
Pediatric Obesity Policy

The Danger of Skepticism

O BESITY-RELATED ILLNESSES are threatening the
health of US children. It is now time to build a
cohesive national policy that combats obesity

in children and adolescents. In this article, we suggest
principles for policy development based on barriers, pre-
cedents, knowledge available, and knowledge gaps.

Evidence repeatedly demonstrates the rising preva-
lence of obesity and obesity-related illnesses, with 30% of
US children having a body mass index higher than the 85th
percentile for their age.1-5 Although comprehensive data
are needed on the long-term effects of pediatric obesity on
health, it is known that more than two thirds of obese chil-
dren 10 years and older will become obese adults6 and that
obesity in young adults causes on average 5 to 20 years of
life lost.7 Obesity is also associated with a 36% increase in
inpatient and outpatient spending and a 77% increase in
medication use compared with expenditures for healthy-
weight individuals.8 Some people have expressed reluc-
tance to involve government or professional bodies in per-
sonal affairs pertaining to weight control.9 However, several
facts combine to make pediatric obesity a public health
priority that requires a concerted societal response. These
include the magnitude of the problem, the fact that chil-
dren cannot be fully responsible for their own health
choices, and the recognition that obesity reflects a com-
bination of genetic, behavioral, and environmental influ-
ences—together with society’s special obligation to pro-
tect and care for children.

BARRIERS

Embedded environmental and cultural issues pose sub-
stantial barriers to the development of public policy con-
cerning pediatric obesity. A major barrier is skepticism about
the potential for policies to create substantive change. Obe-
sity has increased despite past recommendations to en-
courage healthy eating and physical activity,10,11 so why
should new recommendations have a greater effect? Many
past recommendations have been limited by a primary fo-
cus on choices by individuals rather than on systematic
change11; comprehensivepublicpolicychangesmaybemore
efficacious. Another barrier to successful policy is the wide-
spread public perception that obesity is primarily due to
personal weakness. According to Lee and Oliver, Ameri-
cans need to agree that obesity is an epidemic and that the
recent increase in obesity cannot be the result of a “sud-
den upsurge in moral failure among Americans.”12(p26) They
further point out that public recognition of genetic and en-
vironmental factors as major contributors to obesity is an
important underpinning to policy development and is
“highly susceptible to change in the . . . public from elite

messages.”12(p26) Effective messages of this type would in-
crease public support for obesity-related public policy. A
separate report also underscores the importance of build-
ing public support for public policy.13

An additional barrier to effective obesity policy is the
“toxic” environment11(p18) in which advertising, super-
sizing, and the availability of unhealthy foods are perva-
sive and increasingly tempting for children and families.
A related barrier involves political and economic forces that
result in several industries benefiting from food consump-
tion and lobbying “to discourage governments from do-
ing anything to inhibit overeating.”14(p781) The resulting im-
balance between financial resources available to combat
obesity compared with the resources that encourage food
intake is staggering.14-16 Finally, a major barrier is the lack
of knowledge about programs that are clearly effective for
the prevention and/or treatment of pediatric obesity. Rec-
ognizing these barriers can shape the nature of policy and
help us to develop realistic strategies and goals but should
not preclude policy development and implementation.

PRECEDENTS

Programs designed to reduce the societal use of tobacco,
increase the use of seat belts, and prevent and treat hu-
man immunodeficiency virus infection can provide les-
sons that inform the development of policy for pediatric
obesity. These precedents are analogous to obesity be-
cause they involve the modification of behavior, environ-
mental pressures counteracting healthy behavior, the per-
ception of self-induced disease, and concern about
interference with personal freedom. Each has been mod-
erately or highly successful.17-19 In these precedents, progress
has been achieved through strategies that promote active
decisions (in which the individual chooses not to engage
in risky behavior); enable passive decisions (in which cir-
cumstances make it difficult to engage in risky behavior,
such as the prohibition of smoking in public areas, require-
ments for seat belts, or taxes on cigarettes); support the ac-
quisition of knowledge through basic, clinical, and trans-
lational research (eg, human immunodeficiency virus); and
use targeted, sophisticated social marketing. These public
health success stories have involved well-funded, multi-
pronged, coordinated, and sustained campaigns sup-
ported by a broad array of stakeholders.

KNOWLEDGE AVAILABLE
AND KNOWLEDGE GAPS

Policy can (and should) target and prioritize the acqui-
sition of knowledge about the prevention and treatment
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of pediatric obesity. Policy for pediatric obesity can be
thought of as a work in progress, based on best available
knowledge and recognizing that regular reevaluation of
policy will be necessary as more knowledge is gained. We
can now build implementation and dissemination policy
based on what we know, and we can target research policy
by identifying critical issues that we need to under-
stand.

For example, we know that pediatric obesity is highly
prevalent and likely to lead to serious morbidity and loss
of life. We know that the upswing in pediatric obesity
must involve environmental and cultural pressures be-
cause it cannot be fully explained by a change in the ge-
netic pool or in the moral fiber of America. We know that
nearly half of individuals aged 12 to 21 years in the United
States do not participate regularly in vigorous physical
activity.20 We know that US children and adolescents
spend considerable time in sedentary activities such as
watching television,21 that television advertising of food
to children influences food choice,22 and that reducing
the amount of time spent watching television can re-
duce weight gain.23 We know that food portions in the
marketplace have increased and now exceed federal stan-
dards.24 We know that there is a concerted mass appeal
of food advertising to even the youngest children, who
cannot distinguish entertainment from advertising.25 We
know that attendance in school physical education classes
has declined14,20 and that counseling by primary care phy-
sicians regarding the risks of obesity is often lacking.14,26

We know that third-party payers often do not provide
reimbursement for obesity-related evaluation and coun-
seling.27 We know that there is a plethora of misleading
claims for weight loss drugs, devices, and programs. We
know that the National Institutes of Health has pro-
vided guidelines for the treatment of obesity in adults but
not in children28 and that available guidelines for the treat-
ment of pediatric obesity by professional organizations
are often nonspecific. We know that examples of suc-
cessful programs exist but that rigorous evaluation and
replication to assess effectiveness are needed.

