concrete action.

“I don't think the local community has the capacity to take on another steering committee with additional
resources and tasks. That is one of my biggest concerns. | believe in the project - don't get me wrong -
and | find it very interesting, but | am really concerned about duplication. This is an important issue, so |
wanted to raise it as we discuss the structure.” - Municipal sector participant, Workshop 4

Divergent views were also expressed, particularly regarding weight stigma in healthcare and clinical
practice.

“I feel as though we are airing our dirty laundry and generalizing about family physicians when we
discuss weight stigma in healthcare. [...] It is not true that | should not raise it. We need to stop
stigmatizing.” - Healthcare sector participant, Workshop 1

In the questionnaires, 48% of respondents indicated that compromises could be reached, whereas 38%
did not know whether differences could be resolved.

Participation in co-design
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Participation in co-design occurred at several levels: preparing the workshops, framing problems and
courses of action, validating proposals, and envisioning the future learning community.

First, some participants contributed to framing the problems. The themes addressed in the first
workshop - mental health, weight stigma, and access to resources - had been prioritized using findings
from Phase 2. Participants considered these themes relevant.

“| see myself in all of these areas: stigma [...], access to resources [...], and mental health.” - Civil society
participant, Workshop 1

However, municipal-sector participants noted that the proposed themes did not include an
environmental dimension.

Co-design was also reflected in participants' ability to respond to the issues discussed by proposing
ideas, resources, and courses of action. The first workshop generated a range of proposals, some
general and others drawing on existing resources. The second workshop extended this work using
personas developed in advance by patient partners. A community-sector participant said that the
personas helped participants “better understand the problems” and “individualize a problem.”
Discussions around the personas also supported the sharing of experiential, professional, and
organizational knowledge. Participants identified a range of resources, including programs offered by the
Integrated Health and Social Services Centre, community organizations, body-image promotion
initiatives, and support services already available locally. These ideas were refined, expanded, or
validated during Workshop 3:

“Well, they have already been mentioned, but | had definitely been thinking along those lines: physical
activity, getting moving, and reducing isolation. Before you mentioned it, | had aqua fitness in mind, and |
can see that this was exactly what was proposed.” - Healthcare sector participant, Workshop 3

Participants also identified other local resources that could be engaged, including existing support
groups.

The co-design process continued as participants envisioned the future learning community. During
Workshop 4, they jointly developed actions to be undertaken within six months, one year, and two years.

“What role do we want to play at the community level? Is it our role to go door to door to raise
awareness, or should we engage the public health coordination team, managers, or a key steering
committee within the institution so that we can make them aware of our situation? We need to decide at
what level we want to act, with whom we want to work, and which issues bring us together. Are we
addressing all of these issues?” - Municipal sector participant, Workshop 4

The questionnaire findings reflected this progression. Just over half of respondents (52%) reported being
involved in defining problems and solutions. However, 43% indicated that they were mainly involved in
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implementation or in decisions whose direction had already been set. Only 38% felt that they occupied a
position that enabled them to make decisions or commit resources.

“| observe the interventions; | do not have decisions to make or actions to carry out. | am a [civil society
participant]. Some questions therefore do not apply to me.” - Civil society participant, Diagnostic Tool for
Partnership Action questionnaire

The questionnaires also indicated that co-design had begun but was not yet fully established. Most
respondents (67%) considered that all stakeholders were mobilizing their resources in the interests of
PLWO (Fig. 2C). In addition, 38% felt that workshop participants had worked together to co-design new,
integrated actions for PLWO.

By contrast, 52% of respondents did not know whether workshop participants had rallied around
integrated solutions that went beyond coordination among the different parties. Similarly, 76% did not
know whether participants had changed their roles to develop new solutions.

Perceived outcomes of the learning community

The perceived outcomes of the learning community were primarily related to engagement,
understanding, and satisfaction. Questionnaire respondents reported strong engagement with the
initiative: 95% indicated that they understood the project objectives (Fig. 3A), 81% considered that the
objectives had been achieved (Fig. 3B), and 90% were satisfied with their participation (Fig. 3C).

The workshops also improved participants' understanding of the roles, resources, and sectors involved
in the lives of PLWO. In the questionnaires, 81% of respondents reported feeling better informed about
the sectors and people that should be engaged to support PLWO throughout their life course.

