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Executive Summary
• Worldwide, an estimated 50 million girls and 

74 million boys aged 5-19 years are affected by 
obesity.(1) These children are at greater risk of 
developing conditions such as diabetes, heart 
disease, cancer and obesity in adulthood.(2-5) 

• Despite sustained efforts to halt the rise in 
childhood obesity, no country is on track to  
fully implement the targets set out by the 2016 
World Health Organization Commission on  
Ending Childhood Obesity (WHO ECHO).(6)  

While the rising rates of obesity have shown 
signs of slowing in some high-income countries, 
severe obesity continues to increase.(1) Obesity 
trends also continue to rise in low and middle-
income countries,(1) and among those with lower 
socioeconomic status.(7) Of additional concern is 
the challenge of a ‘double burden’ of malnutrition 
faced by many low and middle-income countries, 
where obesity coexists with undernutrition.(1, 6)

• The emergence of the novel coronavirus  
(SARS-CoV-2) causing an infectious disease 
(COVID-19) that resulted in a global pandemic, 
has brought to light many intersections between 
infectious disease and obesity, reinforcing the 
urgency for action to reduce childhood obesity. 
Obesity increases the risk of COVID-19-related 
hospitalisation and death.(8, 9) The response 
to mitigate the spread of COVID-19 may have 

also increased the risk of obesity(10) through 
decreased availability and consumption of 
nutritious food, increased sedentary time  
and increased exposure to digital marketing  
of energy-dense, nutrient-poor foods, while 
access to weight management services has  
been disrupted. 

• A number of evidence-based strategies for 
addressing childhood obesity have been 
identified. The WHO ECHO outlined a set of 
recommendations, to be implemented as a 
package, for effective action to address childhood 
and adolescent obesity.(6) We fully support the 
WHO ECHO set of recommendations. 

• In this policy brief, we shine a spotlight on 
three intervention areas drawn from the WHO 
ECHO recommendations. We identify points of 
intersection between COVID-19 and childhood 
obesity prevention and management. In the 
context of COVID-19, we highlight three priorities 
for government action, within the broader set of 
actions required to address childhood obesity.

We call on governments to maintain 
momentum on action to address 
childhood obesity.
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Spotlight on Areas 
for Action in the 
context of COVID-19 

Food 
Marketing 
Restriction of unhealthy food 
marketing targeted at children

• Marketing of unhealthy 
 foods and beverages is 
 an important factor in the 
 obesogenic environment.

• Increased time watching 
 TV and other media and 
 accessing learning through 
 digital devices has increased 
 potential exposure to 
 unhealthy marketing.

• Restrictions on unhealthy 
 marketing have been 
 identified as cost-effective 
 initiatives.

Taxation
 
Taxation of 
sugar-sweetened 
beverages

• Sugar-sweetened beverage 
 consumption is associated 
 with excess weight gain.

• Price has been shown to 
 impact purchase behaviour.

• Taxes on sugary drinks 
 reduces purchases and 
 dietary intake, and 
 incentivises industry to 
 reduce sugar content 
 of products through 
 reformulation.

Education 
Implementation of 
strategies across 
childhood education

• Food insecurity places 
 children at risk of 
 undernutrition and also 
 risk of obesity and 
 unhealthy weight gain.

• Early childhood and school 
 settings have a dual role; 
 supporting children and 
 families to eat well and be 
 physically active at home, 
 and providing nutritious 
 food, drinks and healthy 
 environments when children 
 are on campus.



Childhood Obesity: Maintaining momentum during COVID-19 

Introduction
Childhood obesity is a significant global health 
challenge. Worldwide, an estimated 50 million  
girls and 74 million boys aged 5-19 years are 
affected by obesity.(1, 11) Widely accepted methods 
for classifying obesity include use of age- and 
gender-adjusted body mass index (BMI) centile 
curves, and are available from the International 
Obesity Taskforce, the World Health Organization 
(WHO) and the Center for Disease Control and 
Prevention.(12-15) Children with obesity are at 
increased risk of poor health. These children are 
at greater risk of developing, non-communicable 
diseases including diabetes, heart disease and 
cancer, and premature death.(2-5) Children with 
obesity are also at increased risk of psychological 
comorbidities including depression and reduced 
self-esteem.(16) Childhood obesity is also a strong 
predictor of obesity in adulthood.(2, 17) 

In early 2020, a new global health challenge 
emerged. COVID-19, an infectious disease caused 
by a newly discovered coronavirus, began to 
rapidly spread, marking the beginning of a global 
pandemic. In this policy brief, we highlight the links 
between childhood obesity and COVID-19. In doing 
so, we shine a spotlight on three intervention areas 
for addressing childhood obesity and present the 
evidence for these.

