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The problem: In most of the industrialized world, a childhood obesity epidemic is evident, with the numbers
rising each year.

Purpose: To discuss the current literature in relation to childhood obesity and to provide health practitioners,
especially nurses, with the fundamental knowledge that is imperative in the recognition of children who are at
risk and thereby tailor appropriate interventions.

Method: Databases that were accessed for current literature included CINAHL, Science Direct and ProQuest.
Keywords used in the search included obesity, childhood, health, relevant national statistics, policy and health
risks. The literature was confined to the past 10 years with emphasis on the past 5 years. The 50 most
pertinent papers from a variety of countries were chosen, and 35 papers that represented key areas of
relevance were selected as the basis of this article. This selection of papers dictated the key areas of discussion
such as the acknowledged factors in childhood obesity.

Findings: Although childhood obesity may be related to specific cultural and national circumstances,
universal themes emerged from the literature review. These include social factors, exercise, advertising, public
policy and the importance of partnerships in policy.

Conclusion: Any country that has a high rate or increasing rate of childhood obesity must acknowledge core
factors that contribute to this serious health problem. Furthermore, public policy and community partnerships
that include all health professionals have a responsibility in the prevention of childhood obesity. This can be
implemented through education, research and advocacy of all nurses involved with children and families.
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Health, Public Policy

Methodology

The methodology employed for the literature review was a
database search of current literature. The databases that were
accessed were CINAHL, Science Direct and ProQuest, and they
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are specific to health-related literature. Keywords that were used
in the search included obesity, childhood, health, relevant
national statistics, policy and health risks. The literature was
confined to the past 10 years with emphasis on the past 5 years to
remain as contemporary as possible. The 50 most pertinent
papers from a variety of countries were chosen, and 35 papers
that represented key areas of relevance were selected as the basis
of this article. This selection of papers dictated the key areas of
discussion such as the acknowledged factors in childhood
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Table 1 Literature consulted arranged by category

Diseases associated with childhood obesity
Aye & Levitsky (2003)
Baur (2006)

Cole et al. (2000)

Chronic Disease Notes and Reports (2005)
Ebbelung et al. (2002)

Keinan-Boker et al. (2005)

Lauer et al. (1997)

Lissau et al. (2004)

Medalie et al. (1974)

Strauss (2000)

Zametkin et al. (2004)

Social factors
Broedsgaard (2006)
Christakis & Fowler (2007)
Gibson et al. (2007)
Lindsay et al. (2006)
Martorell et al. (1998)
Zimmet (2006)

Stender et al. (2005)

Factors
Young & Nestle (2002)
Rolls et al. (2000)

Prevalence
Lobstein & Frelut (2003)
McCarthy (2004)

WHO (2005)

Public policy
Lobstein & Baur (2004)
Lobstein et al. (2004)
Nestle (2006)

Whitzman (2006)
Y-net (2005)

Advertising and media
Egberts & Riley (2004)
Halford et al. (2004)
Matheson et al. (2004)

Environment and physical activity
Brownson (2001)
McMurray et al. (2000)
Roberts (2000)

Sallis & Glanz (2006)
Timperio (2004)

obesity. Relevant topics included disease conditions associated
with childhood obesity, social factors, other factors, prevalence of
childhood obesity, public policy, advertising and media, environ-
ment and physical activity. Table 1 at the conclusion of this
article summarizes the key areas by content.

A global problem
Establishing a definition for childhood obesity or overweight has
been contentious. However, body mass index can be used as an
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Table 2 Percentage of overweight/obese children (Lobstein & Frelut 2003;
McCarthy 2004; WHO 2005)

Nation Age (years) Percentage of overweight/
obese children

Hungary 11-14 6

Poland 11-14 18

Australia 6-13 30

New Zealand 6-13 30

USA 6-13 25.5

Israel 6-13 13.9

Ireland 6-13 24.7

France 6-13 11.4

Greece 6-13 28.7

index to identify children at risk for obesity with 25-30% con-
sidered to be overweight and results greater than 30% deemed to
be obese (Cole et al. 2000).

