The high prevalence of obesity and overweight among children has led to a variety of theoretically -grounded interventions, each
which have varying degrees of effectiveness.

Childhood Obesity
Prevention Interventions: A Methodological Fact Sheet

Intervention
History
Prior to the 1970s, treatment
focus was on a weight reductionmodel…
In the early 1970s, evidence suggested that structured
lifestyle modification and behavioral strategies led to
reduction in body weight and reduced incidence of
rebound in weight gain.1 It wasn’t until the mid-1970s
that a more family-based approach emerges in the
prevention of childhood obesity. A family-based
approach sees parents as key players and includes
educating parents about behavioral
approaches. More recent literature
has suggested that specific
environmental characteristics may
be influential in determining
overweight.
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Basic Epidemiology:
Since 1980, obesity prevalence
among children and adolescents
has almost tripled.
Approximately 17% (12.5 million)
of children and adolescents aged
2-19 years are obese.10
In addition, rates of publications to
prevent obesity in school children
are dramatically increasing: 23
studies between 1990-2005, and
an additional 15 in 2006-2007.11

Lifestyle
Interventions:
Including healthy eating,
increase in physical activity,
reduction in sedentary
behaviors, behavior therapy,
social support and education for
diet and activity behaviors.
~Results are inconsistent and
short-term! 2

Theoretical Approaches
To Interventions:
Behavioral Approaches to Family-Based Healthy
Lifestyle Intervention: Involves training child and one
parent in self-monitoring, goal setting for eating and
physical activity; problem solving; behavioral
contracting; relapse prevention
Behavioral Approach to Family-Based Lifestyle plus
parent education: Involves education on parenting and
child management styles (i.e.- authoritative parenting
styles) to improve healthy lifestyle development.
Family Therapy- Rooted in family systems theory, it
emphasizes interactions between dynamic family
interaction patters and intervention strategies, rather
than just parent’s role. Includes dietary counseling and
medical checkups, brief family visits between 2-18
months reinforcing family resources, optimal
emotional climates for obese children, and
“restructuring the dysfunctional hierarchy of the
family” (Flodmark, 1993). 17
Family Therapy + Behaviorally-Oriented
Psychotherapy- hybrid of first three models; family
therapy group in addition to behaviorally based

Research Challenges
Despite the theoretical grounding of
most interventions, there has been a lack
of research testing the theoretical
frameworks informing interventions.
Further, short follow-up time, either
immediately following intervention or atmost three months post-intervention,
brings in questions of long-term
sustainability of effects found on
sedentary behavior and BMI.
Currently, there are no standardized
guidelines for sufficient follow-up
assessments.5 The lack of standardized
outcome measures (i.e.-heterogeneous
weight-related measures) and frequent
absence of proxy measures to support
BMI for measuring body fatness, such as
skin-fold thickness, limits the robustness
of these trials and makes a more
comprehensive picture harder to find.
Another major challenge to
interventions is the differential response
to interventions such that poorly
functioning families are less able to adapt
to change and adopt new approaches to
diet exercise. This differential response
has not been thoroughly researched.
Finally, the majority of studies
do not distinguish between types of
sedentary activity (i.e. computer,
television, etc.), which poses another
challenge to targeting interventions.

psycho-education intervention.

Racial and Ethnic Disparities and SES

There are significant racial and ethnic disparities in obesity prevalence among U.S. children and
adolescents. In 2007-2008, Hispanic boys, aged 2 to 19 years, were significantly more likely to be obese
than non-Hispanic white boys, and non-Hispanic black girls were significantly more likely to be obese than
non-Hispanic white girls.6
While some studies only recruited children from ethnic minorities, none assessed weight according
to ethnic minority status. Further, none included studies assessed by SES. One study (Plachta-Danielzik,
2007) demonstrated only high SES families showed reduced cumulative 4-year incidence of overweight in
children.7 These disparities highlight the need for greater emphasis on study population characteristics
beyond the individual level in order to design more effective interventions. Further, it has been suggested
that research on behavior change should focus on obesogenic environments and a recognition of “codependency of the success of prevention interventions upon a ‘paradigm shift in thinking’” (Brown, 2008).

How To Measure:

New Approaches

1.

Body Mass Index (kg/m2)
BMI%; BMI z-score; weight

2.

Minutes/day sedentary behavior

3.

Proxy weight related measures: fat
content, waist circumference,
cholesterol levels, skin-fold thickness

Built Environment Factors:
Children with access to recreational facilities and

While many school-based interventions have

programs within their communities and near homes

shown limited success in affecting the

are more active than children without these resources.

prevalence and incidence of childhood

Children are more likely to walk to school in

obesity, interventions rooted in community-

neighborhoods that have sidewalks than those that

based participatory research are garnering

don’t. 3

more attention based on successful trials that
engage community partners to develop and
administer relevant interventions. Some
programs target partnerships with community
and particularly faith-based organizations.
One such intervention, Shape Up Somerville,
successfully reduced BMI for participants by
working with school and community
members to develop and implement a multilevel intervention. The program implemented
components of the intervention in school
(improving school food services, after school
clubs), homes, and in community
environments (mapping safer routes to
encourage walking and biking to school). 16

Food options including the availability and type of
grocery stores and restaurants is another important
factor in the built environment contributing to
childhood obesity. One study found that greater
number of chain grocery stores were significantly
associated with lower BMI while greater availability
of convenience stores was significantly associated
with higher BMI. 4

Alternative Etiologies
It is commonly understood that excess energy intake (eating too many calories) and reduced energy output (not
getting enough physical activity) are the main causes of obesity. The sedentary lifestyle, and specifically TV
viewing greater than 2hours/day is associated with reduced physical and psychosocial health.7 In turn, sedentary
lifestyle may also lead to increased snacking and overall energy intake.8 Other researchers situate the etiology of
childhood obesity in the context of dysfunctional family dynamics, maintained through the development of an
unhealthy lifestyle. 9

In addition to a common understanding of the
etiology of childhood obesity, we are also all
familiar with its impacts. Obese children are
more likely than normal weight children to
maintain high body weight throughout
adulthood. In fact, over 50% of obese
adolescents become obese
children.12Childhood obesity is associated with
cardiovascular risk factors such as high blood pressure, high blood glucose levels, and abnormal blood lipid
levels. 13Further, adolescents who are obese tend to suffer from psychological perturbations, such as hostility,
depression, and low self-esteem. 14
The childhood obesity epidemic not only negatively impacts the children who suffer from its direct health
consequences, but its effects are also felt on the family, community, and society at large. Significant financial
costs exist to the individual, families, and society. 15 Further, the cost intensiveness of interventions to prevent
or reduce childhood obesity is also burdensome given the limited resource climate our public health system
currently is in. Finally, all too often our culture blames obese people, either the children themselves, the
family, or immediate school environment without contextualizing obesity as a systematic failure reflective of
our culture over sedentary lifestyle and overconsumption of high-calorie, processed foods.
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