This brief stems from collective thinking generated 
in one of the working groups at the Salzburg 
Global Seminar “Halting the Childhood Obesity 
Epidemic: Identifying Decisive Interventions 
in Complex Systems” held in Austria from 
December 14-19, 2019. Since then, the world has 
experienced unprecedented health, economic 
and social challenges as a direct response to 
the COVID-19 pandemic. This policy brief draws 
upon our collective insights that began during our 
deliberations and interactions in Austria and have 
continued to evolve in the current context of the 
rapid spread of COVID-19.
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Why is this issue important?

Childhood Obesity
In response to the rising prevalence of obesity among 
children and adolescents around the world, the 
World Health Organization Commission on Ending 
Childhood Obesity (WHO ECHO)(6) developed a set 
of recommendations for taking action to address 
childhood and adolescent obesity. Since the release 
of these recommendations in 2016 implementation 
has varied across countries, but progress remains 
slow.(18) According to World Obesity’s Atlas, no 
country is on track to meet its childhood obesity 
targets.(19) Whilst rising rates of obesity have shown 
signs of slowing in some high-income countries, 
socioeconomic inequities in obesity persist,(20) and 
steep growth trajectories are being seen especially  
in low and middle-income countries.(1, 19) 

Of additional concern is the challenge of a ‘double 
burden’ of malnutrition faced by many low and 
middle-income countries, where overweight and 
obesity coexist with under-nutrition which can 
include inadequate intake of energy and protein, 
micronutrient deficiencies, underweight and 
childhood stunting and wasting.(1, 21-23)

Comprehensive and effective multi-sectoral  
action is needed. To address malnutrition in all 
its forms, actions will need to target the common 
drivers of obesity and undernutrition (which can 
exist concurrently) including early life nutrition,  
diet diversity, food environments, and 
socioeconomic factors,(24, 25) while acknowledging 
the complex biological factors at play. This begins 
in the first 2000 days of life, recognized as a critical 
period of development, with evidence-based 
interventions to reduce disparities and prevent risk 
of overweight.(26) These include weight management 
in pregnancy, promotion of breastfeeding, 
appropriate infant diets and prevention of early 
complementary feeding.(6, 27-31) These actions 
now need to be considered in the context of the 
ongoing COVID-19 pandemic. 

Obesity and increased risk  
of COVID-19
Malnutrition is associated with an increased risk 
of infectious diseases. In the case of COVID-19, 
evidence suggests that overweight and obesity 
is associated with increased risk of more severe 
illness and serious complications.(32-34) This suggests 
that action to address obesity at a population level 
would improve capacity to cope with epidemics 
including future waves of COVID-19 and seasonal 
infections such as influenza.(35) Action to reduce 
obesity will improve population health and protect 
health systems. 

Since obesity has been identified as a risk factor  
for a severe progression of COVID-19(36, 37) acting 
now on childhood obesity can also help mitigate  
the risks in the next pandemic or recurrent waves  
of COVID-19.

COVID-19 and increased risk  
of obesity onset
In response to COVID-19 governments across the 
world have taken action to limit the spread of the 
disease. Strict measures such as ongoing complete 
and partial lockdowns and mandatory social 
distancing have been enforced. These stringent 
steps have dramatically altered the economic and 
social conditions in which people live, and have 
impacted wellbeing.(38, 39) Unemployment has risen, 
economies have slowed, and families are facing 
unprecedented financial stress and uncertainty. 