Worldwide estimates currently identify 18 000 000 overweight
children (Ebbelung et al. 2002), reaching crisis proportions in
Europe. Approximately 10-30% of European children between
the ages of 7 and 11 years and 25% of adolescents are overweight
or obese (Lobstein & Frelut 2003).

Of particular concern is the upward trend in countries that
have traditionally experienced low rates of overweight (Lissau
et al. 2004). Table 2 indicates the extent of overweight or obesity
in children in a number of countries between the ages of 6 and 13
years. For countries in Eastern Europe, rates are climbing sub-
stantially. Hungary has reported that 20% of children between
the ages of 11 and 14 years are obese and that 6% of these
children have already presented with hypertension (World
Health Organization, WHO 2005), while in Poland rates have
increased from 8% to 18% from 1994 to 2000. Generally, Euro-
pean data indicate that children from Mediterranean countries
have a higher prevalence for overweight than northern Europe
where rates tend to be within the 10-20% range.

In the Middle East, the situation is critical. Eighteen per cent of
all children are overweight and 7% obese (Lobstein & Frelut
2003). In Israel, the rate of 13.9% is on the rise and recently, Israel
has climbed to third place after the USA and Greece for per-
centages of overweight children in general (Keinan-Boker et al.
2005).

In the Oceania region, Australia’s current rates in children
are among the highest in the developed world with 10% of
children obese and 20% overweight (Barnett 2006). In
New Zealand, 20% of children between the ages of 5 and 14
years are overweight with another 10% obese. Approximately,
31% of Maori and Pacific Islander children are affected
(Baur 2006).
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In North America, results from the years 1999-2002 National
Health and Nutrition Examination Survey (NHANES) in the
USA indicate that an estimated 16% of children and adolescents
aged 6-19 years are overweight. This data represent an increase of
45% from previous studies among 1988-1994 (National Center
for Health Statistics, Unites States Department of Health and
Human Services). Both in the USA and in Brazil, an additional
0.5% of all children became overweight each year (Lobstein et al.
2004). Mexico is poised to overtake the USA in obesity rates
in the near future and is 1.5 times more common in
Mexican American women, (http://www.4woman.gov/minority/
hispanicamerican). The values exceeded the 75th percentile for
Mexican Americans (Martorell et al. 1998).

Despite the obvious paradox of food shortages and obesity,
WHO findings indicate that 14.9% of children under the age of
five in Swaziland are overweight (WHO 2005). Consequently, the
obesity problem can be seen as a worldwide threat to health.
Therefore, nurses must be aware of the factors and consequences
associated with this trend. They must also appreciate the signifi-
cant national and regional differences.

Factors

Ethnicity

Multiple factors are associated with the development of child-
hood obesity including ethnic origin and socio-economic
groups; however, these vary from country to country. Australian
studies have identified children whose families come from homes
of either European or Middle Eastern background to be more
likely to become obese. Furthermore, children from lower socio-
economic status are more likely to develop obesity as well (Gliks-
man etal. 1990). In the USA, African American families were
identified as the highest risk group for developing obesity in
childhood and adulthood (Anderson & Butcher 2006).

While data in Israel for children do not exist, the findings for
adults are suggestive of a pattern that is likely to develop in
children when considering the importance of parental behaviour
as a role model for children (Keinan-Boker et al. 2005).

Indeed, certain ethnic groups have associated being over-
weight with good health (Stender et al. 2005). Clearly, the cul-
tural variation may differ from country to country and needs to
be determined by specific research that is culturally sensitive but
can provide important specific information with regard to ethnic
groups that are at risk.

