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This review aims to emphasise the impact of poor nutrition on children’s health and
psychological well-being, urging those involved in childhood obesity or nutrition services to
broaden their intervention approach. Poor nutrition and childhood obesity affect physical and
psychological health. The stress of livingwith obesity further impacts quality of life, well-being
and self-esteem. Children living with obesity may experience adverse childhood events and
stress, and young people are able to recall the impact of psychosocial issues such as
experiencing stigma and discrimination. Food is often a coping mechanism for managing
negative emotions, perpetuating cycles of emotional coping and unhealthy eating behaviours.
UKguidelines recommend family-based, multi-component weightmanagement interventions
for children living with obesity. Interventions mainly target health behaviours and utilise
behaviour change techniques attempting to directly improve diet and physical activity as
behavioural outcomes. Whilst these interventions may show some improvements in
psychological well-being, there is limited consideration or understanding of the underlying
mechanisms of action which indirectly influence engagement and the sustainability of the
behaviour change. Lack of attention and inclusion of psychosocial variables in intervention
implementation may help explain the variable effectiveness reported across childhood obesity
interventions. In conclusion, enhancing the effectiveness of childhood obesity interventions
requires a broader approach that fully incorporates psychosocial factors. Those responsible
for commissioning, designing and implementing these interventions should adopt a holistic
approach that addresses psychological and emotional needs while incorporating underlying
mechanisms of action. This shift in focus could result in more sustainable and comprehensive
treatment for childhood obesity.
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This review aims to emphasise the impact of poor nutrition
on children’s health and psychological well-being, urging
those involved in childhood obesity or nutrition services to
broaden their intervention approach.A range of evidence is

presented which reviews: The importance of childhood
nutrition; Childhood obesity and nutrition; The impact of
obesity on psychological, psychosocial health and eating
behaviour; A mention of mental health-psychiatric
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diagnosis; Empowering Voices: Children and Young
People Living with Obesity; Childhood Obesity
Interventions, and finally, a Conclusion which offers a
summary of the key issues and calls for health professionals
to consider various psychological factors relevant to
supporting optimal child nutrition and obesity.

The importance of childhood nutrition

Childhood nutrition plays a crucial role in a child’s growth,
physical and cognitive development and overall well-
being(1). Healthy eating patterns support disease prevention
efforts by reducing the risks of nutritional deficiencies
alongside the risks of developing obesity and other non-
communicable diseases (such as certain cancers and
metabolic disorders). UK evidence suggests that adherence
to dietary guidelines during childhood is associated with
better health outcomes (for example, improved cardiome-
tabolic profile), suggesting that adopting a healthy diet has
long-term benefits to child health(2,3).

A healthy diet occurs when daily eating patterns include
adequate nutrient and energy intake to meet individual
energy needs. Optimal childhood nutrition provides ideal
quantities of the essential nutrients and energy needed for
physical growth and cognitive development. Nutrients
such as proteins, vitamins, minerals and carbohydrates
are essential for building strong bones, muscles and
organs, particularly during rapid periods of growth(4).
Micronutrients like n-3 fatty acids, iron, iodine, zinc and B
vitamins contribute to brain and cognitive development,
memory and learning abilities(5). Nutrient-rich diets
positively influence cognitive function, concentration
and academic performance(6).

However, evidence consistently shows that many
children have suboptimal diets worldwide, resulting in
limited adherence to national and international dietary
guidelines(7–9). The WHO European Childhood Obesity
Surveillance Initiative analysed over 132 489 diets of
children across 23 European countries and reported that
fewer than half (42·5%) consumed fruit and less than a
quarter (22·6%) consumed fresh vegetables daily(10).
Similar findings have been reported in the UK, with data
revealing poor compliance with the UK’s dietary
recommendations(11). Specifically, dietary analysis for
implementation of child dietary recommendations is
notably very low or low for consumption of free sugars,
fish, saturated fat and fibre, as well as for fruit, vegetables
and salt. These dietary intakes are suboptimal, and
neglecting good nutrition could lead to serious short-term
adverse impacts on children’s growth, development and
future long-term health. For example, inadequate zinc
intake during childhood can lead to detrimental effects on
attention and short-term memory(12). Inadequate iron
intake leading to iron deficiency in childhood can
negatively impact overall intelligence and cognitive
development(13); there is growing evidence regarding the
prevalence of brain disorders such as Attention Deficit
Hyperactivity Disorder and iron deficiency during early
life(14,15). Insufficient vitamin D during childhood has been
linked to the onset of various conditions, including rickets,

multiple sclerosis(16) and prediabetes(3). Moreover, a diet
containing high levels of saturated fat, refined carbohy-
drates and processed food products is associated with
poorer mental health in children and adolescents(17).
Furthermore, there is a significant association between
mental well-being and diet, with lower fruit and vegetable
consumption in adolescents showing lower mental well-
being(18).

In addition to these health risks, a poor diet increases
the chance of developing childhood obesity(19). Healthy
eating and good quality nutrition are promoted as key
elements in the prevention of childhood obesity(20,21). The
European Society for Paediatric Gastroenterology,
Hepatology and Nutrition Committee on Nutrition
published a position paper on the role of diet and food
habits on childhood obesity(21). This position paper
summarises a range of dietary and eating behaviours that
may support the prevention of obesity (including for
example: breast-feeding; parenting styles; dietary pat-
terns; eating behaviours; meal frequency, composition
and portion size)(21). A similar position paper on this
subject is written by the Global Federation of
International Societies of Paediatric Gastroenterology,
Hepatology and Nutrition (FISPGHAN)(20). Whilst there
are clear nutritional guidelines and position statements
aimed at promoting healthy eating and preventing
obesity, it is concerning to observe that children globally
and in the UK are not consistently following these
recommendations; this presents significant future public
health risks as these children transition into adulthood.
Interventions to encourage nutritious diets and healthier
eating habits to date have yielded varying levels of success.

Key learning point

Nutrient deficiencies and poor diets have consequences
which include various psychological and cognitive chal-
lenges (to recap: having a negative impact on brain and
cognitive development(5), cognitive functioning, concentra-
tion, memory(6), attention(12), intelligence(13), poor mental
health(17) and lower mental well-being(18), links to Attention
Deficit Hyperactivity Disorder(14,15) and lower academic
performance(6)). Hence, healthcare and public health
professionals need to consider how they assess these
psychological and cognitive needs, and how any challenges
associated with such needs are integrated into population
based or targeted interventions. TheWHO(22) has recognised
that healthy eating interventions, for example, in school
settings, must go beyond measuring physical outcomes (i.e.
diet) and include cognitive and academic outcomes as part of
their evaluations. Despite ongoing efforts to promote
healthy eating and prevent childhood obesity, the yearly
increase in childhood obesity rates worldwide highlights the
need for more effective strategies and interventions.

Childhood obesity

In 2015, 107·7 million children were living with obesity
worldwide(23), and in 2018, the WHO reported that
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childhood obesity is one of the most serious challenges of
the 21st century(24). Childhood obesity has profound and
wide-ranging impacts on an individual’s health(25). These
effects canmanifest both in the short term, have long-term
implications into adulthood, andmay significantly impact
morbidity andmortality(26–28). Specifically, children living
with obesity are at higher risk of developing type 2
diabetes(29) and increased risk of developing cardio-
vascular diseases(30) such as high blood pressure, high
cholesterol levels and atherosclerosis later in life. Non-
alcoholic fatty liver disease is more common in children
living with obesity and can lead to inflammation and liver
damage(31). Childhood obesity can affect bone develop-
ment and increase the risk of fractures(32). Excess weight
places additional stress on the joints and may lead to
osteoarthritis and musculoskeletal pain(33). Obesity can
contribute to respiratory problems like asthma and sleep
apnoea, further impacting a child’s overall health and
quality of life(34). Oral morbidity is increased in children
and adolescents with obesity. Conditions like gastro-
esophageal reflux disease and gallstones can be more
common in children living with obesity(34). Childhood
obesity also increases the risk for autoimmune diseases
such as multiple sclerosis, Crohn’s disease, arthritis and
type 1 diabetes(31). Obesity can disrupt hormonal balance,
potentially leading to conditions like polycystic ovary
syndrome in girls and may contribute to early puberty,
which might carry additional physical and emotional
challenges(34). Children living with obesity are more likely
to become adults with obesity, further increasing the risk
of chronic diseases, such as cancer(35). The combination of
obesity-related health issues can reduce life expectancy
and overall quality of life.

