
Pages: 1-4Obes Diabetes Res, Volume 5:1

*Correspondence to: Saikrishna Vissa and Ujwala M, Government Medical College, Siddipet, Telangana, India and Kakatiya Medical College, Warangal, Telangana, 
India.

Citation: Vissa SK, Ujwala M, Nichanametla SR (2024) Childhood Obesity - A Pandemic and Global Health Crisis. Obes Diabetes Res, Volume 5.1. DOI:   https://doi.
org/10.47275/2692-0964-129

Received: April 12, 2024; Accepted: July 04, 2024; Published: July 08, 2024

Abstract
Children and adolescents are most likely to suffer from pediatric 

obesity or childhood obesity. The prevalence of obesity among adults 
is approximately 43 million, while the prevalence of overweight 
and abdominal obesity among children and adolescents is 21 - 24%. 
Specific ethnic groups have the highest prevalence of obesity. Children 
and adults who are obese are more likely to suffer from heart disease. 
Among adults, obesity causes hypertension, hyperlipidemia, liver and 
kidney diseases, and insulin resistance in children and adolescents. The 
developed world faces a major health concern when it comes to obesity 
among children. Obesity has been reported to be increasing in males 
and females of all pediatric ages, as well as across racial and ethnic 
groups. Obesity is influenced by a variety of factors, including eating 
habits, genetics, environment, metabolism, and lifestyle. Less than 10% 
of obesity cases are genetic or hormonal, with over 90% being idiopathic. 
A person becomes obese when they consume more calories than they 
burn, which is usually due to overeating and not exercising enough. 
Breathing disorders, sleep apnea, chronic obstructive pulmonary 
disease, cancers such as prostate, bowel, breast and uterine, heart 
disease, diabetes (type 2 in children), depression, liver and gallbladder 
problems, gastro-esophageal reflux disease, high blood pressure, high 
cholesterol, stroke, and joint diseases such as osteoarthritis, knee pain, 
and low back pain are some of the symptoms of obesity. Pediatric 
obesity is influenced by environmental factors, behavioral factors, such 
as convenience food consumption, genetic factors, and family factors. 
Increasing physical activity and reducing calorie intake can help combat 
obesity. Weight is influenced by endogenous molecules such as leptin, 
mitochondrial uncoupling proteins, and hypothalamic melanocortin 
4 receptors. Molecular targets such as these are potentially useful for 
pharmacologically manipulating obesity. Compared to a placebo, 
sibutramine and orlistat produce modest weight loss, ranging from 3 
to 8% in adults with obesity. Insulin resistance and hyperinsulinemia 
are treated with metformin in children and adolescents. Hypothalamic 
obesity is treated with octreotide. Severe childhood obesity is treated 
with bariatric surgery. Pediatric obesity is described in the present 
review in terms of its causes, symptoms, prevention, and treatment.
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Introduction
There are alarmingly high levels of childhood obesity in low-
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income and middle-income countries, and the prevalence is rising 
worldwide. A global estimate of 68 million overweight children under 5 
years of age was made in 2022, 54 million of whom lived in developing 
countries. Children in the majority of countries are not recognized as 
obese despite obesity being declared a disease by the World Health 
Organization and the American Medical Association [1].

Scientists and clinicians have been expressing concerns regarding 
potential stigmatization risks associated with ‘medicating’ obesity in 
children. Additionally, the intensity and seriousness of obesity have 
been ‘upgraded’ to the status of disease, which has led to a demand for 
pharmacological and surgical interventions. Since obesity in childhood 
is not necessarily associated with co-morbidities that demand 
immediate medical attention, many people view it as a risk factor or 
medical condition, not a disease. Medical conditions are nonspecific 
terms that can refer to general health conditions (such as pregnancy or 
hair loss) that may affect how health care is provided. A defective state 
of health can also be defined as such. In situations where a stronger, 
more direct term may not be appropriate, a condition that indicates a 
pathology may be used as a neutral term. An illness-causing condition 
can be classified as a disease when such reasoning does not apply [2].