Social factors

A recent study of social networks found that the chance of
becoming obese increased by 57% if a friend was obese or sibling
(Christakis & Fowler 2007). While this study was limited to
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adults, the implications may be significant for children as well,
if similar findings in future studies are parallel.

The role of family provides another significant risk factor. In a
recent Australian study of 329 children between the ages of 6-13
years, childhood obesity was not necessarily linked to negative
life events, poor family function or maternal depression.
However, the structure of the single parent family with the
mother as the single parent who is overweight increased the
likelihood of a child becoming overweight or obese (Gibson et al.
2007). Consequently, these findings may carry implications for
many other countries with regard to single parent families, in
particular, if the mother is overweight. Learned behaviours are
fostered through role modelling by parents; if parents overeat,
then children are likely to do so. Furthermore, children with one
or two obese parents are respectively either 40% or 80% more
likely to develop obesity (Broedsgaard 2006).

Exercise and energy expenditure

Decreased energy expenditure coupled with increased caloric
intake remains a significant factor. The explosion of affordable
technology such as cell phones, handheld computer games and
so on has promoted a sedentary lifestyle for contemporary chil-
dren (McMurray et al. 2000). The issue of the sedentary lifestyle
constitutes an important environmental factor on children’s
physical activity levels.

Exercise is important for children to help maintain appropri-
ate metabolic rate, improve overall psychological outlook and
may be an aid in controlling appetite (Roberts 2000). Safety of
the built environment including safe places for activity is a clear
link to children’s physical activity levels. Children are aware of
the places in which activity is encouraged and where it is dis-
couraged or prohibited (Sallis & Glanz 2006). The ability to be
outdoors was found to be the strongest correlate with physical
activity in children. There are also suggestions that lower income
neighbourhoods in the USA have fewer parks, fitness clubs and
sports fields than more affluent neighbourhoods, thereby linking
socio-economic factors with low physical activity (Brownson
2001). This may be equally so in other countries. Heavy traffic
and the need to cross roads have been demonstrated to lead to a
decreased physical activity rate (Timperio 2004). Without safe
places to play, children are likely to spend their time being inac-
tive; therefore, promotion of a safe environment can encourage
more physical activity in children.

Food portions and parental knowledge

Along with the decrease in exercise and increase in nutrient
intake, food portion size has increased for a number of years.
Young & Nestle (2002) found that many fast food outlets now
exceed recommended sizes. Other studies indicate that the more
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people are offered to eat, the more they are likely to eat. Evidence
suggests that expecting larger portion sizes and consuming them
may be a learned behaviour. In a study by Rolls et al. (2000),
younger children up to the age of 5 years did not increase the
amount of food ingested when offered larger portions.

A lack of parental knowledge concerning the nutritional
value of various products or the inability to correctly decipher
packaging label contents may contribute to inappropriate food
choices. Many parents believe that juice is a healthy fluid option
for children and offer juice rather than soft drinks; however,
children who drank more than 12 ounces of juice per day were
found to be at higher risk for the development of overweight
than their peers who did not drink juice (Lindsay et al. 2006).
Thus, one can conclude that drinking juice may well encourage
children to develop a preference for sweetened drinks and may
become a lifetime habit.

Fast food advertising on television targets children with visual
and auditory messages that encourage the consumption of fast
food that is primarily high in fat and sugar. Many of these food
items do not meet recommended dietary intake. A number of
children snack on food that is also high in fat and sugar while
watching television (Matheson et al. 2004). A disturbing trend
that has been noted is that children tend to eat more such food
items after being exposed to television advertising (Halford et al.
2004). Thus, advertising must be considered as an environmental
factor that promotes childhood obesity (Egberts & Riley 2004).

In summary, the import of the media factor not only promotes
consumption of poor food choices but also is compounded
by the sedentary lifestyle, which encourages viewing of such
advertisements.