The impacts have been felt sharply by children. 
Schools and early childhood education and care 
settings have experienced periodic - and at times 
sustained - closures, resulting in children spending  
a majority of time at home. As a result, children  
are increasingly sedentary, heavily reliant on  
screens for their education and communication, 
with reduced opportunities for physical activity.(40, 41)  
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The closures of school and community food 
programs places children at risk of missing out on 
important sources of food and nutrition.(42) Families 
have made changes to dietary patterns with 
increased reliance on processed, shelf-stable foods 
and limited access to fresh foods including fruits 
and vegetables due to disruptions in supply chains 
and restrictions on leaving home. These factors 
increase risk of unhealthy weight gain among 
children and may exacerbate risk of further weight 
gain among children already living with obesity.(43)

Meanwhile the food and beverage industries 
have seized the opportunity to capitalise on the 
crisis. COVID-19 has become a new marketing 
opportunity. Stay at home messaging and the 
promotion of home delivery and drive through 
services have dominated unhealthy food and 
beverage advertising.(44-46) At the same time, 
children continue to be exposed to pervasive 
unhealthy food and beverage marketing, including 
advertising and promotion across broadcast, print, 
digital and social media.(47, 48)

COVID-19 is also adversely affecting the global 
food systems. Access to healthy diets may be 
jeopardised, in the short term by movement 
restrictions, and in the longer term by increased 
poverty.(49) In short, this means fewer households 
will be able to access and afford nutritious food. 
The crisis has highlighted the fragility of national 
and global food supplies. Production is threatened 
by labour shortages, while trade restrictions may 
impact the flow of goods to places dependent  
on imported products. Strained supply chains  
due to concerns of food shortages, as well as an 
increased reliance on processed, long-life foods  
and a reduction in the availability of fresh fruits  
and vegetables and unprocessed meat may result  
in increased malnutrition in all forms.(50)

Weight stigma
Weight stigma includes bias and discrimination 
targeted to individuals because of their weight, 
shape and size. Individuals who experience 
weight stigma are subject to discrimination in 
many contexts, including healthcare, education 
and employment.(51) Weight stigma leads to social 
and emotional distress. This has known negative 
health consequences, including depression and 
further weight gain, as well as social and economic 
consequences.(52, 53) The emergence of evidence for 
the association with overweight and obesity with 
risk of serious illness from COVID-19 has resulted in 
an increase in media coverage on this topic. Media 
coverage commonly features stigmatising imagery 
and language(54) inviting damaging commentary 
about persons with higher weight. This is likely to 
exacerbate existing mental health impacts of the 
pandemic and indeed hinder efforts to address 
overweight and obesity.(55) Overweight and obesity 
cannot be overcome without addressing stigma, 
which can be done in part by acknowledging the 
complex obesogenic environments in addition to 
biological factors that contribute to weight, and 
avoiding individualistic public health messaging 
relating to ‘choices’.(56) 

Weight stigma is harmful to health.  
Weight stigma can be perpetuated in the 
language used to describe people with 
obesity. People-first language puts the  
child before the disease, emphasising 
that an individual is not defined by their 
condition. People-first language includes 
the terms people with obesity, and 
children with obesity.
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Addressing childhood obesity: what works?
The 2016 WHO ECHO(6) developed a set of 
recommendations to halt the rise in child 
and adolescent obesity worldwide. The 
recommendations outline actions for policy across 
six key areas to prevent the development of obesity 
among infants, children and adolescents.

Since that time, many global and regional reports 
have made further calls for action. These include, 
but are not limited to, World Obesity’s policy 
dossier series, the Lancet Commission Report on 
The Global Syndemic of Obesity, Undernutrition, 
and Climate Change,(23, 57) World Cancer Research 
Fund’s Building Momentum series(58) and Australia’s 
Tipping the Scales National Obesity Prevention 
Consensus.(59) Furthermore, a recent Lancet series 
sets out interventions to address the ‘double 
burden’ of malnutrition,(60) and a recent UNICEF 
report focuses on protecting children’s right  
to a healthy diet in the context of sustainable  
food systems.(61)

Yet, despite the plethora of recommendations and 
evidence for action, policy inertia perpetuates.(23) 
This policy brief argues that the current COVID-19 
pandemic can be used to help focus efforts to 
address childhood obesity. In this policy brief, we 
highlight three areas for action drawn from the set 
of recommendations made by the WHO ECHO;(6) 

1. restricting unhealthy food marketing targeted 
towards children; 

2. implementing a health levy on sugary drinks;

3. strengthening school-based interventions to 
improve nutrition status and physical fitness.

