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Childhood Obesity – Statistics, Causes and Preventions.

Obesity has become a growing issue with the current generation of school children and their parents, and research over the past 20 years has identified its occurrence and tracked its rapid increase and consequences in many developed countries. This essay will consider three aspects of obesity: the evidence for its rapid growth; its underlying causes, and measures to reduce its occurrence.

Obesity is measured by the Body Mass Index (BMI). This a mathematical formula by which a person’s weight in kilograms is divided by their height in centimetres squared. The BMI number is then compared to a table (Table 1), which indicates four categories, namely - underweight, healthy, overweight, obese. 
For example;
· A BMI of less than 18.5 kg/cm2 is defined as underweight.
· A BMI of 19 to 24.9 kg/cm2 is defined as a healthy weight.
· A BMI of 25 to 29 kg/cm2 is defined as overweight. This indicates that it would be wise to lose some weight for health’s sake, or at least attempt to prevent any further weight gain.
· A BMI of over 30 kg/cm2 is defined as obese, which means a health risk, and losing weight is highly advised.

(NHS, 2016)
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Image taken from Blue Health Advantage (2014).
Table 1 – Table showing average percentage of adult overweight and obesity trends from 2003-2014.

In 2002, the World Health Organisation declared that obesity had reached pandemic proportions by stating “obesity is a pandemic that constitutes one of the leading future threats to public health”. Indeed, obesity is one of the main risk factors in the development of chronic and life-threatening conditions such as diabetes, cardiovascular disease, coronary heart disease, stroke, and some forms of cancer. A National Health Service study (2017) concluded that “high BMI contributed to 4 million deaths in 2015” worldwide. Furthermore, results from the same paper concluded that cardiovascular disease and diabetes were the two leading causes of death across the world, with cardiovascular disease resulting in 2.7 million deaths worldwide, and diabetes causing 0.6 million deaths. These statistics indicate that the rise of obesity worldwide is contributing to a rise in obesity-related deaths.

Obesity levels in Britain are the fifth highest at 27% compared with the other countries shown in Table 2. The country with the highest obesity levels at 38% is the United States. These statistics are of great concern, with the Chief Medical Officer of the Department of Health in the UK (2002) stating that “curbing the epidemic is one of the biggest public health challenges of the new century”. A report published by the Organisation for Economic Co-operation Development (OECD, 2017) stated that levels of obesity within the UK have risen by 92% over the last two decades, whereas in the USA, they have risen by 65%.
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Table taken from NHS Digital (2018)
Table 2 – Graph showing obesity statistics from all countries.

According to the Chief Medical Officer (CMO, 2002), obesity has been rising in Britain to “epidemic” levels since the early 1990s, and by 2002, between 20% and 25% of adults in the UK were obese. More recent statistics published by the National Health Service (NHS, 2018) show that the number of obese adults has increased from 15% to 26% since 1993, an increase of 11%.  Baker (2018) indicated that 61.4% of all adults in the UK are overweight or obese, indicating that obesity is dramatically on the rise. The obesity increase in adults is mirrored by obesity in their children.  Flynn et. al (2006) noted that within a decade, the number of obese children in industrialised countries has increased from fivefold to tenfold, with research indicating that obese children are more likely to become obese adults (Wyatt et al, 2006). In England, 9.6% of reception aged children (age 4-5) are obese, and 13.0% are overweight (Baker, 2018). According to the Child Measurement Programme for Wales 2015/16 (Bailey, 2017), 11.7% of children aged 4-5 are obese, and 14.5% are overweight. The total of all overweight and obese children in Wales is 26.2%; 3.6% higher than in England. 

The causes of children’s obesity are many and varied, ranging from unhealthy diets, parental influences, lack of physical activity, and hereditary factors. The most comprehensive scientific study carried out by the Government Office for Science on obesity is the Foresight Project on ‘Tackling Obesities’, published in 2007 (Butland et al, 2007).   It concluded that “the current prevalence of obesity in the UK population is primarily caused by people’s latent biological susceptibility interacting with a changing environment that includes more sedentary lifestyles and increased dietary abundance”. In simple terms, the causes relate to two main factors, namely eating too much highly processed food and exercising too little. The ‘Child Obesity in Wales’ report stated that ‘it is predicted that the childhood obesity rate in Wales will continue to rise in forthcoming years’ (HMG, 2018).