Obesity and Nutrition: For those already living with
overweight or obesity, promoting and supporting a
healthy diet has been recommended as a priority(36).
Specifically, for those livingwith obesity, dietary improve-
ments such as reducing the consumption of energy-dense
foods, processed foods and sugar drinks are among some
of the modifiable behaviours recommended(37,38).
Children living with obesity are reported to have low
vitamin D(3,39,40), low iron(41,42) and various other
deficiencies (and the impact of these deficiencies is
described above).

Key learning point

In addition to the nutritional challenges facing the general
population, children living with obesity are at much higher
risk of current and future health issues. This should be
considered with reference to the ‘double burden malnu-
trition’ phenomenon, defined by WHO as the ‘coexistence
of under nutrition along with overweight, obesity or diet-
related non-communicable disease’(43). Double burden
malnutrition can exist at an individual, household or
population level. Globally, children in low-income house-
holds are more likely to experience deficiencies of essential
micronutrients (such as iron), alongside living with over-
weight and obesity. However, double burden malnutrition
is more common in middle-income countries, experiencing
rapid changes in economic circumstances and access to

food(43). Promoting good nutrition and healthy eating
habits must address all forms of malnutrition.

The impact of obesity on psychological, psychosocial health
and eating behaviour

There is clear evidence highlighting the co-directional
relationship between psychological well-being and child-
hood obesity(44). Children living with obesity are frequently
exposed to psychological stress, such as stigmatisation,
discrimination, teasing, bullying(45,46) and other forms of
social marginalisation. These and other psychological
stresses expose children to additional emotional and
physical impacts, such as reduced quality of life, lower
self-esteem, lower self-worth, depressive symptoms, body
dissatisfaction, functional impairment (for example, less
agility, limited ability to engage in activities) adverse social
functioning, social withdrawal, difficulties in forming and
maintaining peer relationships(47,48), as well as difficulties
communicating and lower academic achievement(49,50), all
of which may further affect their physical, psychosocial
health, quality of life and well-being.

The impact of psychological factors on children living
with obesity is highly variable. However, given the wide
range of factors that could be impacted, further consid-
eration, assessment and intervention should be integrated
into childhood weight management and healthy eating
interventions. For example, not all children living with
obesity recognise their diagnosis or accept this as a
negative view of their body image(51). However, negative
body image can be evident for some children living with
obesity. Cognitive factors such as self-identity, attitudes,
beliefs and knowledge about obesity, food, nutrition and
healthy behaviours can influence decisions, including food
choice(51).

In a review of the link between stress and childhood
obesity(52), stress has been highlighted as a significant
factor in contributing to and maintaining childhood
obesity(53). Children living with obesity are more likely to
experience stress at home, and daily stresses significantly
impact their eating behaviours(54). Food can be a coping
mechanism for dealing with stress, anxiety or other
negative emotions and can lead to a cycle where eating
becomes associated with emotional coping. Stress can be
defined as a ‘negative response that results from
threatening stimuli, external events or conditions that
adversely affect a person’s well-being’(52) (for example,
experiencing social discrimination, stigma, teasing or
bullying for those living with obesity). Stress is considered
in the context of chronic (ongoing prolonged) stress, and
acute stress (brief stress), and its impact on childhood
obesity risk. Stress can influence behaviour and affect
psychological well-being; it can promote changes in sleep,
cognition and perception of pain and may change
biological responses such as endocrine, immune and
metabolic functioning(55). The cause-and-effect debate
regarding stress and obesity is still under investigation (as
are many psychological variables), but stress and obesity
are entwined. TheObesityMedicine Association (2022)(55)

has produced a clinical practice statement which
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summarises the links between obesity, stress and psychi-
atric disease (focusing on adult literature).Which suggests
that obesity and its negative health effects can heighten
both physical and mental stress, potentially leading to
unhealthy behavioural changes. These changes in bio-
logical functions, including the endocrine, immune and
metabolic systems, contribute to a cycle of worsening
obesity, a process known as an adiposopathic stress
cycle(55) (i.e. ‘sick-fat’, see Bays et al.(56) for further
information on this topic).

A possible link to the stress response is poor emotional
regulation. In this context, the behaviours and actions of
the child living with obesity are influenced by their
emotions, how they experience these emotions and how
they communicate them to others. Ineffective emotional
regulation has been modelled to link stress and obesity,
suggesting that stress and ineffective emotional regulation
lead to unhealthy eating behaviours such as emotional
eating and other maladaptive behaviours such as sleep
difficulties or reduced physical activity(57). For example,
adolescents who have higher levels of stress aremore likely
to engage in emotional eating(58). Psychological factors
can profoundly impact a child’s relationship with food,
eating patterns and overall health. Additional emotional
factors, such as boredom, sadness and happiness, can
trigger eating behaviours(59). Children may turn to food
for comfort or to cope with their emotions, which can lead
to overeating or consuming unhealthy foods. Children
living with obesity are reported to experience higher levels
of emotional eating(52). A clear summary of emotional-
induced eating (emotional eating), dietary restraint, stress
and eating behaviour and family, parental and environ-
mental stress is identified as possible contributing factors
to childhood obesity(52).

There are biological (genetic/physiological) factors
which are significantly associated with taste preferences
and subsequent consumption of specific food types (for
example, sweet, bitter and fat tastes(60)). Children with
higher BMI are reported to have bitter taste sensitivity,
and girls may present with low sensitivity to sweet taste(61).
Some of these biological mechanisms are apparent
through the activation of various areas within the brain
(including the frontal, parietal, occipital and temporal
lobes, as well as the hypothalamus, thalamus, amygdala,
hippocampus and ventral tegmental areas), all of which
can be influenced and activated by specific foods,
especially those rich in sugar, fat and salt(55). Activation
of these areas in the brain, may directly impact eating
behaviours, triggering cravings and initiating a cycle of
seeking out specific foods for their pleasurable effects(55).
For example, a cross-sectional study on adolescents living
with obesity reported that nearly half (47·9 %) met a food
addiction diagnosis(62). Food addiction has been linked to
impairment of the brain reward circuits(63) and research
into the field of obesity and food addiction in adolescents
suggests that such occurrences increase the likelihood of
adolescents reporting significant increased anxiety of
gaining weight, dieting and thin body preoccupation(62).
Biological factors can change taste preferences and
directly impact eating behaviour, and early experiences
with food can also shape an individual’s food choice

preferences(64). In addition, to biological, cognitive and
psychological factors, eating patterns may also be
influenced by social, environmental and cultural factors,
such as group norms, peer pressure, parenting practices
and the desire to fit in(51,65). Children’s eating habits are
influenced by their social circles, including family, friends,
school teachers and peers. Psychological factors can play a
role in forming andmaintaining these habits, whether they
are healthy or unhealthy.