Evidence continues to demonstrate that 
restricting unhealthy food advertising, taxation of 
unhealthy food and beverages, and school-based 
interventions are all likely to be effective, equitable, 
and cost-effective in reducing obesity among 
children.(6, 62-65) These actions have the support of 
leading public health experts.(6, 57-60) They have also 
been identified as double duty actions, likely to 
simultaneously address overweight and obesity and 
also undernutrition.(24) As demonstrated in this brief, 
these interventions are of particular importance in 
the context of COVID-19. 

7
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1. Restricting unhealthy food marketing
Reducing children’s exposure to unhealthy food 
marketing is a global priority. Marketing includes 
advertising, sponsorship, branding, product  
design and packaging, and product placement. 
Unhealthy food marketing influences children’s  
food preferences, food purchases and purchase 
requests to parents, and food consumption.(66-69)  
The COVID-19 stay at home restrictions have  
placed children at increased risk of exposure 
to unhealthy food advertising in particular, with 
increased time watching television and other media 
and accessing learning through digital devices.(40)  
At the same time, the food and beverage industry 
has capitalised on the COVID-19 pandemic to 
promote unhealthy food and beverages.(44, 46-48)

Regulatory action to reduce children and 
adolescents’ exposure to unhealthy food  
advertising is not only necessary but can be 
considered in the context of the United Nations 
Convention on the Rights of the Child as the right 
to a healthy environment,(70) such that children are 
protected from predatory marketing practices by 
the food and advertising industries. In recognition 
that television (TV) advertising influences children’s  
food preferences, purchase requests and 
consumption patterns, the (WHO) published  
a set of comprehensive recommendations to  
address food marketing to children.(67, 71)

THE EVIDENCE 

Unhealthy food and beverage marketing dominates 
the food marketing landscape(72) contributing to 
unhealthy food environments,(73) and normalising 
consumption of nutrient-poor food and beverages 
that are high in fat, salt and/or sugar.

The marketing of unhealthy food and beverages, 
(foods and non-alcoholic beverages high in fat, 
salt and/or sugar) has been identified as a key 
component of the complex obesogenic food 
environment.(6, 71, 74-76) Marketing of unhealthy  
food and beverages has been shown to influence 
dietary preferences and consumption among 
children.(66-69, 77, 78) Marketing targeted towards 
children is especially insidious. Young children  
are more likely to be influenced by marketing 
compared to adolescents and adults.(79)

Government-led restrictions on unhealthy food 
and beverage marketing have been identified as 
cost-effective.(62, 80) However, to date, government 
regulation to address unhealthy food marketing 
targeted to children has been limited. In many 
countries, food and marketing industries developed 
their own industry codes. This self-regulation has 
been ineffective in reducing children’s exposure 
to unhealthy food and beverage marketing.(72, 81) 
Improved regulatory measures to reduce children’s 
exposure to the marketing of unhealthy food and 
beverages are necessary to protect children from 
the harms of targeted advertising.(71)

POLICY RECOMMENDATION

Implement the WHO Set of Recommendations 
on the Marketing of Foods and Non-alcoholic 
Beverages to Children.(71)
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2. Taxation of sugar-sweetened beverages 
Taxes on sugar-sweetened beverages (SSBs)  
have been proposed as an important component  
of policy approaches to address population  
obesity.(6, 82, 83) Sugar-sweetened beverage 
consumption is associated with excess weight  
gain and dental decay.(84, 85) Among children,  
SSB consumption displaces intake of healthier 
drinks.(86) Reducing SSB consumption during 
childhood is of critical importance for a number 
of reasons. First, reducing SSB consumption in 
young children is likely to have positive impacts on 
the onset or progression of obesity.(87, 88) Second, 
the childhood period is when dietary preferences 
and habits are established(89) with children’s diets 
reflecting the diets of their family members.(90) 