Implications of Defining Childhood Obesity as a Disease
Some people argue against defining a condition as a disease 

because they will not suffer from any medical complications in their 
lifetimes if they meet the definition. The same can be said for a variety of 
conditions, but it is especially valid when it comes to childhood obesity. 
There is a strong association between childhood obesity and adult 
mortality and morbidity. Long-term obesity exposure also increases the 
risk of chronic noncommunicable diseases and their co-morbidities. 
Children and adolescents who are obese at a young age usually become 
obese adults, so most of these individuals will have a significant lifelong 
exposure to obesity. Adult obesity is defined as a disease while childhood 
obesity is not, despite the longer exposure time suggesting that young 
people have a greater risk of co-morbidities than adults [3].

A simplistic and somewhat naive view of obesity is that it is simply 
a normal response of the child’s body to the environment, and that the 
interface between the two should be the main focus of intervention. A 
complete understanding of the pathophysiology of childhood obesity 
(or adult obesity) is lacking, and obesogenic environments have been 
criticized as the main cause of obesity [4-6]. It remains enigmatic how 
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useful to define obesity in childhood as a disease and mandate that it be 
addressed intentionally rather than waiting until medical complications 
are diagnosed or for parents to raise the issue [18, 19]. The prevention 
of overt clinical morbidity may be achieved by seeking subclinical 
complications of a disease usually present in obese children. With 
regard to indications for intervention, it may be important to consider 
the severity of the disease (mild vs severe obesity, presence/absence 
of related complications). It may appear that most obese children are 
healthy, but they suffer from greater medical complications when they 
are severely obese. The metabolic impact of obesity can already be seen 
in children and adolescents with mild degrees of obesity in some cases, 
despite simplistic body mass index (BMI) cut-offs [20].

There has been a lack of recognition and financial resources 
for obesity in children, which has limited the development and 
dissemination of novel treatment modalities. It is particularly pertinent 
because lifestyle interventions (physical activity, diet, and behavioral 
approaches) have modest long-term benefits for obesity and obesity-
related co-morbidities in childhood. Based on these observations, it is 
critical to reevaluate the currently employed fewer effective approaches 
and to adapt and disseminate the key elements of successful programs. 
For obese children and their families, affordability is obviously a 
key factor. Currently, childhood obesity is not treated with safe and 
effective long-term pharmacological interventions. There will be 
further questions regarding the indications for such medications if they 
prove to be safe and effective over standard conservative measures. 
As traditional interventions in ‘super-obese’ adolescents have modest 
success rates, bariatric surgery may be a rational approach until 
other effective strategies are discovered [21]. Despite their short-term 
impressive effectiveness, bariatric procedures in adolescents have yet to 
be proven to have long-term medical outcomes, and it is still unclear 
which individuals will benefit most from these procedures. Therefore, 
this drastic intervention should only be performed on a small minority 
of severely obese individuals and does not offer a relevant solution for 
the majority of obese children (Figure 1).

As a result of declaring childhood obesity a disease, there will be a 
significant increase in health care costs and an increase in new patients 
[22]. The development and training of multidisciplinary teams of health 
care professionals, as well as the allocation of related financial resources, 
will be necessary. Multidisciplinary interventions for obese children and 
their families will have to be covered by health insurance organizations. 
Inflammatory bowel disease and type 1 diabetes were among the chronic 
diseases for which this care was reserved until now [23]. A trained 
multidisciplinary team should deliver physical, psychological, and 
behavioral therapies in order to manage childhood obesity. Children 
with obesity can also be treated in primary care by transferring hospital-
based care. Childhood obesity has been recognized as a chronic disease 
in few developed nations, such as Switzerland and the United Kingdom, 
which have developed and disseminated multidisciplinary therapeutic 
programs [3, 24].

obesity develops at the population level, when body weight is tightly 
regulated under presumably understood physiological mechanisms. 
Since this discrepancy exists, scientists who are focused on population-
based obesity prevention/interventional approaches would be likely 
to neglect obese children who are sowing the seeds of obesity-related 
health problems in the near future. Some obese children may already 
exhibit early biomarkers of co-morbidities despite being clinically silent. 
There are also reasons to suggest that more ‘biological’ explanations 
(not only environmental exposures) may have a significant role in 
the development of this disease, including intra-uterine exposure and 
early nutrition and the microbiome during childhood and infancy 
[7]. It should also be noted that obesity in childhood increases the 
risk of developing type 2 diabetes, hypertension, dyslipidemia, and 
cardiovascular disease in adulthood. Conversely, obese children who 
become non-obese in adulthood have similar risks of these outcomes 
as non-obese individuals. Childhood obesity should be prevented and 
addressed as early in a child’s life as possible based on these findings 
[3, 8].