Key learning point

Individual interventions to promote healthy eating or
support weight management, in the case of those living
with obesity, need to consider how they help children
navigate all these possible influences. The underlying,
complex and various biological mechanisms for the
development (and maintenance) of childhood obesity
need to be accounted for in future obesity prevention and
treatment interventions. Understanding the interplay
between various psychological factors and eating habits
is essential for promoting healthy eating and achieving
optimal weight management behaviours for those living
with obesity. Strategies addressing emotional eating,
promoting self-awareness and encouraging a positive
relationship with food, which can contribute to more
balanced eating habits.

A mention of mental health- psychiatric diagnosis

According to the Mental Health of Children and Young
People in England survey(66) in 2022, around 18% of
children aged 7–16 years had a probable mental health
disorder leading to poor social and economic outcomes.
These mental health diagnoses included clinical depres-
sion, clinical anxiety, eating disorders including binge
eating and Attention Deficit Hyperactivity Disorder. The
number of children seeking help for mental health
concerns has risen in the UK. About 50 % of lifelong
mental health issues start by age 14, making it crucial to
explore the connection between childhood obesity and
childhood mental health(67). Negative experiences during
childhood, such as abuse, parental stress, trauma and
family discord, have been linked to behaviours that
contribute to weight gain. The higher the exposure to
psychological adversity, the greater the risk of developing
obesity(68).

Several reviews have evaluated research on the onset or
co-morbidity of mental health and childhood
obesity(48,69). For example, a systematic review and
meta-analysis evaluated data from 143 603 children and
reported that the prevalence of clinical depression among
children living with obesity was 10·4 %(70). The review
suggested that children who perceive themselves as having
obesity can develop negative body image, leading to
depression. Moreover, the analysis found that females
living with obesity had significantly higher odds of
concurrent and future depression compared with females
not living with obesity, but this finding was not the same
for boys(70). In boys, the connection between body
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dissatisfaction and BMI is more complex; for example,
boys may be more likely to underestimate their weight or
not recognise obesity(69). Another review evaluating the
psychological consequences of childhood obesity(48) high-
lighted that there is limited research that separates out
gender and childhood obesity, but also that boys living
with obesity are at higher risk of depression compared to
boys of normal weight. The evidence for the direct
association between clinical anxiety and childhood
obesity is more uncertain, although children living with
obesity are likely to be at increased risk of developing
anxiety(48).

There is further evidence to link obesity to co-morbidity
of emotional and behavioural disorders (e.g. Attention
Deficit Hyperactivity Disorder) and eating disorders.
Adolescent girls living with obesity are more likely to
engage in extreme weight-control behaviours, such as
vomiting, using laxatives, fasting or other methods, which
may lead to restrictive eating disorders(71).

The relationship between the cause and effect of
childhood obesity and the various psychopathologies,
however, remains inconclusive(48). Evidence across this
field can be contradictory, possibly due to analysing
confounding variables differently, considering a variety of
psychometric variables, or target populations (clinical v.
community populations, overweight v. obese, etc.). It is
noteworthy that mental health diagnosis or symptomol-
ogy is not a given for those living with childhood obesity,
and many children do not experience these issues.

Key learning point

It is important to understand and consider possible co-
directional relationships between the mental health and
psychological needs of children living with obesity(72).
Given this varied evidence, prevalence, cause or conse-
quence, children livingwith obesity should be assessed and
monitored for mental health symptomology and screened
for appropriate treatment (before, during and after any
intervention for childhood obesity). If a child or
adolescents meets pathway criteria for onwards referral
to psychological support services, this should be sup-
ported. However, if an onwards referral is not made (for
whatever reason), or the mental health challenges are not
considered (prior to, or after onwards referral) at a level
for psychological therapy, then those delivering weight
management or nutrition interventions should remain
aware of, and considerate of these individual psychosocial
challenges.

Empowering voices: children and young people living with
obesity

Despite the evidence that psychological challenges may
impact children living with obesity, there is limited
evidence regarding their reported experiences, perceptions
and reflections on living with obesity and their emotional
and psychological needs.

However, children and adolescents are insightful to
their experiences of living with obesity and can offer

valuable reflections on their experiences which we should
learn from and integrate their opinions, experiences and
needs back into our healthcare services and interventions.
For example, in a UK study(73), adolescents living with
obesity reflected on their experiences of engaging in the
national healthy school programme within their secon-
dary school environment and how this general promotion
of healthy eating to all school children reinforced their
vulnerability to bullying, stigmatisation and social
isolation within the school environment. It is important
that strategies to engage in population-based health
promotion activities, consider the impact (possibly
negative) and prior to implementation, action is taken
tomitigate possible negative impacts, in this case for those
who may have difficulties engaging in healthy eating
behaviours or who are living with obesity. Better still, it
would be best practice to involve those living with obesity
or experiencing challenges implementing healthy eating
interventions, to be part of the co-design of any such
population-based health promotion activities.

A recently published and significant study is the
ACTION Teens global survey,(74) which evaluated
various psychological factors and considered the lived
experiences of adolescents living with obesity. Survey data
were collected on 5275 adolescents living with obesity
from 10 countries. The study reported that two-thirds of
the adolescents living with obesity considered it compa-
rable or more impactful than living with another serious
health condition, such as cancer, heart disease, diabetes,
depression and anxiety(74). Most of the adolescents
perceived their weight as ‘above normal’, thus indicating
they recognised their status as living with obesity; 85 %
reported being worried about its impact on their health,
and a significant number had attempted weight loss
recently. Nearly half of adolescents indicated that their
weight frequently or always caused unhappiness (44 %),
and their body often or always made them feel insecure
(37 %)(74). With reference to eating behaviour specifically,
the adolescents acknowledged a lack of hunger control as
the greatest difficulty in achieving weight loss, followed by
a lack of motivation and enjoyment of unhealthy food as
the most significant weight loss barriers. This study
reported that over two-thirds of adolescents said they
could lose weight if they ‘set their mind to it’ and that
weight loss was entirely their responsibility. Finally,
adolescents living with obesity defined successful weight
loss as ‘feeling better about themselves’(74).

Adolescents living with obesity and attending weight
management interventions have acknowledged the benefit
of receiving support to improve their well-being and self-
esteem and valued intervention input beyond focusing on
weight-loss behaviours(75). Adolescents desire to lose
weight has been motivated by a feeling of being proud
and being normal, improving their social acceptance and
activities, not wanting to be like other overweight people
(especially family members), reflecting on past negative
experiences and not wanting to experience bullying but to
be happy(75). A qualitative systematic review(76) has
summarised the perceptions and reflections of adolescents
living with overweight or obesity attending lifestyle
obesity treatment interventions, and one of the outcomes
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acknowledged that adolescents were greatly driven by the
desire to enhance their body image and increase social
desirability. This evidence explores adolescent’s experi-
ences and highlights how psychological and emotional
factors shape their perceptions, experiences and support
needs while living with obesity. It also underscores the
impact of these factors on their eating behaviours.

Younger children are also able to offer valuable insight
into their experiences of living with obesity. A UK
qualitative study(51) explored the beliefs and experiences of
attending a multi-component family-based childhood
obesity intervention. The analysis examined children’s
(aged 5–15 years old) expectations of attending the weight
management intervention and how this influenced
subsequent behaviour (such as engagement in dietary
change). Families who predicted that the intervention
would have positive effects on their lives were more likely
to attend, believing that it would help parents seek support
from other parents, help children to make friends,
improve their social relationships and self-confidence
and facilitate the parents and children to gain new skills
and knowledge. However, families who did not attend,
emphasised their existing understanding of healthy eating
and did not recognise the benefits of attending such a
service. In comparison to the adolescents from the
ACTION Teens global survey(74), in this study, the
younger children and families made social comparisons
to others with obesity, but primarily sought to downplay
the severity of their obesity, and made social comparisons
to distance themselves from other children living with
obesity, and also compared obesity to more serious
conditions, such as cancer.