Obesity in children does not just happen overnight, it develops gradually over time as a result of poor diet and lifestyle choices.  These include:
· eating large amounts of processed or fast food that is high in fat and sugar.
· eating larger portions than is needed
· drinking too many sugary drinks
· food poverty
· comfort eating
· exercising too little
The relatively rapid change in diet from natural home grown food to highly processed fast- food, ready-meals and sweet drinks with excessive amounts of sugar, salt and fat is the main driver of obesity. This diet is further supported by the convenience, the taste and the price of these products compared with the time and cost of preparing more traditional meals.  We all know from our own experience that what we eat as a child is what we acquire a taste for and it becomes increasingly difficult to change our habits as we get older.  The ‘Child Obesity in Wales’ report confirmed this by stating that “eating patterns developed in early life continue into adulthood” (Child Obesity Report - p. 22). 

Furthermore, it has become increasingly easier to eat bigger portions of unhealthy foods, ever since portion sizes started to rapidly increase in the 1980s (Young & Nestle, 2011). Increases in portion sizes results in higher calorie and higher energy meals which, if coupled with low physical activity levels, will result in children becoming overweight or obese. Further reading into Young and Nestle’s paper shows that “restaurants are using larger dinner plates, bakers are selling larger muffin tins, pizzerias are using larger pans, and fast-food companies are using larger drink and French fry containers”, all of which making it much easier for children to consume bigger portions wherever they go. Children’s accessibility to unhealthy food advertisement across television and social media also has an impact on their dietary habits. Furnham et al (1997) discovered that during programmes scheduled for children, 49% of the adverts shown were for foods. The majority of these adverts were of unhealthy snack foods, breakfast cereals and fast food outlets. As a result, children were bombarded with unhealthy food advertising which encourages unhealthy eating habits.

It is very clear that for a generation or more, many parents have opted to consume large amounts of convenience low cost food, high in sugar, salt and fat, without giving any thought to the consequences. These environmental and family driven factors are very difficult to change unless the family is highly motivated to do so.  The core of the problem and its solution lies with parents and public policies and Government interventions can only be influential at the margins. The Foresight Project (2007) confirmed this by stating that “few interventions have been successful in reducing the prevalence of obesity”.  

The Welsh Government has recognised these driving factors by stating that “the availability of cheap, calorific processed foods high in sugar and fat, combined with more sedentary lifestyles, have resulted in rapidly increasing childhood obesity rates in the last few decades” (National Assembly for Wales, 2017). 

Food poverty is another factor in childhood obesity, as indicated by Bann and Johnson (2018); “the rise in childhood obesity…affects children from more deprived sections of society disproportionately”. This is supported by data published by the Child Measurement Programme for Wales (2018) which shows that the gap between the number of obese children living in the most and least deprived areas increased from 4.7% in 2014/15 to 6.2% in 2016/17, with 14.9% of children living in the most deprived areas being obese (Table 3). 
This confirms that cheaper, refined foods high in sugar, salt and fat are the preferred choice in the more deprived areas, compered with more expensive, healthier foods.

The Department of Environment, Food and Rural Affairs (DEFRA, 2011) confirm this by stating that; “affordability of a nutritious diet has worsened between 2007 and 2011. Poorer households spend proportionately more of their income on food, and may choose highly processed and high fat foods with poor nutritional quality in order to save money.”
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Table taken from The Child Measurement Programme for Wales 2016/17
Table 3 – Graph showing percentage of children aged 4 to 5 years who are obese in the most and least deprived fifth in Wales, 2016/17.