It is indeed the ‘why’ that is at the core of the debate as to whether 
childhood obesity should be defined as a disease. A definition such 
as this has multiple implications for society and the health care 
system, as well as for individuals. It also imposes a major financial 
burden on health care and the broader economy. Firstly, and most 
importantly, the modality of disease prevention is used for diseases, 
and not for conditions. Prevention of obesity is well established to 
be more effective and less expensive than addressing it, as it is with 
several other noncommunicable diseases. If obesity in childhood is 
clearly defined as a disease rather than a condition, it can be directly 
communicated to stakeholders who can address it (whether at a societal 
or individual level). According to estimates, obesity is responsible for 
21% of all medical spending in the United States (USD 412 billion by 
2023). Several key stakeholders seem motivated to act based on data 
on obesity and co-morbidity treatment costs and their future financial 
implications [9-11].

It remains true, however, that preventing or fighting a disease, 
rather than simply addressing its financial implications, makes such 
efforts more morally and scientifically justified. Taking care of patients 
with chronic diseases such as diabetes or asthma is the responsibility 
of health care professionals. In children, obesity is not usually a cause 
for seeking medical attention. Commonly, care providers conveniently 
avoid or fail to detect obesity in their patients, making it difficult to raise 
and discuss the issue with parents and children [12,13]. Additionally, 
obesity treatment does not have a ‘silver bullet’ solution like other acute 
diseases encountered in pediatric practice. A team of specialists must 
devote a significant amount of time and effort to pediatric obesity 
treatment, and the outcomes may sometimes be satisfactory or may 
fluctuate throughout the treatment period and, in many instances, 
result in significant failure [14]. In children, physical activity has 
been shown to reduce body fat percentages, but its effects on other 
measures of adiposity are inconsistent. Studies have shown that lifestyle 
interventions can improve measures of adiposity and cardiometabolic 
health in childhood obese people [15]. While interventions should 
be tailored to the specific needs and cultural characteristics of target 
populations, the optimal duration and intensity of exposure, as well 
as the need for long-term ‘booster’ modalities, should be determined 
based on the populations’ needs and cultural characteristics [16, 17].

Health care providers often recommend lifestyle modifications 
to adults with hypertension or type 2 diabetes as a first line approach, 
but a similar strategy for children with obesity is rarely implemented. 
In order to facilitate early preventive, diagnostic, and treatment 
modalities that are feasible even in busy clinical practices, it may be Figure 1: Childhood and adolescent obesity prevalence, by age and sex [22].
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the manifestations are abnormal glucose tolerance, dyslipidemia, 
several types of hypertensions, orthopedic complications, and early 
atherosclerosis. In addition to reducing quality of life, childhood obesity 
reduces a child’s social function [31, 32].

Obesity is, therefore, defined as a disease in every sense of the 
word by the dictionary. Chronic diseases last for 3 months or longer, 
cannot be prevented by vaccines or cured by medications, and do not 
just disappear. Furthermore, chronic diseases are those that persist for 
a long time or recur frequently. Children who are obese suffer from 
chronic diseases, not just a disease [33, 34].

Conclusion
A major health challenge of the 21st century is childhood obesity. 

In order to increase individual and societal awareness and to improve 
the care of obese children worldwide, we need to view it as a chronic 
disease. In order to prevent the escalation of obesity into significant 
clinical and psychosocial problems, obesity should be treated early 
before co-morbid conditions develop. The percentage of overweight or 
obese children in developed nations varies from 19 to 49% for boys and 
18 to 43% for girls. Nearly 12 - 16 million overweight youth receive 
inadequate treatment, which represents approximately 12 - 16 million 
people. UNICEF’s Convention on the Rights of the Child states that this 
is unacceptable, since all children should have access to medical care at 
all times. It is understood that States Parties recognize that children are 
entitled to the highest attainable standard of health as well as facilities 
for treating illnesses and rehabilitating their health. Children have the 
right to such health care services, and States Parties shall strive to ensure 
that they are not deprived of them.

