
Children with overweight or obesity present to health 
professionals more frequently than children whose weight 
is within the healthy range. Most do not present because 

of concerns about weight, but rather because of issues such as 
recurrent ear infections, asthma, constipation or bed wetting, all 
of which may be exacerbated as a direct result of excessive weight 
gain. The first challenge for health professionals, particularly 
because awareness is often absent, is how to raise the issue of 
overweight in a child with the parents.

Raising the issue
The NHMRC Clinical Practice Guidelines for the Management 
of Overweight and Obesity in Adults, Adolescents and Children 
in Australia recommend the ‘5 As’ approach to management of 
obesity: ask, assess, advise, assist and arrange.1 However, parents, 
and especially those who are overweight or obese themselves, 
have difficulty recognising obesity in their children. Even health 
professionals find it difficult to categorise a child’s weight status 
by visualisation alone.

As well as lack of awareness and raising the issue, barriers to 
managing childhood obesity include lack of time, resources and 
training in the area, and lack of specific MBS remuneration. 
Many GPs do not routinely weigh children or raise the topic of 
excessive weight gain for concerns of negative parental responses. 
Yet most parents expect the GP to measure their child’s weight, 
raise issues, offer counselling on diet and exercise and provide 
follow-up appointments.

Ask
Having a strategy to measure a child’s height and weight at each 
clinic visit would simplify raising weight-related concerns and 
allow calculation of body mass index (BMI) and subsequent 
plotting of BMI-for-age using gender-specific growth charts. For 
busy practices, monitoring patients’ weight can be a challenge; 
however, a practice nurse could undertake the measurements 
and help to engage with the family. The process would then 
become standard practice and trends in weight gain could be 
identified and addressed early.
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It is important that GPs take the initiative  
and sensitively address overweight and obesity  
in young patients. Once this initial barrier is 
overcome, motivating patients and their families 
to adopt simple lifestyle interventions can  
lead to significant improvement in health and 
psychosocial outcomes.
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Growth charts can be used to start con-
versations about weight; for example, by 
saying ‘Looking at Lucy’s growth chart we 
can see her BMI is above the healthy range 
for her age. Is this something you have 
noticed or been concerned about?’ If the 
reason for the current visit was not because 
of weight-related concerns then a follow-up 
appointment could be offered by saying, 
‘I realise you have not come to see me about 
this today, but how about we book another 
appointment to discuss it further?’ It is 
important when raising the issue to use 
sensitive language, avoid stigmatising or 
blaming and be supportive and solution 
orientated.

Assess
In a busy practice, time is of the essence. 
Developing a systematic approach to 
assessment that screens for problems that 
may need treatment or intervention would 
be beneficial.

History taking
On presentation, ask the parent and, in the 
case of adolescents, the young person 
themself, what their concerns are. If the 
concerns are weight-related, determine 
whether the patient or their family have 

previously attempted to lose weight or 
change their habits, and their degree of 
success. Thorough history-taking would 
include the following areas.
•	 Potential underlying causes (rare in 

childhood) and comorbidities, for 
example:

–– sleep problems (ask about hours 
slept, night-time wetting, snoring, 
morning headache, daytime 
somnolence)

–– systemic issues (ask about 
exacerbation of asthma, exercise 
tolerance levels, constipation, 
daytime wetting, lower-limb 
joint pain)

–– psychosocial or behavioural 
problems (ask about bullying, 
school refusal, depression, 
attention deficit hyperactivity 
disorder and autism, all of which 
have an increased prevalence in 
children with obesity).

•	 Is there a family history of type 2 
diabetes, obesity, or bariatric surgery?

•	 Take into account the increased 
risk of developing obesity and 
comorbidities among people of 
Asian, Middle Eastern, Indigenous 
Australian and Pacific Islander races.2

•	 Ask about screen time, including 
recreational use of small and  
large screens and the presence of 
televisions in bedrooms.

•	 Ask about physical activity, 
including how much organised 
versus incidental activity the child 
participates in, parental role 
modelling and family activities.

•	 In relation to diet, what are the eating 
patterns of the child and family?  
Are meals regular (including 
breakfast). What are their snacking 
and drinking habits? How much  
fruit, vegetables and fast food are 
consumed? Is the television on at  
meal times?

