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Childhood Obesity
What It Means for Physicians
Risa Lavizzo-Mourey, MD, MBA

AN EPIDEMIC OF CHILDHOOD OBESITY AND OVER-
weight, to which social, economic, and human be-
haviors have contributed, threatens long-term
medical, psychosocial, and financial conse-

quences beyond US society’s current capacity to respond.
How the epidemic is controlled will be about the art and
practice of social and behavioral change as well as the art
and science of medicine. Missing from much of the public
discussion is what the epidemic means to medical practice
and the role of physicians as agents of prevention and change.

Practicing physicians are familiar with the increasing num-
ber of obese and overweight adults living with multiple and
chronic illnesses, requiring complex and expensive care, and
dying prematurely. The epidemic’s clinical effects are now
evident in younger patients with diabetes, cardiovascular
disease, hypertension, and hyperlipidemia.

In addressing this disturbing trend and preventing its
spread, physicians are challenged to look to the broader en-
vironment. Successful treatment will require improving the
health of individual patients and the larger community. For
physicians, this means reviving their traditional role as trusted
advocates for good health of the public.

The Childhood Obesity Epidemic:
Prevalence and Impact
Current evidence indicates a worst-case trend. In just over
a generation, rates of overweight have approximately tripled
among preschoolers and adolescents, and quadrupled among
children aged 6 to 11 years.1 Ogden et al2 reported that over-
weight among children and adolescents increased signifi-
cantly between 1999 (13.9%) and 2004, when 17.1% of all
children and adolescents in the United States were over-
weight.

Overweight and obesity are having adverse effects on the
health and well being of young individuals that persist into
adulthood. For example, type 2 diabetes mellitus, once re-
ferred to as adult-onset diabetes, represented up to 45% of
new pediatric cases in 2000 compared with 4% prior to
19903,4 and is now occurring increasingly among African
American, Hispanic, Asian, and American Indian adoles-
cents. Weight-related hypertension, hyperlipidemia, sleep
disorders, and orthopedic problems are now within the prov-

ince of pediatric practice. Cardiovascular disease, the lead-
ing cause of death in the United States, is now manifesting
in childhood.5,6 Severely obese children reportedly have simi-
lar, low health-related quality of life as children diagnosed
with cancer and receiving chemotherapy.7

Even if overweight children escape such health problems
in their youth, they are more likely than other children to be-
come overweight adults with a greater life long risk of weight-
related disease.8 In fact, adiposity in youth remains a signifi-
cant early risk factor for adult morbidity and mortality.9

Children in certain demographic subsets are particu-
larly vulnerable to overweight and its adverse health ef-
fects. For example, among African American adolescents,
18.7% of males and 23.6% of females have a body mass in-
dex (BMI) at or above the 95th percentile. Comparable fig-
ures for Mexican American male and female adolescents are
24.7% and 19.9%, respectively.3 Children whose parents have
lower levels of education and household income are also more
likely to be overweight.10

These disparities in obesity and overweight add to the
health care burden of populations already disproportion-
ately uninsured and experiencing disparities in care.

Obesity and the Health Care System
The dramatic increase in obesity among youth has serious
implications for families, the health care sector, and soci-
ety. One projection suggests that when today’s children be-
come grandparents, the average patient older than 70 years
will far more likely be obese—needing assistance bathing,
dressing, toileting, transferring from a chair, and, ironi-
cally, eating.11 These scenarios will become the future un-
less treatment and prevention occur soon.

The implications for clinicians are profound. Today’s child-
hood obesity epidemic means more patients will become se-
riously ill earlier in life with complex, time-consuming, and
expensive comorbidities that are difficult to manage. These
patients will live with more illness and die younger than their
nonobese counterparts, using a significant share of medi-
cal resources.

The direct medical costs attributable to overweight and
obesity account for slightly more than 9% of all US health
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expenditures.12 Federal officials estimated the direct and in-
direct costs of the epidemic at approximately $117 billion
in 2000.13 These expenditures can be expected to increase
along with the number of overweight and obese children
who will likely become overweight and obese adults with
chronic, severe illnesses.

Responding Through Medical Practice
and Environmental Change
During the past century, physicians and public health pro-
fessionals have found that a mix of comprehensive medical
and community interventions provide significant protec-
tions and benefit to the health of the public. They include
community-wide campaigns, school-based interventions,
mass media strategies, and legal and regulatory changes.14

The success of the antitobacco movement provides valu-
able insight. In 1965, more than 42% of individuals in the
United States smoked cigarettes. By 2005, that number de-
creased to less than 21%.15 During those 40 years, organi-
zations and individuals from across the social spectrum cre-
ated and implemented evidence-based programs to help
smokers quit. They also advocated for effective environ-
mental measures to prevent and reduce tobacco use (eg,
higher taxes on tobacco products, smoke-free workplaces,
and counteradvertising).

With obese and overweight patients, physicians must like-
wise take a dual approach, treating both individual pa-
tients and the current complex environment. Clinicians car-
ing for children and adolescents can best reach youth directly
through clinical practice. The Institute of Medicine recom-
mends “an ecological model” for public health interven-
tions that views the individual patient “within a larger con-
text of family, community, and society.”16 Community
context is so critical to the health of individual patients that
physician intervention with the community at large is nec-
essary.

Physicians are uniquely positioned to apply the Institute
of Medicine recommendations to childhood obesity. To-
day among US residents, confidence in public officials is pre-
cipitously low, but the majority of individuals trust their phy-
sicians.17 Decision makers and the public listen when
physicians and professional medical organizations speak out
and take action.