SSBs offer minimal nutritional value, yet they are 
consumed in relatively high quantities.(91) High levels 
of consumption mean SSB purchases are likely to 
be price sensitive, compared with other products 
consumed less frequently or in lower volumes.(92, 93)  
Price has been shown to impact purchase behaviour.(94)  
With family budgets under increased pressure due 
to COVID-19, a pricing strategy is likely now more 
than ever to shift consumer behaviour away from 
SSB consumption. In addition, recent evidence 
suggests that taxation works through additional 
psychological mechanisms other than price.(95)

THE EVIDENCE

SSB taxes have been implemented in a number  
of jurisdictions around the world. Evaluation  
of these policies indicates that a levy on  
sugar-sweetened beverages is effective in  
reducing SSB purchases and dietary intake, and 
incentivises industry to reduce sugar content of 
products through reformulation.(96-98) Evidence  
also demonstrates that SSB taxes will have 
equitable outcomes, with health benefits either 
similar across socio-economic strata or greater  
for those experiencing socio-economic 
disadvantage.(92, 96) Applying a tax to SSBs is 
estimated to be a cost-saving strategy in terms  
of future health care spending.(62, 63, 99, 100)  

In addition, revenue from the tax could be put  
back into the health budget, amplifying the 
economic benefit of this intervention. Using sugary 
drinks tax revenue to support initiatives that aim 
to improve health among the population has been 
demonstrated to increase public acceptability of  
the strategy.(101) 

POLICY RECOMMENDATION

Implement a tax on the sale of sugar-sweetened 
beverages.
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3. School and early childhood settings-based interventions to ensure 
healthy food and physical activity environments 

School based interventions have demonstrated 
promise in promoting and supporting healthy dietary 
and physical activity behaviours among children. 
Here we include early childhood education and care 
settings for young children, as well as schools. The 
role of school and early childhood education and 
care settings varies across jurisdictions, but  
can include provision of school meals, the sale of 
food and beverages at school canteens, healthy 
eating/drinking curricula, and opportunities for 
physical activity. Throughout the COVID-19 pandemic, 
many governments worldwide have temporarily 
closed educational institutions to curb the spread 
of disease. Nationwide school closures have been 
enforced across numerous countries, and many 
more countries have had localized school closures. 
Altogether over 1.6 billion schoolchildren are being 
affected by these measures. In addition to the impact 
on children’s education, school closures have been 
shown to impact malnutrition in all forms.(102) 

On one hand, children who rely on school food 
programmes or reduced price school meals may  
lose access to healthy foods during periods of  
school closures.(64) UNICEF estimates that more  
than 350 million schoolchildren worldwide may  
have impaired access to regular school feeding  
and nutrition services.(102) Food insecurity even  
for a brief period can have long-term impacts  
on psychological, physical and emotional 
development.(103) Food insecurity places children  
at risk of undernutrition and wasting and has also 
been linked to obesity and unhealthy weight gain.(104) 

On the other hand, children who are already living 
with overweight or obesity tend to gain more  
weight when they lose their structured school 
activities, as has been observed during the extended 
summer recess.(105-107) Home confinement during 
lockdown can reduce children’s opportunities for 
engaging in physical activity, increases screen 
time(108) and potentially increases exposure to 
marketing. Furthermore, some consumers can 
become increasingly reliant on processed, packaged 
and shelf-stable foods, with children consuming 
increased quantities of unhealthy foods.(43) 

School settings have a dual role throughout the 
COVID-19 pandemic; supporting children and families 
during school closures and periods of remote learning 
and; providing nutritious food, drinks and healthy 
environments when students return to campus. 

THE EVIDENCE

Nutrition and hydration programs for families with 
lower socio-economic status have been shown to 
improve the overall diet quality of children,(109-111) 
contribute to reducing food insecurity,(112) and 
reduce rates of obesity.(64, 113) The development 
and adherence to school nutrition standards for 
school meals has been recognised as an impactful 
and cost-effective intervention(114, 115) and can, in 
the long term, disburden the economic impacts 
of overweight, obesity and chronic illnesses.(116) 

Nutrition standards for food and beverages sold 
in schools (other than school meals) has also been 
identified as a cost-saving measure.(62)

There is also evidence for the effectiveness of 
limiting and managing the level of marketing and 
sale of high sugar/high fat/low nutritional quality 
foods within the close proximity of schools.(117) 

Limiting fast-food outlets around schools is of 
particular importance from an equity perspective, 
as these tend to be more common within deprived 
neighbourhoods, where there is already an 
increased risk of childhood obesity.(118-121)
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Evidence also demonstrates that involvement of 
children and parents in practical cookery programmes 
can reduce aversions to new foods and improve 
tolerance for vegetables and greater diversity of  
food types, leading to improved diet quality.(122-127)

Here we outline recommendations for school settings 
to support children and families during school closures 
and when children are attending school campuses 
(Table 1).