Childhood obesity will therefore be recognized as a chronic disease 
that can be prevented and treated at the societal and individual level by 
novel interventions and policies. Children’s obesity will be addressed 
more seriously by both families and physicians as a result of this 
initiative. Childhood provides a unique chance to influence the quality 
of life, health, and prevention of disabilities for a lifetime. As with other 
chronic diseases of childhood, health care systems must be adapted to 
treat obese children. These issues will be addressed in our upcoming 
research and reviews by engaging health care workers in educational 
activities, identifying research agendas in this much needed field, 
and establishing collaborations among clinicians, researchers, health 
institutions, organizations, and states across developed nations.

Acknowledgements

	 None.

Conflict of Interest

	 None.

References

1.	 Popkin BM, Doak CM (1998) The obesity epidemic is a worldwide phenomenon. 
Nutr Rev 56: 106-114. https://doi.org/10.1111/j.1753-4887.1998.tb01722.x

2.	 Santos L (2022) The impact of nutrition and lifestyle modification on health. Eur J 
Intern Med 97: 18-25. https://doi.org/10.1016/j.ejim.2021.09.020

3.	 Farpour-Lambert NJ, Baker JL, Hassapidou M, Holm JC, Nowicka P, et al. (2015) 
Childhood obesity is a chronic disease demanding specific health care-a posi-
tion statement from the Childhood Obesity Task Force (COTF) of the European 
Association for the Study of Obesity (EASO). Obes Facts 8: 342-349. https://doi.
org/10.1159/000441483

4.	 Raj M, Sundaram KR, Paul M, Deepa AS, Kumar RK (2007) Obesity in Indian chil-
dren: time trends and relationship with hypertension. Natl Med J India 20: 288-293.

5.	 Laxmaiah A, Nagalla B, Vijayaraghavan K, Nair M (2007) Factors affecting preva-

There are several concerns that may arise when childhood obesity 
is recognized as a disease. This statement aims to address the problem 
of insufficient effective treatment and inadequate health care systems 
[25]. Developing and studying such interventions and systems should 
be based on recognizing the seriousness of childhood obesity and its 
long- and short-term health implications. Childhood diseases like 
diabetes, which are well recognized and treated in a timely manner, are 
significantly lagging behind. There is a risk of ignoring the seriousness 
and implications of obesity in children, which should be weighed 
against the risk of stigmatizing them [26].

Does Childhood Obesity Meet the Definition of a 
Disease?

In recent years, there has been an evolution in how and why to 
define a condition as a disease. Practically, such definitions can be 
divided into the semantic element and the purpose/implication of the 
definition (the ‘what’ and ‘why’). A semantic element is associated with 
descriptive components of the condition, while a purpose/implication is 
associated with the motivations of the definition’s creators. A semantic 
argument (or what) about childhood obesity, in general, is simple to 
address. In accordance with the Oxford medical dictionary, a disease is 
defined as follows: A disorder that has a specific cause (which might or 
might not be known) and recognizable signs and symptoms; any bodily 
abnormality or failure to function properly, except those directly caused 
by physical injury (the latter, however, might open the door to disease) 
[27].

Some of the causes of obesity have been clearly identified, such 
as genetics, an increase in food availability, and a decrease in physical 
activity. ‘Environmental factors’ do indeed contribute to obesity. The 
prevalence of obesity increases when predisposed populations are 
exposed to obesity-promoting environments. The effect of certain 
environmental exposures, such as dietary modifications, may be 
reversible in some cases. The gastrointestinal microbiome may also 
contribute to obesity, as it has also been shown to have major effects 
on whole body metabolism and obesity development. Overweight may 
be caused by genetic anomalies or other inherent defects in the body. A 
very small fraction of severe obesity is caused by monogenic causes, such 
as leptin receptor deficiency and extremely high BMIs. There is only 
a modest explanation of BMI in several populations for genome-wide 
association studies and single nucleotide polymorphisms. However, 
these variations may interact strongly with specific environmental 
factors and perhaps biological influences, emphasizing how these 
factors interact in many ways [28, 29].

In medical nomenclature, obesity is defined by its signs and 
symptoms. It seems problematic to some to define obesity based on its 
anthropometric values (such as BMI, waist circumference, or percent 
body fat), yet it is the same for multiple conditions. Hypertension, 
for example, is defined by statistically derived extremes of population 
values and risk prediction based on longitudinal calculations [30]. The 
most important factor to note, like obesity, is that hypertensive subjects 
may not experience any clinical symptoms or medical complications 
in the long run. Treatment interventions are guided by the numerical 
values of blood pressure, which are the only defining features of the 
disease. Similarly, obesity in childhood is significantly associated with 
mortality and morbidity in adulthood, even in the absence of overt 
complications.