Physician action begins in the examination room. Mea-
suring patient BMI at every well-child visit is essential, along
with evidence-based assessment, treatment, and preven-
tion strategies, which may include18 (1) assessing dietary pat-
terns and lifestyle issues, environmental and social sup-
ports and barriers, and the patient’s self-efficacy and readiness
to change; (2) following a staged approach to weight man-
agement with diet and physical activity, family counseling,
and regular follow-up aimed at keeping child and adoles-
cent BMI within a healthy range; and (3) educating fami-
lies about energy-dense foods and sweetened beverages, pre-
scribing at least 60 minutes of moderate physical activity a

day for all family members, and limiting child and adoles-
cent daily “screen time” to less than 2 hours a day.

Treating the Community at Large
However, physician action must extend beyond the exami-
nation room. Both the Chronic Care Model and the Seattle-
based Improving Chronic Illness Care rely on health care part-
nering with the community to benefit patients with chronic
conditions and to advocate for policies to improve care.19 The
Institute for Healthcare Improvement reports that improv-
ing the health of the population requires health care organi-
zations to form alliances and partnerships with state pro-
grams, local agencies, schools, faith-based organizations,
businesses, and clubs.20 Moreover, the Institute of Medi-
cine’s ecological model offers a framework for physicians to
leverage their clinical interventions in the examination room
by intervening in the patient’s larger world for improve-
ments in child and adolescent health that will improve the
overall community’s health status by (1) demanding that all
food available in schools meet US Department of Agricul-
ture nutrition guidelines; (2) requiring daily physical edu-
cation and active recess for grades kindergarten through 12
and promoting school nutrition and exercise; (3) helping
parents and kids organize energy-burning “walking school
buses” along safe routes; (4) campaigning for sidewalks,
playgrounds, bike paths, and recreational facilities, particu-
larly in low-income and underserved communities; (5) ad-
vocating the elimination of advertising of unhealthy foods to
children; (6) calling for adequate numbers of supermarkets
in low-income neighborhoods, thereby increasing access to
affordable produce; (7) insisting that local hospitals elimi-
nate fast-food outlets, just as they ban smoking; and (8) ad-
vocating healthy lifestyles and healthy communities using
public venues.16

Current Successful Environmental Interventions
Several programs changing the food and physical activity
environment (including 3 supported by the Robert Wood
Johnson Foundation) also complement physician interven-
tions at the local, state, and national levels. Without pro-
grams such these, physicians alone will not stop the progress
of the epidemic and without the voice of physicians, these
programs will not achieve their potential.

The Food Trust. The Food Trust in Philadelphia, Penn-
sylvania, began by teaching disadvantaged children about
nutrition. Today its mission extends to research into the en-
vironmental factors of obesity and overweight, as well as en-
vironmental interventions. Because of supporting data from
The Food Trust, Philadelphia now bans soda from every pub-
lic school (kindergarten-grade 12) in the city. The Food Trust
also successfully documented connections between poor city
neighborhoods, poor access to healthy foods, and poor health
outcomes. Armed with these findings, it partnered with 2
other groups and the state in supporting the Pennsylvania
Fresh Food Financing Initiative to increase the number of
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supermarkets in underserved communities. Eleven super-
market projects have been funded in 2 years. The Robert
Wood Johnson Foundation is working with The Food Trust
to replicate these efforts in other states.

Arkansas Center for Health Improvement. In Arkan-
sas, state legislation passed in 2003 mandated a number of
environmental measures, including banning access to vend-
ing machines in elementary schools, developing standards
for improving nutrition and increasing physical activity in
kindergarten through grade 12, and confidentially measur-
ing and reporting students’ BMI to parents.

The Arkansas Center for Health Improvement, working
with policy makers and school personnel, collects and tracks
each student’s BMI.21 At the same time, schools supply par-
ents with instructive guidance on nutrition and physical ac-
tivity. Three years after this program began, the prevalence
of overweight Arkansas youth decreased from 20.9% to
20.4%.21 Six other states now require schools to measure each
student’s BMI.22

Alliance for a Healthier Generation. The Alliance for a
Healthier Generation, a joint initiative of the American Heart
Association and the William J. Clinton Foundation, is an
increasingly influential national player. In 2006, the alli-
ance created the Healthy Schools Program to help schools
set and implement standards for nutrition, physical activ-
ity, and staff wellness. The program started with 230 pilot
schools in 13 states and more than 900 schools signed up
to use the program’s online tools. In its first year, the pro-
gram reached approximately 750 000 students and is pro-
viding further evidence that school-based interventions are
a powerful tool for reaching large numbers of at-risk youth.

The alliance also convinced key food and beverage com-
panies, including Campbell Soup, Coca-Cola, Dannon, Kraft,
Mars, and PepsiCo, to institute new, healthier guidelines for
the snacks and beverages they sell in schools. These ground-
breaking agreements represent a welcome reversal of the in-
dustry’s long resistance to change and are important first
steps in creating healthier schools.

Conclusions
The Institute of Medicine has appropriately called for a na-
tional campaign to abate the spreading epidemic of child-
hood obesity. Although actions by local nonprofit organi-
zations, select states, and influential public leaders are
encouraging, current efforts are isolated, fragmented, and
uncoordinated. A more efficient and unified effort is re-
quired, with coordinated individual and population inter-
ventions, strong research and measurement, and develop-
ment of replicable models. Sustainable professional, public,
corporate, nonprofit, and philanthropic resources are needed
on a large scale to match the scope of the problem. More-
over, individual physicians, county and state medical soci-
eties, and national medical specialty associations now have
the opportunity, the means, and the rationale to champion

the environmental and social changes that are necessary to
alter the daily eating, exercise, and lifestyle choices made
by children and adults across the United States. This re-
quires greater awareness by physicians that the commu-
nity itself is as much a patient in need as the individuals and
families in the examination room.
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