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Prevalence of childhood obesity across Europe

Source: World Obesity Federation. Obesity prevalence worldwide – Children. Global Obesity Observatory.



Theoretical hierarchy of treatment & 
management interventions 

Population-wide interventions

Lifestyle & behavioural interventions

Pharmacological interventions

Bariatric 
surgery

Sources: 

Frelut M-L, De FIlippo G. Drug Treatment of Child and Adolescent 

Obesity. In: M.L. Frelut, ed. The ECOG’s EBook on Child and 

Adolescent Obesity. 2015.

House of Parliament. Obesity Treatments. POSTnote. 2015;(495).



Considerations for childhood obesity 
treatment

The norm is for children not to be treated until they present with a very serious co-morbidity.
One benefit of the treatment approach is it uses the healthcare setting to introduce
discussions and interventions in nutrition and physical activity, as well as potential
pharmacological and surgical solutions.

• Use multi-level, multi-component interventions

• Develop tailored & targeted interventions

• Include key behavioural change components

• Promote parental involvement 

• Equitable access to treatment

• Use innovative follow-up techniques

• Use pharmacological treatment with caution

• Consider bariatric surgery as an exception

• Consider the use of more intensive dietary interventions



Social disparities in pediatric 
obesity treatment

Tim Lobstein
tlobstein@worldobesity.org



Deliverable: review 
for the EU-funded 
STOP project

• Social disparities (educational status, household 
income, ethnicity, or other socio-economic 
measure)

• … in relation to pediatric obesity treatment and 
outcome

• … provided through health care services

• … to younger children (3 and 10 years)



PRISMA search for 
literature

• Search for existing systematic reviews

• 634 records – 64 eligible for data extraction

• Search for primary studies

• 1699 primary studies (all those included in the 
64 systematic reviews)

• 81 eligible for data extraction



Systematic reviews

64 eligible reviews. 34 made no reference to social disparity-relevant 
variables, and 11 reported disparity variables in Methods or Results, but did 
not analyse or discuss these. 

Of 19 remaining reviews, few gave significant details. 

• Most of the studies were performed in the United States.

• If dropout or non-compliance was reported, very few studies reported its association with SES or ethnicity. 

• Black ethnicity appears associated with higher intervention dropout.

• Low family income appears to be associated with lower compliance with the intervention.

• Several variables might influence compliance and drop-out, such as recruitment method, self-efficacy, 
motivation and willingness to change of child and parent.



Systematic reviews –
findings 

Considerable difficulty reaching general 
conclusions for different social subgroups.

Several reviews note that interventions often 
involve better-off families with 

• Higher levels of general functioning

• More resources to make changes to their health behaviour

• Better parenting skills and capacity to ensure family involvement 
in the treatment programme



Primary studies

Of the 82 eligible studies of paediatric treatment, 5 studies had 
undertaken some quantitative analysis of treatment outcomes in 
relation to one or another measure of social disparity:
• One found no significant different in outcome

• Two found better response among children of higher-educated parents

• One found better response among children of lower household incomes

• One found an interaction: better weight control for lower income vs control, but best weight 
control for high income interventions and control 



Primary studies – findings 

• There is a remarkable lack of high-quality evidence. 

• Where baseline disparities data are collected, there is 
often no further analysis. 

• The most commonly reported ethnicity (when reported) is 
Caucasian/white, followed by African-American or Black, 
and Hispanic or Latino. These categories reflect the 
dominance of treatment studies undertaken in the USA. 

• Our findings match a 2012 review of 61 interventions: only 
20 reported socio-economic status (13 studied children 
only from upper- and middle-class households) and 31 
reported ethnicity (22 studied white/Caucasian children) 



Primary studies – findings 2

• In reviews and papers that refer to attendance, drop-
out and follow-up, there are few discussions 
concerning sub-groups, and their conclusions are 
largely speculative. 

• Key points arising are:

• The ability to attend sessions over extended periods of time

• The lack of rapid results for the child and subsequent loss of interest

• The dynamics of families in different cultural environments and under 
economically stressful conditions 



Conclusions

1. Overwhelming evidence of social disparities in obesity 
prevalence. The causes of these disparities are surely linked 
to the success or failure of pediatric treatment. Yet disparities 
are rarely mentioned in evidence for effective treatment.

2. The successful use of pediatric obesity services is likely to be 
affected by:
• Families’ attitudes to overweight in children

• Their understanding of the causes of weight gain

• Their motivation to make family-level changes

• Above all the resources they have available to make and maintain these changes. 



Conclusions

3. Interventions need to be culturally and socially sensitive, 
avoiding stigma, encouraging motivation, recognising barriers, and 
reinforcing opportunities. Failure to understand this can lead to 
wasted effort by health workers, and lost opportunity for the 
funders of pediatric services. 

4. There is a high level of policy concern over health inequities an the 
need for universal access to health services. Tackling inequities 
needs evidence, yet this need is not being met. 

5. Many studies, paid for with public funds or philanthropic donors, 
are collecting the relevant information, but are not using it. It is 
imperative on research funders to make sure that such 
information is a key focus on future research. 



Thank you! 

Reference: 

Journal supplement on the STOP Project Systematic Reviews 
(expected early 2020)
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DESCLAIMER! 

Hierarchy of evidence in evidence-based medicine

Systematic overviews and meta-analyses

Randomised controlled trials (RCT:s)

Observation studies such as cohort studies 

Case studies, expert reports

Highest

Lowest

All studies we find are

not equal. 



Summary of Cochrane Evidence
Ells, 2015; Mead, 2016; Loveman, 2015; Colquitt, 2016; Mead, 2017, 

Al-Khudairy, 2017, summary in Ells et al, 2018, IJO

• Trials conducted 1968 – 2016: most published in last 2 decades.