Health issues
Multiple health risks are associated with overweight and obesity
that are specific for children. While cardiovascular disease con-
tinues to be the major cause of death in adults, atherosclerotic
plaque has been observed in children as young as 3 years of age
(Stender et al. 2005). Equally troubling is the increase of insulin
resistance and type 2 diabetes in children. Previously considered
an adult disease, there has been a dramatic increase in its devel-
opment in children, with overweight closely linked as the cause.
The research on its relationship to overweight children is rela-
tively new but has been clearly documented (Lauer et al. 1997).
High rates of hypertension, asthma, musculoskeletal discom-
fort because of excess weight on joints, shortness of breath and
obstructive sleep apnoea have all been documented in over-
weight children (Waters & Baur 2003). Persistent childhood
overweight not only affects musculoskeletal function, but is likely
to alter mobility, contribute to muscle and bone disorders and
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affect normal growth and development patterns (Aye & Levitsky
2003).

Additional health problems associated with obesity include a
number of cancers. These include breast cancer, colon cancer and
kidney cancer (Chronic Disease Notes and Reports 2005). Fur-
thermore, until recently, the most common cause of cirrhosis of
the liver was alcohol; this has now been overtaken by obesity as a
direct result of the liver overloaded with fat. This will lead to a
new health crisis of cirrhosis as a direct result of the obesity
pandemic (Zimmet 2006).

Mental and social health issues

Psychologically, obese children have been found to have lower
self-esteem and are more likely to indulge in risk-taking behav-
iours such as smoking and drinking (Strauss 2000). A second
psychological consequence for children is the perception of
social discrimination that not only adds to lower self-esteem but
may also result in depression. Obese children have a more nega-
tive body image than their peers and often believe that they have
been responsible for their obesity. Adults have been found to
stigmatize obese children citing that they are untidy and lack
self-control (Zametkin et al. 2004).

The longer-term implications are that overweight and obese
children are more likely to have poorer outcomes in both aca-
demic and social attainment and may be at higher risk for mental
health problems. Therefore, the health of children including
physical, mental and social well-being is likely to be profoundly
affected by overweight and obesity.

Public policy for treating childhood obesity
Currently, the results in obesity prevention among children
worldwide have been disappointing. The fact that a large number
of children still suffer from obesity and overweight stands as a
harsh testimony to the failure to prevent the current health crisis.
Therefore, public policy should be modified in order to acknowl-
edge that treatment generally has poor results for children
already suffering from obesity. Public policy should be directed
towards changing eating habits to lead to better health and
obesity prevention (Drohan 2002; Zabinski et al. 2003).

There is no viable treatment option for childhood obesity;
consequently, the best option currently available to address this
problem remains prevention. This is substantiated by a lack of
evidence-based interventions that have achieved success. It
follows that prevention and intervention must be currently based
on expert opinions (Lobstein & Baur 2004). Considering the
scope of the childhood obesity crisis, it also follows that broad-
based policy must be directed at the community level and
include institutions that are directly associated with children.
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Public policy goals should aim to ensure that obesity is
addressed by policymakers across all systems and throughout all
levels of government, in order to create a supportive atmosphere
in tackling this important issue and raising community aware-
ness. Healthy public policy that promotes prevention helps all
citizens to identify and choose behaviours related to this health
problem and can help prevent obesity. Governments can support
policies that reinforce healthy eating and physical activity, but
they must also be communicated by healthcare workers and
parents. The ultimate goal must be to provide a shift in lifestyle
behaviours.

Supportive environments

In order to implement this principle, several actions should be
taken. First, the policymakers within the health system, local
authorities, stakeholders within the educational framework and
volunteer organizations, who are interested in the recognition of
the childhood obesity damage and prevention, need to be influ-
enced to deal with the health aspects of the obesity phenomenon.
There needs to be an examination of the consciousnesses of each
action, financial investment, resource allocation and further
actions of social nature. The previously cited organizations’
representatives should be involved in the work of strategic com-
mittees dealing with children’s health in general, and child-
hood obesity, in particular. Political and public lobbying should
be encouraged to promote the issue of childhood obesity
prevention.