There is indeed an association between childhood obesity and 
bodily abnormalities and dysfunctions. Childhood obesity is associated 
with tissue-specific insulin resistance, increased mechanical stress on 
joints, and impaired cardiovascular function, but not always. Among 

https://academic.oup.com/nutritionreviews/article/56/4/106/1909328
https://academic.oup.com/nutritionreviews/article/56/4/106/1909328
https://doi.org/10.1111/j.1753-4887.1998.tb01722.x
https://www.sciencedirect.com/science/article/abs/pii/S0953620521003290
https://www.sciencedirect.com/science/article/abs/pii/S0953620521003290
https://doi.org/10.1016/j.ejim.2021.09.020
https://karger.com/ofa/article/8/5/342/240196/Childhood-Obesity-Is-a-Chronic-Disease-Demanding
https://karger.com/ofa/article/8/5/342/240196/Childhood-Obesity-Is-a-Chronic-Disease-Demanding
https://karger.com/ofa/article/8/5/342/240196/Childhood-Obesity-Is-a-Chronic-Disease-Demanding
https://karger.com/ofa/article/8/5/342/240196/Childhood-Obesity-Is-a-Chronic-Disease-Demanding
https://doi.org/10.1159/000441483
https://doi.org/10.1159/000441483
https://onlinelibrary.wiley.com/doi/10.1038/oby.2007.165


Citation: Vissa SK, Ujwala M, Nichanametla SR (2024) Childhood Obesity - A Pandemic and Global Health Crisis. Obes Diabetes Res, Volume 5.1. DOI:   
https://doi.org/10.47275/2692-0964-129

Pages: 4-4Obes Diabetes Res, Volume 5:1

21.	 Birch LL, Fisher JO (1998) Development of eating behaviors among children and 
adolescents. Pediatrics 101: 539-549. https://doi.org/10.1542/peds.101.S2.539

22.	 Sanyaolu A, Okorie C, Qi X, Locke J, Rehman S (2019) Childhood and adoles-
cent obesity in the United States: a public health concern. Global Pediatr Health 6: 
2333794X19891305. https://doi.org/10.1177/2333794X19891305

23.	 Chapman G, Maclean H (1993) “Junk food” and “healthy food”: meanings of food 
in adolescent women’s culture. J Nutr Educ 25: 108-113. https://doi.org/10.1016/
S0022-3182(12)80566-8

24.	 Obesity: the policy challenges: the report of the National Taskforce on Obesity 2005. 
[https://www.lenus.ie/handle/10147/46689] [Accessed on April 30, 2024]

25.	 Niehoff V (2009) Childhood obesity: a call to action. Bariat Nurs Surg Pat Care 4: 
17-23. https://doi.org/10.1089/bar.2009.9996

26.	 Ebbeling CB, Sinclair KB, Pereira MA, Garcia-Lago E, Feldman HA, et al. (2004) 
Compensation for energy intake from fast food among overweight and lean adoles-
cents. JAMA 291: 2828-2833. https://doi.org/10.1001/jama.291.23.2828

27.	 Kapil U, Bhadoria AS (2014) Television viewing and overweight and obesity 
amongst children. Biomed J 37: 337-338.

28.	 Budd GM, Hayman LL (2008) Addressing the childhood obesity crisis: a call to 
action. MCN Am J Matern Child Nurs 33: 111-118. https://doi.org/10.1097/01.
NMC.0000313419.51495.ce

29.	 Moens E, Braet C, Bosmans G, Rosseel Y (2009) Unfavourable family characteris-
tics and their associations with childhood obesity: a cross‐sectional study. Eur Eat 
Disord Rev 17: 315-323. https://doi.org/10.1002/erv.940

30.	 Rawana JS, Morgan AS, Nguyen H, Craig SG (2010) The relation between eat-
ing-and weight-related disturbances and depression in adolescence: a review. Clin 
Child Fam Psychol Rev 13: 213-230. https://doi.org/10.1007/s10567-010-0072-1

31.	 Goldfield GS, Moore C, Henderson K, Buchholz A, Obeid N, et al. (2010) Body 
dissatisfaction, dietary restraint, depression, and weight status in adolescents. J Sch 
Health 80: 186-192. https://doi.org/10.1111/j.1746-1561.2009.00485.x