 Tammelin et al (2004) have suggested that inactivity during childhood years is linked to an increased chance of being overweight or obese as they progress into adulthood. He states that “larger than average declines in physical activity during youth have been related to risk of weight gain in adulthood”. This suggestion is supported by Lobstein and Frelut (2003) “Fatter children are much more likely to become fatter and less healthy adults”. The link between children’s sedentary behaviour and poor health in adulthood may be due to childhood habits persisting into adulthood. Anderson and Butcher (2006) estimated that children spent approximately “19 hours watching television, 2 hours playing video games and 2.5 hours on the computer per week”. Anderson and Butcher (2006) and Marshall et al (2004) suggest that there is a link between sedentary behaviour and higher rates of obesity; “Decreasing TV watching time can lower BMI and body fat”. If these habits are formed during the early years of childhood, they become persistent habits of behaviour into adulthood and become increasingly difficult to change.

A review of physical activity trends by Knuth and Hallal (2009) suggests that the activity levels of young people seem to be decreasing over time, both outside school and within PE lessons. Data from the Department of Transport, Environment and Regions (2000) shows that the number of children travelling to school on foot decreased between the mid 1980’s and the mid 1990’s from 59% to 49%, with the number of children commuting to school via car increasing dramatically from 16% to 38%. This trend, coupled with a global decline in aerobic performance (Kopecky and Pridalova, 2008), only strengthens the link between sedentary behaviour and increased levels of obesity amongst children. 

In the most recent publication by the Welsh Government called – “Chidlhood Obesity - a plan for action” (2018), the Secretary of State for Health and Social Care said that “I want us to be the first country in the world to really do something about this and that is why I have set a new national ambition to halve childhood obesity rates by 2030”. This statement is very ambitious considering the limited success of previous initiatives over the past decade. These initiatives included its “Food and Fitness” and “Quality food for all” strategic action plans. 
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Welsh Government slogan for “Food and Fitness” (2009)

They indicate a move towards the integration of nutrition and physical activity policies as part of a “whole school approach” to healthy eating and physical activity.  The aim is to deliver consistent messages in a supportive school environment linked to community resources. 

The most successful part of these initiatives has been the practical “case-studies” which have developed tried and tested “best practice” methods that have worked, which are then circulated to schools.  Examples of good practice include ‘The School Nutrition Action Group (SNAG) Toolkit’, which is a group formed to develop and implement healthy food cultures within primary schools. It succeeds in getting pupils involved in how to improve their school’s meals, and how they go about implementing health and wellbeing within the school from day-to-day. 

Another example of good practice is ‘Clued up on Food’ - a CD Rom produced by Rhondda Cynon Taf – which aims to develop s standardised nutrition and food toolkit for all nurseries, junior and primary schools to use, in order to promote healthy eating habits, and prevent obesity amongst young children. The CD is used by teachers in order to develop children’s knowledge, understanding and skills regarding healthy eating behaviours, and received incredibly positive reviews from the teachers who used it as part of the government’s case study (HM Government, 2018, pg. 14).

In areas of social deprivation, healthy breakfasts are available free of charge and healthy snacks and drinks are available at break times, in order to encourage children to eat healthily during school times, as their parents may not be practicing healthy eating at home.  Sports water bottles are supplied to all by the school and re-filled from a water cooler by the children.  After school clubs provide healthy snacks and a ‘Cook it!’ healthy cooking programme, which teaches children how to prepare and cook fresh, healthy foods, helping children develop better relationships with food.

Away from the school environment, the UK government has decided to introduce a “sugar tax”, or “Soft Drinks Industry Levy” (HM Treasury, 2018). This tax was introduced in April 2018, and aims to get all soft drinks companies to “reformulate”, or reduce the sugar contents of their products, with those that refuse to do so having to pay the levy. Though this tax was not introduced to specifically benefit children, research shows that children are the largest consumers of sugary drinks. All monies raised from the tax, expected to be £240 million a year “will go towards doubling the Primary Sports Premium, the creation of a Healthy Pupils Capitol Fund to help schools upgrade their sports facilities, and give children access to top quality PE equipment” (HM Treasury, 2018). This decrease of sugar in high sugary drinks will help decrease children’s intake of excessive sugar, and will help decrease the risk of obesity and Type 2 diabetes.