Key learning point

This evidence highlights the importance of understanding
the psychological perspectives and needs of those referred
into a weight management intervention, and that health-
care professionals should help individuals acknowledge
and reflect on their needs, that may include psychological
changes (in addition to physical behaviour change, i.e.
diet/ physical activity). Children and young people offer
insight towards understanding the factors that influence
their behaviours and decisions in attending, engaging and
implementing the advice from weight management and
healthy eating interventions. The psychosocial challenges
and factors acknowledged from the young people are
noteworthy, and they describe how these factors may or
may not be addressed through the current interventions
available.

Childhood obesity interventions

The current UK recommendations for children living with
obesity are to attend a family-based multi-component
weight management intervention(77). Multi-component
refers to programmes that focus on a combination of
behavioural outcomes such as achieving healthy eating,
optimal nutrition, increased physical activity, reduction in
sedentary behaviours and health outcomes such as

reducing BMI or improving cardiovascular markers.
The intervention may utilise a range of behaviour change
techniques (BCT) aimed at impacting directly and
indirectly (see mechanisms of action below) on these
behavioural outcomes(78). A review(79) analysing 217
childhood obesity interventions found that most studies
report weight change as the primary outcome. Despite
offering a behavioural intervention, only half (48 %) of the
studies reported behavioural outcomes, such as assessing
changes to moderate-to-vigorous physical activity, reduc-
tions in television viewing and improvements in dietary
intake(79). Notably, only 20 % of the studies systematically
reported psychosocial outcomes, with the most common
being quality of life, and only 5 % of the studies recorded
mental health outcomes (such as depression)(79). Hence,
psychological health (as outlined previously) is not
typically the primary focus of childhood obesity, weight
management or healthy eating interventions. However,
self-esteem is included in UKNational Institute of Health
and Care Excellence (NICE)(77) clinical guidelines which
recommends including self-esteem as a possible inter-
vention outcome.

A more recent umbrella meta-analysis, reanalysed data
from 26 other meta-analyses, and summarised the
outcomes and various components of childhood obesity
interventions(80). Across the studies, the components of the
interventions were often categorised into different ‘types’
of support, such as diet-only, diet combined with physical
activity, lifestyle-only, lifestyle combined with diet and
diet combined with physical activity and sedentary
behaviour. Typically, childhood obesity interventions
tended to prioritise diet and physical activity, with the
term ‘lifestyle’ encompassing other aspects. However, it
can be argued that this approach does not adequately
consider the psychological or emotional aspects of
intervention types. Given the various psychological and
emotional needs of children living with obesity (as
previously described within this review), it is limiting that
psychological components in the intervention design are
rarely considered(80).

Numerous analyses andmeta-analyses have assessed the
effectiveness of childhood obesity interventions, but their
success rates vary across studies(79,81–83). Evidence shows
that participating in interventions promoting behaviour
change outcomes, such as increased physical activity and
good nutrition and implementing various BCT, is asso-
ciated with improved psychological outcomes(17,18). This
evidence appears to be echoed through some of the
reflections given by children and adolescent’s perceptions
of their lived experiences (See earlier considerations above).
Furthermore, evidence suggests that participating in
childhood obesity interventions may also improve psycho-
social functioning(84). For example, attendance at weight
management interventions for those livingwith obesitywas
found to reduce the prevalence and risk for eating disorder
symptomology(85).

A systematic review(86) of BCT (using an adapted
CALO-RE BCT taxonomy(87)) assessed 9 childhood
obesity weight management interventions and 8 obesity
prevention interventions. Of the 9 childhood obesity
management interventions, 6 were deemed effective in
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terms of achieving weight change and 4 out of 8 were
effective for the preventative interventions86. The analysis
of BCT utilised found that of the 41 BCT available, on
average interventions used 7·5 BCT. Techniques com-
monly used in effective weight management interventions
included: individual information; environmental restruc-
ture; role model; stress management; communication
skills and practice. It is not known from the evidence base
which BCT are effective, or which combination of BCT
should or should not be included within a given
intervention. However, it is noteworthy that there is
limited focus on specific support to change psychosocial
challenges, only two of the interventions reported using
stress management/emotional control training and one
reported using motivational interviewing as a specific
BCT, though not effective. Whilst childhood obesity
interventions focus on behaviour change outcomes, the
consistency, application and effectiveness of using various
techniques available is questionable in intervention design
and implementation. Another review(88), which focused
on obesity prevention promoting feeding practices in
children under 2 years of age, also reported the utilisation
of BCT in the intervention implementation. This review
found a limited number and range of BCT were adopted,
and the review also questioned the theoretical under-
pinning and application of such theory in intervention
delivery(88).

If interventions do focus on behavioural outcomes and
therefore apply behaviour change methods, understand-
ing the concept of behaviour change and how BCT
operate in such interventions is worth unpicking. BCT
might include methods such as goal setting, problem-
solving, knowledge and information or self-monitoring(78)

and are directed towards a specific behavioural outcome,
for example, achieving healthy eating. The BCT them-
selves are thought to directly impact the behavioural
outcome (i.e. If a specific behaviour change technique
(BCT), such as setting goals for dietary planning, is
implemented, the intended behavioural change—in this
case, dietary modification—will take place). However,
given the varied success of interventions (which report
implementing BCT), it is evident that the behavioural
outcomes are not always achieved, or indeed may be
achieved but are not sustained in the longer term.

BCT can also act on a behavioural outcome indirectly.
This can be explained in terms of the BCT processes of
change or mechanisms of action, which target predictors
of behaviour (or determinants)(89,90). Determinants are
psychological variables or regulatory processes that are
causal antecedents of the target behaviour change and
subsequently impact the behavioural or health
outcomes(91). In other words, the BCT may engage in a
mechanism of action that triggers, enhances or engages
various factors. It is here that BCT have the potential to
influence psychological variables (such as some of those
mentioned earlier, e.g. self-esteem, self-confidence). See
example in Table 1.

Although the contributing role of various psychosocial
factors is known, there are few interventions which focus
specifically on supporting the psychological needs of
children living with obesity. However, some research has

shown psychological approaches to be effective. For
example, a multi-component intervention employed
cognitive-behavioural techniques, together with nutrition
education and the promotion of physical activity and
demonstrated positive outcomes for children (aged 6–12
years old) living with obesity. These successful outcomes
included BMI change, reduced energy intakes and
improvements in lifestyle habits, emotional and social
problems at 5 years follow-up(92). Other interventions
applying cognitive–behavioural /skill building techniques
have also reported successful outcomes(93,94). UK Clinical
guidelines, NICE(77,95) recommend using BCT, positive
parenting skills, diet changes and physical activity
routines. The intervention should be tailored to the need
of the child and also include both the child and parents.
NICE(95) acknowledges the role of BCT within inter-
ventions (such as self-monitoring, stimulus control and
goal-setting) and calls for more evidence to explore the
psychological interventions and methods, which may help
improve outcomes for those attending weight manage-
ment interventions. It is important to note that NICE
recognises that adolescents living with obesity are more
likely to experience emotional and behavioural problems,
diminished quality of life and behaviours like binge eating
compared to adolescents with a healthy weight(77,95).
However NICE guidance(95) does not provide healthcare
professionals with specific instruction on how to recognise
individual needs, or when or how to support their
psychological, cognitive or emotional needs. Further
NICE(95) suggests that consideration of psychological
aspects is ‘beyond the scope’ of their guidance. It could be
interpreted therefore that psychological needs of children
living with obesity are considered beyond the scope of
childhood obesity interventions, which would be a very
narrow and limited view and may help explain the lack of
inclusion and guidance for health professionals imple-
menting psychological support into interventions.