“The project has helped change my perspective and my approach to this issue. | am bringing this new
perspective back to my team. | feel better equipped to positively influence my group of professionals.” -
Healthcare sector participant, PPEET questionnaire

Qualitative observations also suggested that participants' understanding of obesity evolved, with obesity
increasingly framed as a systemic and societal issue extending beyond the healthcare system.

“We need to realize that these are people perceived as having obesity, but it goes beyond that! [An
obesity science expert] shows that this is not only a healthcare-system issue; it is also related to how our
society lives. The healthcare sector does not bear all the responsibility.” - Municipal sector participant,
Workshop 2

This shift was accompanied by a desire to strengthen intersectoral collaboration. Several participants
emphasized the importance of better understanding available resources and developing collaboration
across sectors to improve the care pathways of PLWO.
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“I will say it again and again: | think it is in all of our interests to work together.” - Community sector
participant, Workshop 3

Some participants also described outcomes more directly related to practice and changes in
perspective. Over the course of the workshops, some accounts shifted from a focus on professional
roles toward the sharing of personal experiences that were contextualized and adapted to the group's
needs. In addition, a healthcare-sector participant reported that discussions during the first workshop
had led her to reconsider aspects of her clinical practice:

“I have thought a great deal about diagnosis, identification, and how we approach these issues in clinical
practice. [...] | made a point of taking a little more time to measure waist circumference, so it has
changed my practice somewhat.” - Healthcare sector participant, Workshop 2

Finally, strengths identified in the questionnaires included the diversity of perspectives and sectors (n =
11), the richness of the discussions and plurality of voices (n = 11), and the climate of openness, respect,
and nonjudgment (n =7).

Challenges identified by participants

Despite these positive outcomes, participants identified several challenges. The first concerned the
underrepresentation of some sectors. Observations and questionnaire responses suggested that the
education and municipal sectors, local elected officials, and some community organizations should be
more actively engaged. The education sector was identified as particularly important for prevention.

“That is why schools need to be involved in the community, to focus on prevention and establish healthy
habits early.” - Healthcare sector participant, Workshop 2

The second challenge concerned knowledge of available resources. Although participants identified
several resources during the workshops, these remained fragmented and unevenly known.

“| know about community action through my work at the [Integrated Health and Social Services Centre],
but | always wonder what | do not know. We do not make enough use of these resources because,
ultimately, we do not know them well enough.” - Healthcare sector participant, Workshop 1

The third challenge concerned the transition from dialogue to collective action. Overall, 52% of
respondents did not know whether integrated solutions had been developed, and 76% did not know
whether roles had changed. Suggested improvements in the questionnaire responses included
prioritizing actions (n = 3) and sharing information (n = 3).

Finally, the sustainability of the learning community was a concern. In the questionnaires, some
respondents identified a need for dedicated funding to implement and sustain the community (n = 2), as
well as more frequent activities (n = 4).
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“The sustainability of the project. | feel that, although the ideas raised are extremely relevant, supporting
such a project without a framework or budget for what comes next is, in a way, setting it up to fail.” -
Healthcare sector participant, PPEET questionnaire

The main challenge, therefore, was not participants' commitment to the process, but transforming a
valued space for dialogue into sustainable collective capacity supported by decision-making
mechanisms, resources, and clearly shared governance.

DISCUSSION
Summary of key findings

This study evaluated the process and early perceived outcomes of co-designing an intersectoral learning
community intended to support a local response to the needs of PLWO. The initiative brought together
people from different sectors and supported recognition of the experiential knowledge of PLWO in a
space perceived as safe and supportive. It primarily strengthened relationships among participants, their
understanding of other stakeholders' roles, resources, and perspectives, and their willingness to work
together. It also deepened understanding of obesity by highlighting its social, organizational, and place-
based dimensions. Participation nevertheless varied, and some sectors required for implementation
were absent or insufficiently engaged.

Preparatory and relationship-building work as a
prerequisite for engagement

Our findings suggest that participant engagement depended on preparatory and relationship-building
work that began before the workshops and continued throughout the process. Preparatory work with
PLWO, preliminary meetings with stakeholders, a participation charter, non-stigmatizing language,
structured facilitation, and a supportive climate created conditions in which experiential, professional,
and place-based knowledge could be expressed.