The Child Measurement Programme for Wales report (Bailey et al, 2018) states that ‘only 52 per cent of secondary school aged children in Wales take part in the recommended amount of physical activity set by the World Health Organisation of “one hour of moderate exercise, five times a week” - equivalent to one hour a day in school.  Creating an Active Wales (WAG, 2009), a Welsh Government Action Plan for physical activity, which aims to meet the minimum requirement of 5 x 60 minute of physical activity per week. In secondary schools, the emphasis is put on ‘health related fitness’ based on enjoyable activities and inclusive participation. This is achieved through FITT principles (frequency, intensity, type, time) where the learners develop a personal exercise plan that highlights the interrelationship between food and fitness.  Only through ‘best practice’ examples like these, consistently applied in the long term, in primary and secondary schools will any progress be made in reducing obesity. 

A study by Carrol and Loumidis (2001) involving 859 primary school children showed that students who had the highest levels of PE enjoyment and perceived competence, also had the highest out-of-school physical activity levels. It is therefore important to ensure that children have the best experiences possible within school Physical Education lessons in order to increase the potential of participation outside of school. A scheme promoted by the government across the UK known as “The Daily Mile” aims to improve the physical, emotional and mental health and wellbeing of all school children by getting them to run or jog a mile a day. Since being implemented in 2012, over 3,000 schools in England, 880 schools in Scotland, and 360 schools in Wales have participated in the scheme, which is said to “reduce obesity and improve body composition”, and “promote the idea of self-care with children becoming more aware of their own health and the need to take responsibility for it” (The Daily Mile Foundation, 2018).


The growth of obesity, particularly in developed countries, is now a worldwide pandemic, and Britain is within the top ten, and is still rising. The core of the problem lies within families and their habits towards eating too much highly processed foods and low exercise levels. It is clear that, particularly in deprived areas, many parents have opted to consume large amounts of cheaper processed foods, high in sugar, salt and fat. This has developed an acquired taste for these foods amongst their children. These environmental and family driven factors are incredibly difficult to change unless the whole family is motivated to do so. In Wales, this has been recognised as a growing issue, particularly the link between obese parents and their children, and the likelihood that an obese child will become an obese adult.

It is acknowledged that both the problem and its solution lies within families, and that few government initiatives have been successful in reducing obesity levels to date. The introduction of the sugar tax and curbs on fast-food advertisement may help in the medium term. However there are more helpful signs in schools where best practice “case studies” with targeted educational initiatives on nutrition and healthy eating are combined with hands-on food preparation sessions.
Encouraging children to exercise in a digital world where most activities are sedentary is yet another challenge. Again, it seems that school initiatives and schemes which combine health, wellbeing and fitness are the most likely to succeed. Involving families at the local level in fitness and exercise initiatives may also help, but may be more difficult. The traditional approach to physical education and competitive sport will appeal to those least likely to be obese.
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Figure 3 - Percentage of children aged 4 to 5 years who are obese, most and least

deprived fifth in Wales, 2016/17

®Most deprived = Least deprived

Difference between
most and least deprived

2012/13 2013/14 2014/15 2015/16 2016/17

Produced by Public Health Wales Observatory using CMP data (NWIS) and WIMD 2014 (WG)

When obesity prevalence amongst
children living in the most deprived
quintile is aggregated for the five years
between 2012/13 and 2016/17, the
pattern persists, with 13.7% of children
categorised as obese in the most
deprived quintile, and 8.7% in the least
deprived quintile. Again, the 13.7%
figure for the most deprived quintile is
statistically significantly higher than any
of the other four quintiles.

measured had their ethnicity recorded as
black. Nearly 80% have their ethnicity
recorded as white, while for 15% of the
children, ethnicity is recorded as not
known. Therefore when the analysis

of child measurements by ethnicity is
undertaken, it may be best to combine
the measurements over a number of
years, to provide more robust results.
This is displayed in Figure 4, and as can
be seen, there is significantly higher
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