32.	 Britz B, Siegfried W, Ziegler A, Lamertz C, Herpertz-Dahlmann BM, et al. (2000) 
Rates of psychiatric disorders in a clinical study group of adolescents with extreme 
obesity and in obese adolescents ascertained via a population based study. Int J Obes 
24: 1707-1714. https://doi.org/10.1038/sj.ijo.0801449

33.	 Tanofsky-Kraff M, Yanovski SZ, Wilfley DE, Marmarosh C, Morgan CM, et 
al. (2004) Eating-disordered behaviors, body fat, and psychopathology in over-
weight and normal-weight children. J Consult Clin Psychol 72: 53-61. https://doi.
org/10.1037/0022-006X.72.1.53

34.	 Zametkin AJ, Zoon CK, Klein HW, Munson S (2004) Psychiatric aspects of child 
and adolescent obesity: a review of the past 10 years. J Am Acad Child Adolesc Psy-
chiatry 43: 134-150. https://doi.org/10.1097/00004583-200402000-00008

lence of overweight among 12‐to 17‐year‐old urban adolescents in Hyderabad, In-
dia. Obesity 15: 1384-1390. https://doi.org/10.1038/oby.2007.165

6.	 Subramanyam V, Rafi M (2003) Prevalence of overweight and obesity in affluent 
adolescent girls in Chennai in 1981 and 1998. Indian Pediatr 40: 332-336.

7.	 Chhatwal J, Verma M, Riar SK (2004) Obesity among pre-adolescent and adoles-
cents of a developing country (India). Asia Pac J Clin Nutr 13: 231-235. 

8.	 Khadilkar VV, Khadilkar AV (2004) Prevalence of obesity in affluent school boys in 
Pune. Indian Pediatr 41: 857-858.

9.	 Panjikkaran ST, Kumari KS (2009) Augmenting BMI and waist-height ratio for es-
tablishing more efficient obesity percentiles among school-going children. Indian J 
Community Med 34: 135-139. https://doi.org/10.4103/0970-0218.51233

10.	 Williams DP, Going SB, Lohman TG, Harsha DW, Srinivasan SR, et al. (1992) Body 
fatness and risk for elevated blood pressure, total cholesterol, and serum lipopro-
tein ratios in children and adolescents. Am J Public Health 82: 358-363. https://doi.
org/10.2105/ajph.82.3.358

11.	 Flegal KM, Wei R, Ogden C (2002) Weight-for-stature compared with body mass in-
dex–for-age growth charts for the United States from the Centers for Disease Control 
and Prevention. Am J Clin Nutr 75: 761-766. https://doi.org/10.1093/ajcn/75.4.761

12.	 Himes JH, Dietz WH (1994) Guidelines for overweight in adolescent preventive 
services: recommendations from an expert committee. Am J Clin Nutr 59: 307-316. 
https://doi.org/10.1093/ajcn/59.2.307

13.	 Ghosh A (2014) Explaining overweight and obesity in children and adolescents of 
Asian Indian origin: the Calcutta childhood obesity study. Indian J Public Health 58: 
125-128. https://doi.org/10.4103/0019-557X.132290

14.	 Nawab T, Khan Z, Khan IM, Ansari MA (2014) Influence of behavioral determi-
nants on the prevalence of overweight and obesity among school going adolescents 
of Aligarh. Indian J Public Health 58: 121-124. https://doi.org/10.4103/0019-
557X.132289

15.	 Flodmark CE, Lissau I, Moreno LA, Pietrobelli A, Widhalm K (2004) New insights 
into the field of children and adolescents’ obesity: the European perspective. Int J 
Obes 28: 1189-1196. https://doi.org/10.1038/sj.ijo.0802787

16.	 Lazarus R, Baur L, Webb K, Blyth F (1996) Body mass index in screening for 
adiposity in children and adolescents: systematic evaluation using receiver oper-
ating characteristic curves. Am J Clin Nutr 63: 500-506. https://doi.org/10.1093/
ajcn/63.4.500

17.	 Davison KK, Birch LL (2001) Childhood overweight: a contextual model and rec-
ommendations for future research. Obes Rev 2: 159-171. https://doi.org/10.1046/
j.1467-789x.2001.00036.x