Supportive environments are those that enable a healthy lif-
estyle to be attained. Supportive environments are guaranteed by
enacting and enforcing safety regulations by banning advertise-
ments through legislation, limiting advertisement of high-fat,
high-salt and high-sugar food products and so on. A periodical
and systematic evaluation of the environmental and social
changes and their influence on health that guarantees actions for
the public is essential. In Israel, the Ministry of Health cooperates
with the Manufactures Association, and the Food Industries
Association, and is working to reduce the salt and fat quantities
in food products being marketed. In January 2006, two members
of the ‘Knesset, the Israeli parliament, proposed a new law
banning the advertisement of unhealthy food products, before
prime time. The proposal was formulated in recognition of the
government responsibility to the public and as part of the
parliamentary struggle against childhood obesity in Israel. This
proposal seeks to reform the consumers’ protection law (food
commercials aimed at children), which specifies the general
guidelines that advertisements for children should be made only
with consideration of the responsibility that is imperative.
According to this proposal, responsibility in advertisement is
divided in to two main aspects. The first is the provision of
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accurate information. The advertiser is obligated to inform the
public of the risks and nutritious facts of the advertised products.
The second aspect limits product advertisement, including the
importance of the time of the day and the incorporation of
celebrities and animated figures in the advertisements.

Advertising and the media

In order to maintain fairness in the limitations imposed on
advertisements, the proposal sought a professionally balanced
public committee to decide which products the legislation
should include. Committee members are to include relevant gov-
ernment representatives, public representatives, representatives
of the consumers’ council and public health specialists in the
field of children’s nutrition, child psychologists and an academic
researcher in the field. In order to maintain the above-mentioned
balance, representatives of the industrial association were
included (Y-net 2005). Such a broad coalition approach may be
suitable in other countries.

Comprehensive research conducted recently in England sup-
ports such legislation and found that advertisement of food
products directly influences the consumer behaviours of chil-
dren and their food preferences. Considering the risk factor in
the exposure of children to television commercials and con-
sumption of nutrition-poor snacks that children watch com-
mercials directly aimed at them for 22 min per day, a similar
approach would be suitable as a beginning preventative measure.
Another study conducted by Tamir et al. (2003) examined the
media’s influence on health habits. It was found that 20% of
adolescents’ knowledge on healthy eating habits has risen as a
result of viewing health programmes. Children who watched
these health programmes could point out that one should
consume fewer multi-glucose products and the importance of
choosing healthier options.

More controversial has been the call for measures to control
marketing to children. Sweden has banned the use of cartoons to
promote food to children. Similar bans in the Netherlands make
it illegal to market sweets to children younger than 12 years.
Other bans that have yet to be introduced may address celebrity
endorsements, false health claims on packaging and marketing in
schools (Nestle 2006). Additional bans are most likely to come
about if there is a coalition of parents and healthcare workers
demanding that governments take action.

An interesting phenomenon regarding advertising has
emerged on Australian television during the hours that are con-
sidered ‘children’s viewing. While the number of high-fat food
advertisement has decreased, the characters or logos associated
with such companies appear in advertisements related to pool
and road safety. Children readily identify with these characters
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and logos, and a covert message is apparent to children whether
or not the high-fat food is being advertised.

Community activity

An important part for activating plans of care and prevention of
obesity is community activity and collaboration with the com-
munity. The Israeli Minister of Health can direct its different
bureaus to receive information on the statistics of obesity. This
same principle applies to any other government that clearly takes
the problem of childhood obesity seriously and chooses to work
with consumers and the community. Community resources can
be then used to develop plans for the prevention of childhood
obesity, according to available local data including explicit cul-
tural risk factors.