• All RCTs had at least 6mths data from baseline, & aimed to treat 

excess weight

• Totals across reviews: 

▪ 163 studies (19,756 participants) 

▪ 30 countries: 45% USA, 27% Europe

▪ Only 10% studies conducted in upper middle income countries, 

remainder in high income countries

▪ Individual trial sample sizes ranging from 10-686 participants

▪ SES reported using different methods – summarises not possible

▪ Ethnicity reporting was limited

Ells et al IJO 2018



www.tees.ac.uk

NI: no intervention; UC: usual care; CT: concomitant therapy
* this was 6-8 post intervention for preschool review

Courtesy of Louisa J Ells



• Comprehensive 4-step or staged care approach for 

weight management: 

(1) Prevention Plus (closer follow-up monitoring)

(2) structured weight management; 

(3) comprehensive multidisciplinary intervention; 

(4) tertiary care intervention. 

• Although more intense treatment stages will generally 

occur outside the typical office setting, offices can 

implement less intense intervention strategies.

US
2007



CONCLUSIONS (JAMA 2017;317(23):2417-2426)

• Comprehensive, intensive behavioral interventions with 26 

contact hours in children and adolescents 6 years and 

older who have obesity can result in improvements in 

weight status for up to 12 months.

• There is inadequate evidence regarding the effectiveness 

of less intensive interventions. 

• The harms of behavioral interventions can be bounded as 

small to none, and the harms of screening are minimal.

US
2017



✓ Chronic disease

✓ Long-term follow-up and treatment

Europe
2015



✓ Careful and comprehensive evaluation

✓ Assessment of risk factors

✓ Multidisciplinary approach

Europe
2010



• 36 studies with 2500 participants (age 7.8 yrs – 16.8 yrs)

• Reduction after treatment in:

– bulimic symptoms 

– emotional eating

– binge eating 

– drive for thinness

• Conclusion: Structured and professionally run obesity treatment was 

associated with reduced ED prevalence, ED risk and symptoms.

Update 2019



Emerging interventions to treat obesity 

in childhood, and especially 

adolescence

Louise A Baur1,2

1Discipline of Child & Adolescent Health, University of Sydney
2Weight Management Services, The Children’s Hospital at 

Westmead, Sydney

Email: louise.baur@health.nsw.gov.au

World Obesity Federation, Sept 2019



Obesity management in children and adolescents

Support for long-term healthy 

lifestyle change

Bariatric surgery

Intensive 

diets
Drug 

therapy



More intensive dietary interventions

• Potentially suitable for those with moderate to severe obesity

• Initial weight loss predicts later weight outcomes

• No one dietary prescription necessarily superior to another 

(e.g. low carbohydrate, higher protein etc)

• Dietitian involvement important

• Very Low Energy Diets:

– Typically <800 kcal/day (<3,350 kJ/d), typically as meal 

replacements, often with non-carb vegetables

– 2019 systematic review of VLEDs in 5-18 year olds (Andela et al, Obes 

Rev): Meta-analysis of 20 studies – mean weight loss 10.1 kg 

[95%CI 8.7-11.4] following interventions lasting 3-20 weeks

– Safety profile – data limited, “conclusions cannot be drawn”

Gow ML et al. Nutrition Reviews 2014; 72: 453-470; Steinbeck KS et al. Nature Rev Endocrinol Metab 2018; 

14:331-344; *Andela S et al. Obes Rev 2019; 20:871-882;



Pharmacotherapy in obesity – potentially 

useful, although options very limited

• Current anti-obesity agents are limited in number and 

availability, with few subsidised by government 

agencies

• Few trials performed in adolescents, with clinical use 

often being off-label

• 2016 Cochrane Review:

– Metformin and orlistat both result in weight reduction (~2 kg)

– Greater attrition in adolescent trials than in adult trials

– Several ongoing trials identified – topiramate, GLP-1 

receptor agonists

Steinbeck KS et al. Nature Rev Endocrinol Metab 2018; 14:331-344;  Mead E et al. Cochrane Database of 

Systematic Reviews 2016.



Recommendations for bariatric 

surgery in adolescents

• Few consensus guidelines for bariatric surgery

• (Largely) common elements:
– Patients

• Severe obesity

• Late puberty, near-final adult height

• Informed consent

• Supportive family environment 

– Surgery 

• In centres with multidisciplinary weight management teams 

• By teams highly experienced in bariatric surgery

• Long-term multidisciplinary follow-up

• A challenge for health-care systems is how to ensure 

equitable access to such services for affected 

adolescents

Barlow SE and the Expert Committee of the AAP. Pediatr 2007; 120:S164-S192; Baur LA et al. J Paediatr 

Ch Health 2010; Inge TH et al. Pediatrics 2004; Steinbeck KS et al. Nature Rev Endocrinol Metab 2018; 

14:331-344.



Teen-Longitudinal Assessment of Bariatric Surgery 

(Teen-LABS)

Prospective enrolment of 

242 adolescents undergoing 

bariatric surgery in 5 US 

centers. Largely Roux-en-Y 

gastric bypass or sleeve 

gastrectomy. Weight change 

and dyslipidemia outcomes 

at 3y shown.

Inge TH et al. New Engl J Med 2016; 374:113-123



• Emerging evidence that pharmacotherapy, intensive 

dietary interventions and bariatric surgery are effective 

adjunctive therapies in those with moderate to severe 

obesity

• Further clinical trials needed in adolescents 

• Role in younger children?

• How do we ensure equitable access to these therapies by 

affected young people?

Summary



Questions?

Email mneveux@worldobesity.org after the
webinar with any comments or further
questions for our speakers.
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ideas? Fill out our follow-up survey and
include your suggestions!
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