(We acknowledge that many children across the 
world especially from low- and middle-income 
countries are facing great risk of under- and 
malnutrition due to interrupted feeding and 
nutrition services carried out by schools. However, 
in this policy brief we focus predominantly on 
actions for the prevention of childhood obesity.)

POLICY RECOMMENDATIONS

To ensure a safe and healthy environment for 
preschool and school-aged children we recommend 
a set of actions across four key areas:

• Implement standards to ensure nutritional quality 
of all school meals; 

• continue to provide school meals to vulnerable 
children during school closures;

• restrict the sale and marketing of unhealthy food 
and beverages in schools; and

• implement quality physical education, and safe 
physically active travel to and from school.

TABLE 1

Recommended actions across school and early childhood education and care settings

What can be done in schools to prevent unhealthy weight gain during COVID-19 pandemic?

DURING SCHOOL CLOSURES AFTER SCHOOLS REOPEN

Nutrition Physical Activity Nutrition Physical Activity

Continue to ensure 
access to healthy foods 
for vulnerable children 
(keep open school 
cafeterias, find other 
ways of distributing food 
to children i.e. through 
school buses, pick up 
food baskets, etc.)

Adhere to nutritional 
standards for all  
school meals

Remote teaching 
including topics like 
healthy food and  
drink choices and  
meal preparation

Build capacity for remote 
teaching and create 
inclusive home lessons 
for physical activity

Implement evidence-
based web-delivered 
obesity prevention 
programmes that 
promote healthy lifestyle 
and routine at home 
(that are free from 
marketing to children)

Encourage children 
to be physically active 
within the COVID-19 
safety measures  
i.e. meet outside for 
play whilst keeping 
physical distance

Adhere to nutritional 
standards for all  
school meals

Restrict marketing and 
sales of unhealthy food 
and beverages at school 

Restrict fast food 
outlets in close 
proximity to schools

Ensure access to clean, 
safe drinking water 

Offer practical skills 
classes for children  
and parents (shopping 
and cooking)

Include quality physical 
education in the 
school curriculum 
and adhere to WHO 
age-appropriate 
recommendations of 
daily physical activity 

Ensure safe access to 
sports facilities after 
school and on weekends

Promote and encourage 
safe walking, bicycling 
or other active transport 
to and from school 
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Conclusion 
The COVID-19 pandemic presents an opportunity  
to prioritise actions to address childhood obesity. 
This policy brief provides evidence for three actions 
to prevent and manage childhood obesity during  
the current COVID-19 pandemic, as part of wider 
efforts to address the complex obesogenic 
environment. Whilst access to care for children 
with overweight and obesity is essential to prevent 
further weight gain, priority actions for policymakers 
should include restricting unhealthy food marketing 
targeted to children, applying a tax or levy to the 
retail sale of sugar-sweetened beverages, and 
implementing school based-interventions to improve 
the school food environment and promote healthy 
nutrition among children. Each of these interventions 
are prominent among the WHO ECHO set of 
recommendations to address childhood obesity. 
Each has a strong body of evidence to support 
the measure, and each can be cost-effective and 
promote health equity. 

Youth engagement:  
The missing piece?
Implementing the policies outlined in this brief 
is not straightforward. Action on childhood 
obesity requires resources, political will, public 
support and continuous advocacy. Around the 
world, young people passionate about health 
are taking matters into their own hands. As part 
of this project, we are launching a podcast to 
explore childhood obesity from the perspective 
of young people and to celebrate where youth 
activism is driving change. The podcast will be 
launched in November 2020 and accessible 
through Spotify and iTunes. 

….WATCH THIS SPACE!
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