18.	 Anderson PM, Butcher KF (2006) Childhood obesity: trends and potential causes. 
Future Child 16: 19-45. https://doi.org/10.1353/foc.2006.0001

19.	 Causes of Obesity. Centers for Disease Control and Prevention. [https://www.cdc.
gov/obesity/basics/causes.html] [Accessed on April 30, 2024]

20.	 Patrick H, Nicklas TA (2005) A review of family and social determinants of chil-
dren’s eating patterns and diet quality. J Am Coll Nutr 24: 83-92. https://doi.org/10.
1080/07315724.2005.10719448

https://publications.aap.org/pediatrics/article-abstract/101/Supplement_2/539/28074/Development-of-Eating-Behaviors-Among-Children-and
https://publications.aap.org/pediatrics/article-abstract/101/Supplement_2/539/28074/Development-of-Eating-Behaviors-Among-Children-and
https://doi.org/10.1542/peds.101.S2.539
https://journals.sagepub.com/doi/10.1177/2333794X19891305
https://journals.sagepub.com/doi/10.1177/2333794X19891305
https://journals.sagepub.com/doi/10.1177/2333794X19891305
https://doi.org/10.1177/2333794X19891305
https://www.sciencedirect.com/science/article/abs/pii/S0022318212805668
https://www.sciencedirect.com/science/article/abs/pii/S0022318212805668
https://doi.org/10.1016/S0022-3182(12)80566-8
https://doi.org/10.1016/S0022-3182(12)80566-8
https://www.lenus.ie/handle/10147/46689
https://www.liebertpub.com/doi/10.1089/bar.2009.9996
https://www.liebertpub.com/doi/10.1089/bar.2009.9996
https://doi.org/10.1089/bar.2009.9996
https://jamanetwork.com/journals/jama/article-abstract/198947
https://jamanetwork.com/journals/jama/article-abstract/198947
https://jamanetwork.com/journals/jama/article-abstract/198947
https://doi.org/10.1001/jama.291.23.2828
https://journals.lww.com/mcnjournal/abstract/2008/03000/addressing_the_childhood_obesity_crisis__a_call_to.10.aspx
https://journals.lww.com/mcnjournal/abstract/2008/03000/addressing_the_childhood_obesity_crisis__a_call_to.10.aspx
https://doi.org/10.1097/01.NMC.0000313419.51495.ce
https://doi.org/10.1097/01.NMC.0000313419.51495.ce
https://onlinelibrary.wiley.com/doi/10.1002/erv.940
https://onlinelibrary.wiley.com/doi/10.1002/erv.940
https://onlinelibrary.wiley.com/doi/10.1002/erv.940
https://doi.org/10.1002/erv.940
https://link.springer.com/article/10.1007/s10567-010-0072-1
https://link.springer.com/article/10.1007/s10567-010-0072-1
https://link.springer.com/article/10.1007/s10567-010-0072-1
https://doi.org/10.1007/s10567-010-0072-1
https://onlinelibrary.wiley.com/doi/10.1111/j.1746-1561.2009.00485.x
https://onlinelibrary.wiley.com/doi/10.1111/j.1746-1561.2009.00485.x
https://onlinelibrary.wiley.com/doi/10.1111/j.1746-1561.2009.00485.x
https://doi.org/10.1111/j.1746-1561.2009.00485.x
https://www.nature.com/articles/0801449
https://www.nature.com/articles/0801449
https://www.nature.com/articles/0801449
https://www.nature.com/articles/0801449
https://doi.org/10.1038/sj.ijo.0801449
https://psycnet.apa.org/doiLanding?doi=10.1037%2F0022-006X.72.1.53
https://psycnet.apa.org/doiLanding?doi=10.1037%2F0022-006X.72.1.53
https://psycnet.apa.org/doiLanding?doi=10.1037%2F0022-006X.72.1.53
https://doi.org/10.1037/0022-006X.72.1.53
https://doi.org/10.1037/0022-006X.72.1.53
https://www.jaacap.org/article/S0890-8567(09)61269-7/abstract
https://www.jaacap.org/article/S0890-8567(09)61269-7/abstract
https://www.jaacap.org/article/S0890-8567(09)61269-7/abstract
https://doi.org/10.1097/00004583-200402000-00008
https://onlinelibrary.wiley.com/doi/10.1038/oby.2007.165
https://onlinelibrary.wiley.com/doi/10.1038/oby.2007.165