To consolidate this evidence and establish a mean-
ingful comprehension, we can utilise the behaviour
science COM-B(96) (Capability, Opportunity,
Motivation-Behaviour) model (as summarised in
Table 2). This model allows us to dissect childhood
obesity interventions, revealing potential gaps in achiev-
ing a personalised approach to treatment in not fully
considering the psychological and emotional needs of
children with obesity.

The COM-B model suggests that for a given behaviour
to occur, an individual must have the capability and
opportunity to engage in the behaviour, and the strength
of motivation to engage in the behaviour must be greater
than for any other competing behaviour(94). Considering
the psychological factors of childhood obesity becomes
imperative in this context, as capability, opportunity and
motivation play a crucial role in shaping behaviour and
behaviour change for those living with obesity.

Conclusion

This review has highlighted various impacts of poor
nutrition on clinical and psychological well-being. The
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impacts of childhood obesity on health and psychological
well-being are also outlined. Significantly flagged by the
WHO(43) is the double burden of malnutrition which is
apparent, though little attention has been given to this in
the childhood obesity literature(97).

Given the numerous and intricate health impacts linked
to both the causes and consequences of obesity, it is crucial
for health professionals to assess individual needs,
inclusive of psychological and emotional needs and for
the design and implementation of childhood obesity
interventions to incorporate these varied needs.
Childhood obesity interventions typically centre around
BCT aimed at directly altering health behaviours, such as
adopting a healthy diet. However, this approach may
overlook the underlying mechanisms responsible for
driving these behaviours and how these might be changed
(see example described previously). Consequently, the
success of adopting new behaviours tends to be limited
and not sustained over time. BCT mechanisms of action
operate indirectly, meaning that BCT should not only
target the behavioural outcome itself but also engage these
underlying mechanisms. For instance, it might involve
addressing issues like low self-esteem, anxiety, low
confidence or providing coping mechanisms to manage
bullying. When addressing childhood obesity it is
imperative that interventions address these psychological
needs through the mechanisms of action. Unfortunately,

this aspect is currently lacking in childhood obesity
treatment interventions, and this is evident in the feedback
from children and adolescents living with obesity in their
reflections, evaluations and expectations of treatment
interventions(51,74).

Further research is required to explore the psychologi-
cal and emotional mechanisms of action within the
behaviour change interventions for treating and prevent-
ing obesity. It would be helpful to develop an assessment
checklist or other resources to assist health professionals
in considering the various health, psychological and
cognitive needs of individual children living with obesity.
However, in the absence of such tools, clinicians and other
health professionals working within the field of childhood
obesity, or indeed more broadly promoting health
behaviours such as dietary change, should be mindful of
these various causes and consequences of obesity, and
therefore should evaluate their intervention offer, to
ensure that it is personalised to meet the (changing)
psychological and emotional needs of individuals, and
thereby provide a comprehensive offer whichmay bemore
likely to change their health and lifestyle behaviours.
Health professionals may find it helpful to utilise the
COM-B model as an initial step to evaluate their
intervention offer and consider if there are additional
ways that they could tailor their intervention towards
meeting individual needs.

Table 1 A simple illustration to understandmechanisms of behaviour change to impact on a behavioural outcome- dietary change (healthier eating)

Aim: To understand the process of dietary change
Client: An individual living with obesity
Behavioural outcome: Dietary change, healthier eating.
Targeting dietary change: We may attempt to initiate dietary behaviour changes to encourage healthy eating. Implementing a BCT, such as
goal setting, to change what food is being eaten. This is a direct behaviour change approach towards a behavioural outcome.

BCT behaviour change implemented = dietary change, healthier eating

However, the change in dietary behaviour may not be achieved successfully or may not be sustained. There is a block, interference or other
process preventing the implementation of the behaviour change.

BCT behaviour change implemented       = dietary change, healthier eating

If we consider, why that behaviour has not been implemented or why might the behaviour not be sustained. Ask, what is happening for this indi-
vidual?

Re-consider client: client has low self-confidence.
Then we may reconsider our approach- to target the self-confidence, as a determinant of the behavioural outcome (dietary change). To use the
BCT to set goals, to help improve and recognise self-confidence (e.g, in ability to cook, choose healthy foods, to choose healthy food at times
of stress, other as appropriate to the needs of the client).

Then through its mechanism of action, the BCT might effectively engage and enhance the person’s self-confidence.

Self-confidence

BCT behaviour change implemented       = dietary change, healthier eating

Consequently, the individual may gain a heightened sense of assurance in their capacity to make healthier dietary choices. This improvement
in self-confidence, set in motion by the BCT, has the potential to indirectly steer the person’s behaviour toward adopting and maintaining a
healthier diet. This, in turn, contributes to endeavours aimed at managing and preventing obesity.

*This is a very simple example, though an individual may be operating a number of mechanisms of action.
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It is important to note that the impact of psychological
and psychosocial variables on a child or adolescent living
with obesity can vary widely(98). Some children living with
obesity have no adverse psychological or psychological
impairments. Others are significantly negatively affected
with co-morbid mental health (e.g. depression, anxiety and
eating disorders), whilst others are not. Some children and
adolescents have lower self-esteem and confidence or
experience higher levels of stress, stigma, bullying and
teasing, with poor coping and communication skills, whilst
others do not. Psychological factors, symptomology and
mental health presentation, can change overtime(98). There is
a need to investigate and assess the individual needs and
experiences of each child or adolescent living with obesity
using objectivemeasures. Once that assessment has explored
these issues, an appropriate personalised intervention can be
offered (recommendation to utilise a model such as COM-B
tohelp assess and formulate an individual’s health behaviour
change needs). However, assessment is not a one-time pre-
intervention task. Children living with obesity should be
monitored and supported as they engage in weight-
management efforts, and consideration of their (changing)
psychosocial and emotional needs should be part of the
behaviour-change efforts, hence seeking to increase the
likelihoodof achieving the desired behavioural outcome (e.g.
weight maintenance, healthier eating).

It is important to note that this review aims to
encourage those working in the field of childhood obesity
and nutrition to reconsider their intervention design and
implementation when working directly with children and
families seeking to improve their diet behaviour or engage
in childhood obesity interventions. The review highlights

various psychological and psychosocial factors that may
be a cause or consequence of living with childhood
obesity, though this review is not exhaustive and various
other factors and mechanisms may be relevant. The
review does not consider the wider context of childhood
obesity, such as the obesogenic environment(99), including
the environmental, economic, political and cultural
factors that may also impact on the prevalence and
indeed management of childhood obesity.

In summary, to enhance the effectiveness of obesity
interventions, it is crucial to broaden the focus and include
psychology fully into the design of childhood obesity
interventions(100) and look beyond the physical behav-
ioural outcomes as the only focus of the intervention.
Those commissioning, designing and implementing child-
hood obesity interventions should therefore consider a
more holistic approach that, considers the psychological
and emotional needs, and incorporates the underlying
mechanisms of action, which could lead to a more
sustainable and effective treatment for childhood obesity.
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required to perform the target behaviour. Psychological
capability refers to an individual’s capacity to engage in the
required thought processes, comprehension, and reasoning to
perform the target behaviour.

Current interventions mainly focus on enhancing individuals’
capability by providing information and skills related to healthy
eating and physical activity.
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self-worth coping strategies, management of stigma, etc. that
can significantly impact one’s ability to maintain healthy
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memory, concentration, learning abilities) that reduce their
capability to engage in the target behaviour.
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processes). Interventions may be missing aspects which address
the automatic motivational processes, such as the desire to
improve self-esteem or reduce stress, reduce low mood sympto-
mology, or recognise biological drivers on their motivations (e.g.
cravings/addictions) for eating specific foods, etc.