These findings are consistent with Bisson et al.[58], who suggest that patient-partner engagement
requires prior preparation, accessible language, involvement in decision-making, and teams that are
prepared to collaborate with patient partners. Jagosh et al.[59] identify trust as a central mechanism of
partner engagement. Rubino et al.[60] and Healy et al.[61] further show that, in contexts where stigma is
arisk, including obesity, respectful language can foster trust, communication, and the sharing of lived
experiences.

Our study shows how these conditions can transform the presence of participants from different sectors
into meaningful collaborative contributions by strengthening their legitimacy to contribute and
supporting a more balanced distribution of participation. Preparatory work helped create a space in
which experiences of stigma, the limitations of weight-centered approaches, and the broader
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determinants of obesity could be discussed collectively. Variation across workshops also showed that
participation depended on facilitation formats. Small-group work, structured instructions, and
participatory activities appeared to support a more equitable distribution of speaking opportunities.
Future initiatives should allocate time and resources to prepare participants, clarify expectations and
roles, recognize the value of different forms of knowledge, and establish processes that support
respectful and equitable participation.

Personas as a catalyst for intersectoral co-design

The use of personas[37-39] during the second workshop appeared to mark an important shift in the co-
design process. Grounded in scenarios informed by the experiences of PLWO, the personas helped move
discussions beyond general or sector-specific observations by contextualizing needs in relation to life
trajectories, stigma, access to resources, and social and place-based constraints. They also provided a
concrete basis for participants to recognize the roles, expertise, and constraints of other stakeholders
and to identify how these perspectives could complement one another. In this way, the exercise
appeared to support a shift from parallel contributions toward a more collective understanding of the
issues and an emerging capacity to envision joint action.

This finding extends observations from Dominello et al.[38], who found that personas can foster
empathy, contextualize user experiences, stimulate discussion, and support the development of user-
centered solutions. Valaitis et al.[62] further showed that persona-scenario methods used with multiple
stakeholder groups can help develop a shared understanding of complex interventions and bring
different stakeholder perspectives into dialogue. More recently, Dominello et al.[63] highlighted the
relational role of personas in providing a common basis for discussion, facilitating communication, and
supporting the development of shared, person-centered solutions among participants with different
experiences and roles.

In our study, personas appeared to serve an additional relational function within an intersectoral group by
connecting lived, professional, community, and institutional knowledge around concrete situations. Our
findings further suggest that the contribution of personas may depend partly on when they are
introduced in the co-design process. By the second workshop, participants had already met, exchanged
perspectives, and generated a range of possible solutions. The challenge was therefore less one of
generating ideas than of organizing them around the needs and circumstances of PLWO and identifying
how different actors could contribute. The personas provided a shared frame through which these
existing ideas could be structured, connected, and reconsidered from a person-centered perspective.
Their value may therefore lie not only in representing user needs, but also in providing a shared
object[64] around which diverse stakeholders can develop common language, recognize complementary
contributions, and begin to construct a basis for collective action.

Intersectoral collaboration requires strategic
representation and local grounding
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This study shows that intersectoral collaboration depended not only on the diversity of sectors
represented, but also on participants' ability to mobilize local knowledge, relationships, and resources.
The involvement of PLWO and stakeholders from the healthcare, community, and municipal sectors
enriched understanding of the problem and helped the group move beyond a response centered
primarily on healthcare and individual behavior. However, limited participation from some municipal and
community stakeholders, along with the absence of the education sector and local elected officials,
reduced opportunities to translate proposed courses of action into integrated initiatives.

Alderwick et al.[65] emphasize that involving people directly affected by an issue and members of the
community helps tailor interventions to local realities, whereas institutional leaders can mobilize
resources, address conflicts, and support decisions. Broader representation alone, however, does not
ensure partnership effectiveness. Super et al.[66] show that decision-makers should be joined by
managers and frontline stakeholders who can translate broad project directions into the practices of
partner institutions and organizations. Bernstein et al.[67] recommend mapping stakeholders according
to their relationships, support for the initiative, and role in implementation rather than sectoral affiliation
alone.