https://doi.org/10.1038/oby.2007.165
https://europepmc.org/article/med/12736406
https://europepmc.org/article/med/12736406
https://apjcn.nhri.org.tw/server/APJCN/13/3/231.pdf
https://apjcn.nhri.org.tw/server/APJCN/13/3/231.pdf
https://www.indianpediatrics.net/aug2004/aug-857-858.htm
https://www.indianpediatrics.net/aug2004/aug-857-858.htm
https://journals.lww.com/ijcm/fulltext/2009/34020/augmenting_bmi_and_waist_height_ratio_for.13.aspx
https://journals.lww.com/ijcm/fulltext/2009/34020/augmenting_bmi_and_waist_height_ratio_for.13.aspx
https://journals.lww.com/ijcm/fulltext/2009/34020/augmenting_bmi_and_waist_height_ratio_for.13.aspx
https://doi.org/10.4103/0970-0218.51233
https://ajph.aphapublications.org/doi/abs/10.2105/AJPH.82.3.358
https://ajph.aphapublications.org/doi/abs/10.2105/AJPH.82.3.358
https://ajph.aphapublications.org/doi/abs/10.2105/AJPH.82.3.358
https://doi.org/10.2105/ajph.82.3.358
https://doi.org/10.2105/ajph.82.3.358
https://www.sciencedirect.com/science/article/pii/S0002916523061865
https://www.sciencedirect.com/science/article/pii/S0002916523061865
https://www.sciencedirect.com/science/article/pii/S0002916523061865
https://doi.org/10.1093/ajcn/75.4.761
https://www.sciencedirect.com/science/article/abs/pii/S000291652319410X
https://www.sciencedirect.com/science/article/abs/pii/S000291652319410X
https://doi.org/10.1093/ajcn/59.2.307
https://journals.lww.com/ijph/fulltext/2014/58020/explaining_overweight_and_obesity_in_children_and.11.aspx
https://journals.lww.com/ijph/fulltext/2014/58020/explaining_overweight_and_obesity_in_children_and.11.aspx
https://journals.lww.com/ijph/fulltext/2014/58020/explaining_overweight_and_obesity_in_children_and.11.aspx
https://doi.org/10.4103/0019-557X.132290
https://journals.lww.com/ijph/fulltext/2014/58020/influence_of_behavioral_determinants_on_the.10.aspx
https://journals.lww.com/ijph/fulltext/2014/58020/influence_of_behavioral_determinants_on_the.10.aspx
https://journals.lww.com/ijph/fulltext/2014/58020/influence_of_behavioral_determinants_on_the.10.aspx
https://doi.org/10.4103/0019-557X.132289
https://doi.org/10.4103/0019-557X.132289
https://www.nature.com/articles/0802787
https://www.nature.com/articles/0802787
https://www.nature.com/articles/0802787
https://doi.org/10.1038/sj.ijo.0802787
https://www.sciencedirect.com/science/article/pii/S0002916523192446
https://www.sciencedirect.com/science/article/pii/S0002916523192446
https://www.sciencedirect.com/science/article/pii/S0002916523192446
https://doi.org/10.1093/ajcn/63.4.500
https://doi.org/10.1093/ajcn/63.4.500
https://onlinelibrary.wiley.com/doi/10.1046/j.1467-789x.2001.00036.x
https://onlinelibrary.wiley.com/doi/10.1046/j.1467-789x.2001.00036.x
https://doi.org/10.1046/j.1467-789x.2001.00036.x
https://doi.org/10.1046/j.1467-789x.2001.00036.x
https://muse.jhu.edu/article/194621
https://muse.jhu.edu/article/194621
https://doi.org/10.1353/foc.2006.0001
https://www.cdc.gov/obesity/basics/causes.html
https://www.cdc.gov/obesity/basics/causes.html
https://www.tandfonline.com/doi/abs/10.1080/07315724.2005.10719448
https://www.tandfonline.com/doi/abs/10.1080/07315724.2005.10719448
https://doi.org/10.1080/07315724.2005.10719448
https://doi.org/10.1080/07315724.2005.10719448

	Abstract
	Introduction
	Implications of Defining Childhood Obesity as a Disease
	Does Childhood Obesity Meet the Definition of a Disease?
	Conclusion
	Acknowledgements
	Conflict of Interest
	References
	Figure 1