Reframing obesity: the psychological factors 9

https://doi.org/10.1017/S0029665124000028 Published online by Cambridge University Press

https://doi.org/10.1017/S0029665124000028


living with obesity included feedback on the initial
conference presentation, discussions about relevant
research and agreeing key points for inclusion in this
review. From their perspective, the aim of this review was
to encourage other health professionals to understand
why it is important to consider the psychological needs of
children and young people living with obesity.

We would like to thank a number of academics who
have engaged in research discussions relevant to this
review: Dr Sides, Prof Pringle and Georgia Greenwood.

Financial support

No financial support was provided for this review.

Conflict of interest

There are no conflicts of interest.

References

1. Nyaradi A, Li J, Hickling S et al. (2013) The role of
nutrition in children’s neurocognitive development, from
pregnancy through childhood. Front Hum Neurosci 7, 97.

2. Buckland G, Taylor CM, Emmett PM et al. (2023)
Prospective association between adherence to UK dietary
guidelines in school-age children and cardiometabolic risk
markers in adolescence/early adulthood in the Avon
Longitudinal Study of Parents and Children (ALSPAC)
cohort. Br J Nutr 1–13 (2nd Edition).

3. Ekbom K & Marcus C (2016) Vitamin D deficiency is
associated with prediabetes in obese Swedish children.
Acta Paediatr 105, 1192–1197.

4. Buttriss JL, Welch AA, Kearney JM et al. (2017) Public
Health Nutrition. United States: Wiley-Blackwell.

5. Bourre JM (2006) Effects of nutrients (in food) on the
structure and function of the nervous system: update on
dietary requirements for brain. Part 1: micronutrients.
J Nutr Health Aging 10, 377–385.

6. Prangthip P, Soe YM & Signar JF (2019) Literature
review: nutritional factors influencing academic achieve-
ment in school age children. Int J Adolesc Med Health 33,
20180142.

7. Collaborators GBDD (2019) Health effects of dietary
risks in 195 countries, 1990–2017: a systematic analysis
for the Global Burden of Disease Study 2017. Lancet
393, 1958–1972.

8. World Health Organization (2017) Global Strategy on
Diet, Physical Activity and Health. Geneva, Switzerland:
World Health Organization.

9. DiethelmK,Huybrechts I,Moreno L et al. (2014) Nutrient
intake of European adolescents: results of the HELENA
(Healthy Lifestyle in Europe by Nutrition in Adolescence)
Study. Public Health Nutr 17, 486–497.

10. Williams J, Buoncristiano M, Nardone P et al. (2020) A
snapshot of European Children’s Eating Habits: results
from the Fourth Round of theWHOEuropean Childhood
Obesity Surveillance Initiative (COSI). Nutrients 12, 2481.

11. Buckland G, Northstone K, Emmett PM et al. (2023)
Adherence to UK dietary guidelines in school-aged
children from the Avon Longitudinal Study of Parents
and Children (ALSPAC) cohort. Br J Nutr 130, 454–466.

12. Monk C, Georgieff MK&Osterholm EA (2013) Research
review: maternal prenatal distress and poor nutrition –
mutually influencing risk factors affecting infant neuro-
cognitive development. J Child Psychol Psychiatry 54,
115–130.

13. McCann S, Perapoch Amado M & Moore SE (2020) The
role of iron in brain development: a systematic review.
Nutrients 12, 2001.

14. Abbas E & Valli S (2012) Iron deficiency anaemia in
children with ADHD. Arch Dis Childhood 97, A93–A94.

15. Georgieff MK (2020) Iron deficiency in pregnancy. Am J
Obstet Gynecol 223, 516–524.

16. GianfrancescoMA, Stridh P, Rhead B et al. (2017) Evidence
for a causal relationship between low vitamin D, high BMI,
and pediatric-onset MS. Neurology 88, 1623–1629.

17. O’Neil A, Quirk SE, Housden S et al. (2014) Relationship
between diet andmental health in children and adolescents:
a systematic review. Am J Public Health 104, e31–42.

18. Hayhoe R, Rechel B, Clark AB et al. (2021) Cross-sectional
associations of schoolchildren’s fruit and vegetable con-
sumption, and meal choices, with their mental well-being: a
cross-sectional study. BMJ Nutr Prev Health 4, 447–462.

19. Ng M, Fleming TR, Obinson M et al. (2014) Global,
regional, and national prevalence of overweight and
obesity in children and adults during 1980–2013: a
systematic analysis for the Global Burden of Disease
Study 2013. Lancet 384, 766–781.

20. Koletzko B, Fishbein M, Lee WS et al. (2020) Prevention
of childhood obesity: a position paper of the global
Federation of International Societies of Paediatric
Gastroenterology, Hepatology and Nutrition
(FISPGHAN). J Pediatr Gastroenterol Nutr 70, 702–710.

21. Verduci E, Bronsky J, Embleton N et al. (2021) Role of
dietary factors, food habits, and lifestyle in childhood
obesity development: a position paper from the European
Society for Paediatric Gastroenterology, Hepatology and
NutritionCommittee onNutrition. J Pediatr Gastroenterol
Nutr 72, 769–783.

22. World Health Organization (2021) Assessing the Existing
Evidence Base on School Food and Nutrition Policies: A
Scoping Review. Geneva, Switzerland: World Health
Organization.

23. CollaboratorsGBDRF (2016)Global, regional, and national
comparative risk assessment of 79 behavioural, environmen-
tal and occupational, and metabolic risks or clusters of risks,
1990–2015: a systematic analysis for the Global Burden of
Disease Study 2015. Lancet 388, 1659–1724.

24. World Health Organization (2018) Taking Action on
Childhood Obesity. Geneva, Switzerland: World Health
Organization.

25. Pulgaron ER (2013) Childhood obesity: a review of
increased risk for physical and psychological
comorbidities. Clin Ther 35, A18–A32.

26. Simmonds M, Llewellyn A, Owen CG et al. (2016)
Predicting adult obesity from childhood obesity: a
systematic review and meta-analysis.Obes Rev 17, 95–107.

27. Ward ZJ, Long MW, Resch SC et al. (2017) Simulation of
growth trajectories of childhood obesity into adulthood.
N Engl J Med 377, 2145–2153.

28. Mirza NM & Yanovski JA (2014) Prevalence and conse-
quences of pediatric obesity. In Handbook of Obesity:
Epidemology, Etiology, and Physiopathology, pp. 55–74
[NM Mirza and JA Yanovski, editors]. Florida: Taylor &
Francis Ltd.

29. Hagman E, Danielsson P, Brandt L et al. (2016)
Association between impaired fasting glycaemia in

10 L Newson and J Abayomi

https://doi.org/10.1017/S0029665124000028 Published online by Cambridge University Press

https://doi.org/10.1017/S0029665124000028


pediatric obesity and type 2 diabetes in young adulthood.
Nutr Diabetes 6, e227.

30. Baker JL, Olsen LW & Sorensen TI (2007) Childhood
body-mass index and the risk of coronary heart disease in
adulthood. N Engl J Med 357, 2329–2337.

31. Marcus C, Danielsson P & Hagman E (2022) Pediatric
obesity-long-term consequences and effect of weight loss.
J Intern Med 292, 870–891.

32. Lane JC, Butler KL, Poveda-Marina JL et al. (2020)
Preschool obesity is associated with an increased risk of
childhood fracture: a longitudinal cohort study of 466 997
children and up to 11 years of follow-up in Catalonia,
Spain. J Bone Miner Res 35, 1022–1030.