Public plans should help regulate the energy consumed and
spent. Such plans should encourage the public to expend more
nutrition energy and to limit consumption of high-fat, salt and
sugar nutrition energy. The course of action from the govern-
ment perspective should be addressed at the family level and
should not limit itself to the individual. Considering the risk
factor of one or both parents being obese and that children
generally do not prepare meals and cannot physically reach loca-
tions in which they can take part in physical activities, the family
approach is fundamental (Schwimmer et al. 2003).

Worldwide urban planning must encourage walking to school,
shops, friends’ homes. Children have increasingly been pre-
vented from doing so by parental fears for their safety. While
parents must exercise a degree of caution for their children in
navigating streets, the risk is that inactive children may become
inactive adults (Whitzman 2006). This may lead to a vicious cycle
of more children being driven, to more vehicles crowding the
road and thereby, validating parental fears. Urban planning for
health and well-being must consider better footpaths and shorter
distances to schools, shops and open spaces such as parks. There-
fore, governments, both national and local, must work together
to change policies to create more ‘livable’ neighbourhoods that
enable healthier lifestyles and foster more exercise within the
course of the day. Local grants may encourage individual
communities to address some of these issues while further
research can evaluate improved health outcomes where they are
undertaken.

Tackling childhood obesity must become a national health
priority. Strategies that are employed must reach all children and
families. Nurses and midwives therefore can contribute to the
dialogue and policy development relevant to preventing child-
hood obesity. They can be effective at the local level such as
schools, childcare centres, prenatal classes and small communi-
ties as well as municipal institutions. Likewise, nurses and mid-
wives must be part of the policymaking process at the national
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level. Fundamentally, there is both collective and personal
responsibility that underscores the approaches to the prevention
of childhood obesity, and nurses have a role to play in the col-
lective and personal responses at the community level. Nurses
can be involved in programme development, delivery, research
and act as role models for their communities.

Clinical and research implications

Eating habits are acquired in early childhood and embedded by
adolescence; therefore it is imperative that educational pro-
grammes for nutrition begin with antenatal care. Midwives can
provide health education to expectant parents that encourage
the development of healthy eating habits even before birth. This
focus on sound nutrition and exercise can be further fostered in
childcare centres, schools and kindergartens by early childhood
nurses and school nurses. Nurses can work with teachers to
develop programmes that are developmentally appropriate and
experience-based. School and community nurses can work with
parents and children and can advocate to ensure that healthier
food is served in school cafeterias. They can help create new
opportunities to get to know and make healthy food as part of
nutrition education classes, and encourage ‘health days’ at
school. Raising student awareness of the importance of breakfast
and its recommended ingredients should be part of such pro-
grammes. A creative way in raising awareness could include pre-
paring and serving a healthy and balanced breakfast in early
morning classes. Nurses can integrate technology into such pro-
grammes by adding useful information onto school websites,
podcasts and newsletters for children and parents.

Midwives and early childhood nurses must actively engage
with mothers while children are infants. Mothers should be
encouraged to breastfeed so that infants learn their satiation
point and self-regulate their eating; this may be critical to pre-
venting obesity in childhood. Furthermore, midwives and early
childhood nurses are well placed to discuss healthy nutrition
with new mothers, assess their knowledge and help them to make
confident and informed choices for their children. Research must
be undertaken and acknowledge the significant factors of culture
on eating habits. Thus, nurses and midwives must apply prin-
ciples of cultural safety in any programme they initiate.

Influencing children to adopt better eating habits will help
them in their development and growth and will help prevent
future problems. It should be noted that such programmes
should not try and choose specific foods, but should enable a
more general understanding among parents, children and ado-
lescents, consider cultural variations and empower them to make
healthier choices with confidence.

Consequently, it is imperative to include the assistance of
skilled professionals, such as dietitians, nurses, medical doctors
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and other consultants who have particular expertise in children’s
health as well as students and parents, in implementing educa-
tional programmes. Nursing curriculum, then, should include
the fundamental issues, factors and implications of childhood
obesity to help prepare future clinicians for practice.