Our findings therefore highlight a gap between the richness of the perspectives brought together and the
group's capacity to authorize, fund, or implement the proposed solutions. Representation should be
considered in terms of the functions required for action, not only the sectors to be represented. Future
initiatives would benefit from mapping, from the outset, the stakeholders needed to understand the
problem, make decisions, implement actions, and sustain them, and then reassessing their engagement
throughout the process.

Moving from dialogue to action through explicit
governance and dedicated resources

The engagement conditions, participatory methods, and diversity of knowledge described above created
a strong foundation for co-design. Translating this foundation into action, however, also requires explicit
organizational mechanisms - including decision-making processes, allocation of responsibilities, and
dedicated resources - that had not yet been clearly defined in this study. This finding is consistent with
the literature on intersectoral partnerships.

Corbin et al.[68] emphasize that such partnerships require not only a shared vision, but also appropriate
governance structures and sufficient human and financial resources. Grootjans et al.[69] similarly show
that collective capacity for action depends on shared objectives, facilitative leadership, and
accountability mechanisms.

Our findings therefore show that the presence of several conditions favorable to co-design is not
sufficient to generate collective capacity for action. The time available may have been insufficient to
formalize governance and engage additional stakeholders who could commit their organizations to
implementation. The initiative was still driven mainly by the research and community sectors, without
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sufficiently established intersectoral governance to support shared leadership. Continuing this type of
initiative requires beginning this structuring work earlier, prioritizing a limited number of actions,
clarifying the responsibilities of participating organizations, and establishing shared monitoring
mechanisms.

Strengths and limitations

This study has several strengths, including its grounding in participatory research, the active involvement
of PLWO, use of an explicit theoretical framework for partnership action, and triangulation of multiple
qualitative and quantitative data sources. Another strength was the deliberate alignment and adaptation
of participatory methods with the objectives of successive stages of the co-design process, allowing the
approach to evolve in response to emerging needs and the development of collaboration within the
group. It therefore provides a detailed account of the conditions involved in implementing intersectoral
collaboration around a complex public health issue.

Several limitations should also be acknowledged. First, the study was conducted in one semi-rural RCM,
which limits the direct transferability of the findings to other settings. Transferability instead depends on
the detailed description of the context, collaboration mechanisms, and implementation conditions.
Second, participation varied across workshops, particularly during the online workshop, which may have
influenced co-design dynamics. Third, the questionnaires measured participants' perceptions and may
have been affected by social desirability bias or by greater engagement among respondents. Fourth, the
evaluation focused on the early development of the learning community and could not determine
whether the observed outcomes would translate into sustainable action. Fifth, the research team's dual
role in facilitation and evaluation enriched the participatory process but required explicit reflexivity when
interpreting the data.

Implications for public health practice

The findings suggest that learning communities can support responses to complex chronic health
issues such as obesity when their purpose is to build shared understanding, connect fragmented
resources, and prepare for intersectoral action. To produce lasting effects, however, these communities
require preparatory work that supports participant engagement, a shared vision among stakeholders,
strategic engagement of local actors, participatory methods adapted to the group's evolution, and
explicit governance that clarifies responsibilities, mobilizes the resources required, and ensures follow-
up on agreed actions.

CONCLUSION

This study shows that an intersectoral learning community co-designed with PLWO and local
stakeholders from multiple sectors is a promising approach for supporting a local response to a
complex public health challenge. Beyond creating a space for dialogue, it can foster the gradual
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development of shared understanding, recognition of complementary forms of knowledge, and
conditions conducive to collective action. However, this progression does not automatically lead to
integrated action, which also requires strategic representation, explicit governance, dedicated resources,
and shared leadership. The study therefore helps clarify the conditions required to transform a
participatory process into sustainable intersectoral collaboration, while also identifying lessons that
extend beyond obesity.
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Figure 1

Example of a persona used during the second co-design workshop.
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Figure 2

Participant perceptions of partnership conditions. Panel A shows perceived stakeholder involvement;
Panel B shows agreement that diverse viewpoints were represented during the workshops; Panel C

shows perceived alignment of partners' interests. Values are percentages with counts in parentheses (n
=21). PLWO, people living with obesity.
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Figure 3

Participant-reported project experience. Panel A shows participants’ understanding of the project
objectives; Pane B shows perceived achievement of the objectives; and Panel C shows satisfaction with
participation. Values are percentages with counts in parentheses (n = 21).
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