33. Antony B, Jones G, Venn A et al. (2015) Association
between childhood overweight measures and adulthood
knee pain, stiffness and dysfunction: a 25-year cohort
study. Ann Rheumatic Dis 74, 711–717.

34. Han JC, Lawlor DA & Kimm SY (2010) Childhood
obesity. Lancet 375, 1737–1748.

35. Furer A, Afek A, Sommer A et al. (2020) Adolescent
obesity and midlife cancer risk: a population-based cohort
study of 2·3 million adolescents in Israel. Lancet Diabetes
Endocrinol 8, 216–225.

36. Nishtar S, Gluckman P & Armstrong T (2016) Ending
childhood obesity: a time for action. Lancet 387, 825–827.

37. Baker JL, Farpour-Lambert NJ, Nowicka P et al. (2010)
Evaluation of the overweight/obese child–practical tips for
the primary health care provider: recommendations from
the Childhood Obesity Task Force of the European
Association for the Study ofObesity.Obes Facts 3, 131–137.

38. Appannah G, Pot GK, Huang RC et al. (2015)
Identification of a dietary pattern associated with greater
cardiometabolic risk in adolescence. Nutr Metab
Cardiovasc Dis 25, 643–650.

39. Alemzadeh R, Kichler J, Babar G et al. (2008)
Hypovitaminosis D in obese children and adolescents:
relationship with adiposity, insulin sensitivity, ethnicity,
and season. Metabolism 57, 183–191.

40. Yanoff LB, Parikh SJ, Spitalnik A et al. (2006) The
prevalence of hypovitaminosis D and secondary hyper-
parathyroidism in obese Black Americans.Clin Endocrinol
(Oxf) 64, 523–529.

41. Nead KG, Halterman JS, Kaczorowski JM et al. (2004)
Overweight children and adolescents: a risk group for iron
deficiency. Pediatrics 114, 104–108.

42. McClung JP & Karl JP (2009) Iron deficiency and obesity:
the contribution of inflammation and diminished iron
absorption. Nutr Rev 67, 100–104.

43. World Health Organization (2017) The Double Burden of
Malnutrition. Policy Brief. Geneva, Switzerland:
Department of Nutrition for Health and Development,
World Health Organization.

44. Newson L & Flint B (2011) Applied psychology and
obesity management. In Obesity in the UK: A
Psychological Perspective Obesity Working Group, pp.
26–38 [PPBBritish Psychological Society, editor]. London:
British Psychological Society.

45. Ahmed I, Hussein R & Mohammed RE (2020)
Psychological impact of obesity in children. Sci J
Al-Azhar Med Faculty Girls 4, 17–21.

46. Bacchini D, Licenziati MR, Garrasi A et al. (2015)
Bullying and victimization in overweight and obese
outpatient children and adolescents: an Italian
Multicentric Study. PLoS One 10, e0142715.

47. Reilly JJ &Kelly J (2011) Long-term impact of overweight
and obesity in childhood and adolescence on morbidity

and premature mortality in adulthood: systematic review.
Int J Obes (2005) 35, 891–898.

48. Rankin J, Matthews L, Cobley S et al. (2016)
Psychological consequences of childhood obesity: psy-
chiatric comorbidity and prevention.Adolesc HealthMed
Ther 7, 125–146.

49. Thamotharan S, Lange K, Zale EL et al. (2013) The role of
impulsivity in pediatric obesity and weight status: a meta-
analytic review. Clin Psychol Rev 33, 253–262.

50. Heshmat R, Larijani FA, Pourabbasi A et al. (2014) Do
overweight students have lower academic performance
than their classmates? A pilot cross sectional study in a
middle school in Tehran. J Diabetes Metab Disord 13, 1–5.

51. Newson L, Povey R, Casson A et al. (2013) The
experiences and understandings of obesity: families’
decisions to attend a childhood obesity intervention.
Psychol Health 28, 1287–1305.

52. Wilson SM&SatoAF (2014) Stress and paediatric obesity:
what we know and where to go. Stress Health 30, 91–102.

53. Hemmingsson E (2014) A new model of the role of
psychological and emotional distress in promoting obesity:
conceptual review with implications for treatment and
prevention. Obes Rev 15, 769–779.

54. Debeuf T, Verbeken S, VanBeverenML et al. (2018) Stress
and eating behavior: a daily diary study in youngsters.
Front Psychol 9, 2657.

55. Christensen SM, Varney C, Gupta V et al. (2022) Stress,
psychiatric disease, and obesity: an Obesity Medicine
Association (OMA) Clinical Practice Statement (CPS)
2022. Obes Pillars 4, 100041.

56. Bays HE (2011) Adiposopathy: is ‘Sick Fat’ a cardio-
vascular disease? J Am Coll Cardiol 57, 2461–2473.

57. Aparicio E, Canals J, Arija V et al. (2016) The role of
emotion regulation in childhood obesity: implications for
prevention and treatment. Nutr Res Rev 29, 17–29.

58. Nguyen-Rodriguez ST, Chou C-P, Unger JB et al. (2008)
BMI as a moderator of perceived stress and emotional
eating in adolescents. Eating Behav 9, 238–246.

59. Thaker VV, Osganian SK, deFerranti SD et al. (2020)
Psychosocial, behavioral and clinical correlates of children
with overweight and obesity. BMC Pediatr 20, 291.

60. Dioszegi J, Llanaj E&AdanyR (2019)Genetic background
of taste perception, taste preferences, and its nutritional
implications: a systematic review. Front Genet 10, 1272.

61. Rodrigues L, Silverio R, Costa AR et al. (2020) Taste
sensitivity and lifestyle are associated with food preferences
and BMI in children. Int J Food Sci Nutr 71, 875–883.

62. Tas Torun Y, Icen S, Gul H et al. (2022) A cross-sectional
study on the correlates of food addiction symptoms in
adolescents seeking treatment for obesity: eating attitudes
and gender differences. J Addict Dis 40, 326–335.

63. Blum K, Thanos PK & Gold MS (2014) Dopamine and
glucose, obesity, and reward deficiency syndrome. Front
Psychol 5, 919.

64. Oliveira A, Costa A, Warkentin S et al. (2022) Appetite in
Childhood: How it is Developed and Shaped. A Guide for
Parents and Caregivers. https://ispup.up.pt/wp-content/
uploads/2022/04/20220208_Appetite-in-childhood_EN_
spreads-1.pdf (accessed August 2023).

65. Russell CG&Russell A (2018) Biological and psychosocial
processes in the development of children’s appetitive traits:
insights from developmental theory and research.
Nutrients 10, 692.

66. Newlove-Delgado T, Marcheselli F, Williams T et al.
(2022) Mental Health of Children and Young People in
England, 2022. NHS Digital, Leeds: NHS Digital, Part of

Reframing obesity: the psychological factors 11

https://doi.org/10.1017/S0029665124000028 Published online by Cambridge University Press

https://ispup.up.pt/wp-content/uploads/2022/04/20220208_Appetite-in-childhood_EN_spreads-1.pdf
https://ispup.up.pt/wp-content/uploads/2022/04/20220208_Appetite-in-childhood_EN_spreads-1.pdf
https://ispup.up.pt/wp-content/uploads/2022/04/20220208_Appetite-in-childhood_EN_spreads-1.pdf
https://doi.org/10.1017/S0029665124000028


the Government Statistical Service, chapter 4, part 1, pages
10–11.

67. Hagell A, Coleman J & Brooks F (2013) Key Data on
Adolescence 2013. London: Association for Young
People’s Health.

68. Hughes K, Bellis MA, Hardcastle KA et al. (2017) The
effect of multiple adverse childhood experiences on health:
a systematic review and meta-analysis. Lancet Public
Health 2, e356–e366.