We do not know specific prevention or treatment
strategies that have sustained benefits in a broad spec-
trum of patient groups. We do not know how to trans-
late pediatric obesity programs that appear efficacious into
ones with broad effectiveness in a cost-effective man-
ner. We do not know the appropriate role of intensive
treatments (pharmacotherapy and bariatric surgery) in
pediatric populations. We do not know whether there
should be several strategies available to patient sub-
groups with different needs and/or beliefs, which meal
plans are most effective for children, which exercise pro-
grams are best, or how to apply data on adult obesity to
children. Moreover, despite great advances in recent years,
the basic biological characteristics of appetite, weight con-
trol, genetic susceptibility, environmental triggers, and
potential therapies remain elusive.

RECOMMENDATIONS

Therefore, on the basis of barriers, precedents, and avail-
able knowledge, we suggest the following principles for
policy development regarding pediatric obesity:

• Focus on both prevention and treatment of pediatric
obesity.

• Form a broad public and private partnership with a
coalition of stakeholders (including government,
third-party payers, professional organizations, indus-
try, advocacy groups, schools, and families).29

• Target and prioritize policy goals and the resulting
public messages.

• Build programs on what we know while acknowledg-
ing the unknown factors and supporting research to
address them in a prioritized manner.

• Ensure access to recommended programs regardless of
ability to pay.

• Build flexibility for future changes into policy recom-
mendations as knowledge is gained.

Several authors have offered policy recommenda-
tions for general or pediatric obesity.11,12,16,30,31 The follow-
ing recommendations are consistent with the principles de-
scribed and are feasible for action today:

1. Shape active decisions made by individuals
through increasing public awareness about pediatric obe-
sity. We suggest targeted messages that are evidence
based and likely to be effective, such as the following:
(1) Pediatric obesity is a disease that involves a genetic
predisposition, toxic environment, and behavior; (2)
Pediatric obesity puts your children at serious health
risks; and (3) More appropriate portion sizes, healthy
food choices, and moderate physical activity can pre-
vent obesity. This recommendation is based on the con-
cepts that “by identifying a looming evil . . . Americans
often organize movements demanding a response” and
“If supersizing a soft drink and fries begins to seem as
dangerous as lighting up a cigarette, a movement may
very well spring up.”13(p147) It is also consistent with prec-
edents for smoking and seat belts. Effective communi-
cation of these messages to shape active decisions re-
quires a well-funded, sophisticated media campaign
with a commitment of public and private resources.

2. Shape passive decisions with legislation and com-
munity-based rules. Such steps may be particularly effec-
tive because they do not require active decision making
based on perceived health and because they change com-
munity norms.31 Examples include banning television ad-
vertisements for unhealthy foods targeted to young chil-
dren,12,32 mandating healthy school lunch programs,12

prohibiting fast-food vendors from advertising in schools,33

requiring daily physical education classes in schools, and
instituting incentive programs to encourage consumers
to choose healthy foods.11

3. Designate obesity as a disease, in keeping with the
guidelines of the National Institutes of Health and major
organizations. Require third-party payers to reimburse
preventive-counseling and weight management pro-
grams for children, and convince third-party payers of
the cost-effective nature of these decisions.

4. Professional groups should incorporate obesity pre-
vention and treatment into their curricula for medical and
nursing schools, residencies, and postgraduate education.

5. Government groups should aggressively regulate
fraudulent and misleading claims by food, drug, and device
manufacturers regarding weight control.
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6. Develop concrete guidelines for obesity treatment
in children, as a parallel to the National Institutes of Health
guidelines for adults. Ensure that these guidelines ad-
dress intensive obesity treatments (pharmacotherapy and
bariatric surgery). Ad hoc initiatives involving intensive
treatments for minors are springing up.34-36 Without guide-
lines and requirements for institutional review board–
approved research protocols, practice is likely to evolve
in a manner that is not evidence based.

7. Develop and fund a targeted research agenda for
pediatric obesity, including basic research into the bio-
logical characteristics of appetite, weight control, and
differential susceptibility; clinical research on the effi-
cacy of specific prevention and treatment programs; trans-
lational research to move from efficacy to broad effec-
tiveness; and health services research. Treatments
considered effective and recommended in adults (eg, phar-
macotherapy and bariatric surgery)28,37 should be stud-
ied in children and adolescents.

We further suggest the formation of a national pe-
diatric obesity panel under the aegis of the National In-
stitutes of Health (Bethesda, Md), Centers for Disease Con-
trol and Prevention (Atlanta, Ga), or Institute of Medicine
(Washington, DC). Including representatives of major
stakeholders, the panel would shape policy, analyze the
best practices through rigorous evaluation, disseminate
information accrued, revise policy at regular intervals as
new knowledge is gained, and become a central trusted
voice.

Several efforts have recently been made to develop
programs and legislation that address pediatric obe-
sity.33,38 However, a cohesive policy, legislative frame-
work, coalition of stakeholders, and realistic funding are
necessary to enable progress and optimize success.
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