Nurses must address another significant aspect of the problem
of overweight and obesity in children and encourage more physi-
cal activity. Research conducted in Broke University (Ontario,
Canada) has found that overweight children who do not engage
in physical activity, are much sicker, and therefore, tend to miss
more days at schools. Physical activity should be practised to
complement sound nutrition, as weight loss essentially consists
of eating less and exercising more (Ebbelung etal. 2002).
Caution should be exercised in all of these areas to avoid inad-
vertently creating an erroneous obsession about weight, dieting
or body image in children, lest it encourage equally harmful
behaviours such as bulimia. Rather, the focus should avoid the
terms ‘lose weight’ or dieting and seek to encourage children and
families to achieve the healthiest state possible. Thus, care pro-
vider activities should strive to develop more sports activities in
community centres, safe bicycle riding lanes, decrease costs
associated with sports participation, health workshops and more
national sports events that reward participation. School sports in
particular should aim towards encouraging all children to take
part, to spend the lesson time being active rather than taking
turns.

Thus, nurses and midwives should continue to work with
children, families and parents on individual levels, but can also
apply the principles of healthy eating and exercise to communi-
ties such as schools. The provision of education is insufficient to
ensure change and therefore, clinicians should serve as role
models for clients to encourage a change in attitude and ulti-
mately, practices. Thus, each clinician must examine personal
habits that may require change or adjustment. Finally, clinicians
can serve as lobbyists and encourage their communities to apply
for grants to support health programmes, and provide input to
legislators on local and national government level in terms of
media, urban planning for safe exercise areas and assist in media
releases in material that relates to childhood obesity prevention.

Conclusion

The alarming worldwide trend of childhood obesity is a cause for
deep concern to all health professionals engaged in working with
children. While there are cultural variations in the factors that are
associated with children becoming overweight or obese, many
are similar in a variety of countries. Because treatment has not
been proven to be effective for the most part, it follows that
nurses, along with all health professionals, have a stake in the
prevention of childhood obesity. Ongoing research and a com-
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prehensive understanding of causes, factors and the many issues
associated with the current obesity pandemic best achieve this. It
also follows that nurses should serve as advocates, educators and
supporters for children and their families and take part in the
development of health policies and their implementation in
order to address the greatest threat to child health in this century.

Healthy eating and exercise must become part of an overall
lifestyle pattern from an early age. Midwives can prioritize this
important aspect of obesity prevention in antenatal classes,
follow-up home visits with new mothers and post-partum
checks. In early childhood, nurses can work within childcare
settings to encourage healthy eating and exercise patterns for
children. They may also work with staff and parents to develop
policy concerning snacks at childcare and recommendations for
birthday parties. They may also influence parents and childcare
workers to become positive role models for children. Such health
education can be conducted within the childcare setting for the
children at a developmentally appropriate level. Further infor-
mation can be disseminated to parents and staff through leaflets
and websites. A chat room or blog could be established where
questions could be posted for the nurse to respond to all the
parents who access the information by computer. Thus, the
information can be widely accessed at a time convenient to
parents. The same principle can be applied to school settings in
at a more sophisticated level. Nurses can work with staff to
ensure that nutritious and appetizing food and beverages are
available to children at school and encourage healthy practices.
The message should be reinforced in sports lessons so that
lessons are designed for all children to be active rather than
activities where they take turns and may sit for a great deal of the
lesson. Nurses must work in partnership with parents and edu-
cational staff to lobby local government for assistance, reward
positive behaviours and changes within educational settings.
Finally, all nurses and midwives as well as other health profes-
sionals must serve as positive role models for the communities
they serve.

Author contributions

All three authors have contributed to this article; our work was
divided into different sectors of the literature review. Several
sections of the preparatory writing were completely by each
member of the team; however, final drafts were completed
together.
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