Physical examination
Other than generalised or central obesity, 
physical examination of a child with over-
weight or obesity is often within normal 
limits. Look for acanthosis nigricans 
(especially of the neck, axillae and inner 
thigh), other skin lesions (striae, intertrigo), 
tonsillar size, gait and range of hip move-
ment. Blood pressure should be measured 
using an appropriately sized cuff, and waist 
circumference can be measured to cal
culate the child’s waist-to-height ratio 
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TABLE. PRACTICAL INTERVENTION TIPS FOR CHILDREN WITH OVERWEIGHT OR OBESITY AND THEIR FAMILIES

Intervention tip Rationale/additional information

Eat breakfast every day Include protein for satiety

Use smaller plates Helps with reducing portion size

Put eating utensils down between mouthfuls Slows down eating, helps with satiety

Eat together as a family with the television off Provides an opportunity for quality family time

Make water the main drink Replace sugar-sweetened beverages

Help with household tasks Increases incidental activity and teaches life skills

Walk to school Contributes to 10,000 steps a day and reduces the environmental carbon load

Have balls, skipping ropes and frisbees, for 
example in the house and car

Be active for at least 60 minutes every day; one to two hours of planned sport  
a week will not counteract a sedentary lifestyle

Take televisions out of all bedrooms (including 
parents’ bedroom)

Parental role modelling. Keep leisure screen time to less than two hours a day

Choose healthier take-away food options Include vegetables or salad, smaller portions, water instead of juice
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(a ratio of greater than 0.5 is associated 
with increased cardiometabolic risk).

Investigations
Most children with overweight or mild 
obesity will not require any further inves-
tigations. However, consider further 
investigations in patients with one or more 
of the following characteristics: older 
adolescent, significant obesity, a strong 
family history of type 2 diabetes, a history 
or physical examination suggestive of 
comorbidities, and short stature. If blood 
tests are required, they should be fasting 
levels and include liver function tests, a 
lipid profile, insulin and glucose levels, 
iron studies and vitamin D level. Thyroid- 
stimulating hormone should be measured 
in patients of short stature and when height 
plateaus prematurely. If the patient poten-
tially has obstructive sleep apnoea  then 
refer them for a sleep assessment.

Advise and assist
Priorities will dictate the advice given. 
Family-wide behaviour change is needed, 
which will likely benefit the health of 
all family members. Motivational inter-
viewing techniques can be used to deter-
mine what the family feels they could 
address.3 ‘SMARTER’ goal techniques will 
help them to clarify goals and to focus on 
why they might want to make changes. 
SMARTER goals are specific, measurable, 
achievable, relative, timely and associated 
with an emotion and a reward. Adolescents 
may choose the goal and be supported by 
parents.

It is often easier to make small changes 
one step at a time. Regular support and 
follow up is needed for monitoring and 
feedback through serial measurements and 
discussing achievements. The table lists 
simple intervention suggestions, and Box 
1 summarises practice points for GPs.

Arrange
Refer the patient to local dietetic, physi-
otherapy and clinical psychology services 
for additional input if they are available, 
or community programs such as 
Go4Fun4 in New South Wales (go4fun.
com.au; a free 10-week healthy lifestyle 
program). Resources on healthy lifestyle 
and obesity are listed in Box 2.

In complex cases or severe obesity (BMI 
greater than the 99th centile for age), refer 

the child or adolescent to a paediatrician 
for further assessment and management 
of contributing factors, comorbidities and 
existing health issues that have been 
exacerbated. Adjunct treatments such as 
medications (orlistat [off-label use]), very 
low energy diets or consideration of bari-
atric surgery should be undertaken only 
by a specialist multidisciplinary weight-
management team. Bariatric surgery may 
be considered in adolescents who are more 
than 14 years of age or postpubertal with 
a BMI greater than 40 kg/m2 or greater 
than 35 kg/m2 with comorbidities.4

Conclusion
Having a strategy for managing overweight 
and obesity in children and adolescents is 
highly important in primary practice. 
Lifestyle interventions can produce signif-
icant results in children and adolescents 
with obesity in both the primary care and 
tertiary settings. They are certainly worth-
while undertaking, particularly when 
improvements in psychosocial outcomes 
are observed.5�  MT
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1. PRACTICE POINTS FOR GPS ON
MANAGING CHILDREN WITH
OVERWEIGHT OR OBESITY

• Recognising and raising the issue of
overweight or obesity can be difficult.

• Early intervention is more likely to
result in better outcomes.

• Use BMI charts to determine weight
status.

• Keep waist measurement to less
than half the height.

• Assessment can be quick, covering a
few basic areas.

• Small changes can be implemented
one at a time.

• SMARTER goals (specific, measurable,
achievable, relative, timely, associated
with an emotion and a reward) help to
structure interventions.

• Parental engagement is essential.

• Adopt a whole-of-family approach.

• Involve the young adolescent in
choosing goals and engage parental
support.

• Referral to a paediatrician is required
when obesity is more severe and in
complex cases.

• Lifestyle intervention is worthwhile.

2. RESOURCES ON HEALTHY
LIFESTYLE AND OBESITY

• Go4Fun4
–– go4fun.com.au

• Healthy Kids
–– www.healthykids.nsw.gov.au

• The Sydney Children’s Hospitals Network
–– www.schn.health.nsw.gov.au/
parents-and-carers/fact-sheets

• The Raising Children Network
–– raisingchildren.net.au/articles/
childhood_obesity.html

• Make Healthy Normal
–– www.makehealthynormal.nsw.gov.
au/food/healthy-school-lunch-box
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