69. MartinMA, FriscoML&MayAL (2009) Gender and race/
ethnic differences in inaccurate weight perceptions among
U.S. adolescents. Womens Health Issues 19, 292–299.

70. Sutaria S, DevakumarD, Yasuda SS et al. (2019) Is obesity
associated with depression in children? Systematic review
and meta-analysis. Arch Dis Child 104, 64–74.

71. Lebow J, Sim LA & Kransdorf LN (2015) Prevalence of a
history of overweight and obesity in adolescents with
restrictive eating disorders. J Adolesc Health 56, 19–24.

72. Davies SC (2019) Time to Solve Childhood Obesity: An
Independent Report by the ChiefMedical Officer. UK: APS
Group for the Department of Health and Social Care.

73. Curtis P (2008) The experiences of young people with obesity
in secondary school: some implications for the healthy school
agenda. Health Soc Care Community 16, 410–418.

74. Halford JCG, Bereket A, Bin-Abbas B et al. (2022)
Misalignment among adolescents living with obesity,
caregivers, and healthcare professionals: ACTION Teens
global survey study. Pediatr Obes 17, e12957.

75. Morinder G, Biguet G, Mattsson E et al. (2011)
Adolescents’ perceptions of obesity treatment–an interview
study. Disabil Rehabil 33, 999–1009.

76. Jones HM, Al-Khudairy L, Melendez-Torres GJ et al.
(2019) Viewpoints of adolescents with overweight and
obesity attending lifestyle obesity treatment interventions:
a qualitative systematic review. Obes Rev 20, 156–169.

77. National Institute for Health and Care Excellence (NICE)
(2015) Obesity in Children and Young People: Prevention
and Lifestyle Weight Management Programmes. Quality
Standard [QS94]. London: National Institute for Health
and Care Excellence (NICE).

78. Michie S, Richardson M, Johnston M et al. (2013) The
behavior change technique taxonomy (v1) of 93 hierarchi-
cally clustered techniques: building an international
consensus for the reporting of behavior change interven-
tions. Ann Behav Med 46, 81–95.

79. Skinner AC, Staiano AE, Armstrong SC et al. (2023)
Appraisal of clinical care practices for child obesity treat-
ment. Part I: interventions. Pediatrics 151, e2022060642.

80. Kobes A, Kretschmer T, Timmerman G et al. (2018)
Interventions aimed at preventing and reducing over-
weight/obesity among children and adolescents: a meta-
synthesis. Obes Rev 19, 1065–1079.

81. Anderson LN & Ball GDC (2019) Diet, physical activity,
and behavioural interventions for the treatment of over-
weight or obesity in children and adolescents. Paediatr
Child Health 24, 377–382.

82. Mead E, Brown T, Rees K et al. (2017) Diet, physical
activity and behavioural interventions for the treatment of
overweight or obese children from the age of 6 to 11 years.
Cochrane Database Syst Rev issue 6, CD012651.

83. Oude Luttikhuis H, Baur L, Jansen H et al. (2009)
Interventions for treating obesity in children. Cochrane
Database Syst Rev issue 1, CD001872.

84. Thomaseo Burton E, Jones TL, Smith WA et al. (2020)
Psychosocial functioning after one year of interdisciplinary
pediatric weight management. Behav Med 46, 92–99.

85. Jebeile H, Gow ML, Baur LA et al. (2019) Treatment of
obesity, with a dietary component, and eating disorder risk
in children and adolescents: a systematic review with meta-
analysis. Obes Rev 20, 1287–1298.

86. Martin J, Chater A & Lorencatto F (2013) Effective
behaviour change techniques in the prevention and
management of childhood obesity. Int J Obes (2005) 37,
1287–1294.

87. Michie S, Ashford S, Sniehotta FF et al. (2011) A refined
taxonomy of behaviour change techniques to help people
change their physical activity and healthy eating behav-
iours: the CALO-RE taxonomy. Psychol Health 26,
1479–1498.

88. Matvienko-Sikar K, Toomey E, Delaney L et al. (2019)
Behaviour change techniques and theory use in healthcare
professional-delivered infant feeding interventions to
prevent childhood obesity: a systematic review. Health
Psychol Rev 13, 277–294.

89. Nielsen L, Riddle M, King JW et al. (2018) The NIH
Science of Behavior Change Program: transforming the
science through a focus on mechanisms of change. Behav
Res Ther 101, 3–11.

90. Michie S, Thomas J, Johnston M et al. (2017) The Human
Behaviour-Change Project: harnessing the power of
artificial intelligence and machine learning for evidence
synthesis and interpretation. Implement Sci 12, 121.

91. Carey RN, Connell LE, JohnstonM et al. (2019) Behavior
change techniques and their mechanisms of action: a
synthesis of links described in published intervention
literature. Ann Behav Med 53, 693–707.

92. Vignolo M, Rossi F, Bardazza G et al. (2008) Five-year
follow-up of a cognitive-behavioural lifestyle multidisci-
plinary programme for childhood obesity outpatient
treatment. Eur J Clin Nutr 62, 1047–1057.

93. Boutelle KN, Kuckertz JM, Carlson J et al. (2014) A pilot
study evaluating a one-session attention modification
training to decrease overeating in obese children.
Appetite 76, 180–185.

94. Moore SM, Borawski EA, Cuttler L et al. (2013)
IMPACT: a multi-level family and school intervention
targeting obesity in urban youth. Contemp Clin Trials 36,
574–586.

95. National Institute for Health and Care Excellence (NICE)
(2013) Weight Management: Lifestyle Services for
Overweight or Obese Children and Young People. Public
Health Guideline [PH47]. London: National Institute for
Health and Care Exellent (NICE).

96. Michie S, van StralenMM&West R (2011) The behaviour
change wheel: a new method for characterising and
designing behaviour change interventions. Implement Sci
6, 42.

97. SahooK, SahooB, ChoudhuryAK et al. (2015) Childhood
obesity: causes and consequences. J FamilyMed PrimCare
4, 187–192.

98. Jansen PW, Mensah FK, Clifford SA et al. (2013)
Development of mental health problems and overweight
betweenages4and11years: apopulation-based longitudinal
study of Australian children. Acad Pediatr 13, 159–167.

99. World Health Organization (2016) Report of the
Commission on Ending Childhood Obesity. Geneva,
Switzerland: World Health Organization.

100. The British Psychological Society (2019) Psychological
Perspectives on Obesity: Addressing Policy, Practice and
Research Priorities. ISBN (print): 978-1-85433-776-4.
https://explore.bps.org.uk/content/report-guideline/bpsrep.
2019.rep130?implicit-login=true (accessed July 28).

12 L Newson and J Abayomi

https://doi.org/10.1017/S0029665124000028 Published online by Cambridge University Press

https://explore.bps.org.uk/content/report-guideline/bpsrep.2019.rep130?implicit-login=true
https://explore.bps.org.uk/content/report-guideline/bpsrep.2019.rep130?implicit-login=true
https://explore.bps.org.uk/content/report-guideline/bpsrep.2019.rep130?implicit-login=true
https://doi.org/10.1017/S0029665124000028

	Reframing interventions for optimal child nutrition and childhood obesity: the importance of considering psychological factors
	Outline placeholder
	The importance of childhood nutrition
	Key learning point

	Childhood obesity
	Key learning point

	The impact of obesity on psychological, psychosocial health and eating behaviour
	Key learning point

	A mention of mental health- psychiatric diagnosis
	Key learning point

	Empowering voices: children and young people living with obesity
	Key learning point

	Childhood obesity interventions
	Conclusion
	Acknowledgements
	Financial support
	Conflict of interest
	References


