
Opinion - Preventing childhood obesity: who is responsible?   

Pursuit of an answer to the question ‘Who is responsible for preventing 

childhood obesity?’ has brought to mind a well-known narrative - to 

paraphrase: when there was an important job to be done everybody 

was sure that somebody would do it; anybody could have done it, but 

nobody did. When commissioned to research childhood obesity and develop a children’s 

healthy weight care pathway, the authors found it difficult to pinpoint any one group of 

stakeholders who were in a position to take significant action that would contribute to the 

Government’s national ambitions to reduce the level of excess weight in children by 2020.   

 

Research has determined that obese children are more likely to become obese adults. The 

Health Survey for England (2010) estimated that over 30% of children aged 2-15 years are 

overweight (including obese) and the National Child Measurement Programme (NCMP) has 

established that almost 10% of reception age children (4-5 years) are obese. While the 

literature highlights the importance of preventing and treating obesity across the lifecourse 

and local stakeholders acknowledge the scale of the obesity problem, it is apparent that 

discussions with families about healthy lifestyle choices are not a priority. Many of the 

stakeholders who interact with children and families are not incentivised to prevent or treat 

obesity and they may experience barriers when attempting to deliver interventions. When 

interventions are undertaken they are often poorly evaluated and so are unlikely to be 

proven effective and commissioned more widely for the benefit of other children and families. 

 

With little evidence to guide them and poor experiences of healthy weight interventions 

behind them, professionals may consider that there is little that can be done to induce 

meaningful change for an obese child. The authors suggest there may be other phenomena 

that contribute to a lack of interaction by professionals. The recognition that an obesogenic 

environment contains multiple contributory factors to the aetiology of obesity may have led to 

an inertia that envelopes potential interventions, simply because professionals and 

commissioners don’t know where to start. In addition, the increasingly litigious processes 

that we are embracing into our society from the US has created a precedence where 

organisations, and professionals within them, are unwilling to assume responsibility for many 

sensitive issues (including raising the issue of weight with children and their families). 

Throughout the lifecourse, children and families will engage with a wide spectrum of 

professionals who may have differing levels of education and training and work within 

varying regulations. Many professionals do not prioritise training in healthy weight since that 

is not their primary focus, there are few CPD opportunites, and they may have poor 

knowledge of the location of good quality advice. In practice many providers have limited 



contact with families and find it difficult to follow-up due to other pressures on their time and 

because they are uncomfortable raising the issue of weight and children and families. As a 

result families may receive mixed messages concerning healthy lifestyle choices and healthy 

weight recommendations.  

 

Developing a clear model of shared responsibility which travels with the child through their 

lifespan may be a way to overcome the prevailing apathy surrounding obesity prevention 

initiatives. Within this commentary seven stakeholder groups have been identified who have 

contact with children and young people (aged 0-19 years), including GPs, midwives, health 

visitors, school nurses, practice nurses, early years and pre-school workers, and 

teachers/teaching assistants. These stakeholders may benefit from a pathway that identifies 

routine contacts through links with national programmes (such as the Healthy Child 

Programme, immunisations, NCMP), lists all the health professionals involved with each age 

group and encourages more regular use of the Personal Child Health Record (PCHR), or 

‘Red Book’, as a basis for discussions around growth expectations. This model utilises a 

colour-coded RAINBOW technique so a stakeholder can quickly see the other professionals 

influencing signposting and care. 

 

Since there is currently limited evidence of effective prevention and treatment interventions, 

it is unlikely that implementing additional obesity reduction targets will be effective. An 

altruistic approach working with the ‘Making Every Contact Count’ principles reduces the 

burden on the individual professional and promotes the use of positive communication, 

shared resources, and clear signposting, with fewer people who fall through the gaps 

because assumptions about their care have been incorrectly assigned. The government has 

assumed some responsibility with nationwide campaigns to raise awareness such as 

Change4Life and the responsibility deal and there is little doubt about the increasing agenda 

to encourage families to help themselves by making use of community services (parks, 

websites). However professionals must all come together to ensure that all children and 

families are being pointed in the same direction, with consistent and credible advice about 

the steps they can take to achieve and maintain a healthy weight. By entering into 

discussions “early and often” with families they may come to expect reminders about healthy 

lifestyle options and growth expectations. Normalising such discussions could contribute to 

the knowledge and confidence of families who will understand the importance of healthier 

choices and the simple steps that can contribute to a healthier lifestyle.     


