
A PRIMARY HEALTH CARE APPROACH TO OBESITY 
PREVENTION AND MANAGEMENT IN CHILDREN AND 
ADOLESCENTS: POLICY BRIEF 

Policy brief in summary
• Obesity in all age groups, including children and adolescents, is a public 

health challenge across all settings. 

• Obesity is now classified as a complex multifactorial chronic disease 
and not just a risk factor for other noncommunicable diseases and co-
morbidities. 

• Recognizing the significance of primary health care for an effective and 
efficient response to the obesity epidemic, the World Health Organization 
(WHO) has developed guidance on how to build capacity in the health 
system to deliver health services for prevention and management of 
obesity across the life course.

• This policy brief discusses the challenges and opportunities for prevent-
ing obesity in children and adolescents, and providing health services to 
treat and manage those already living with obesity. It outlines possible 
interventions through the primary health care approach. 

• WHO recommends the operationalization of three components of 
primary health care for developing and deploying an effective response 
to halt and reverse the rising trajectory of obesity worldwide: integrated 
health services, multisectoral policy and action, and empowered people 
and communities.

Appropriate and 
equitable management 
for overweight and 
obesity is required in 
addition to multisectoral 
and public health 
prevention measures

Science and Technology in 
childhood Obesity Policy
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Background 
Obesity is a complex, multifactorial chronic disease, 
defined as excessive adiposity that can impair health 
(1). It is also one of the key risk factors for many other 
noncommunicable diseases (NCDs), infectious diseases 
(e.g. COVID-19) and other comorbidities that can be 
modified and addressed. In addition, children and 
adults living with obesity often experience mental 
health issues, different degrees of functional limitation 

– that is, obesity-related disability (2) – and social bias, 
prejudice and discrimination (3). 

Globally, the prevalence of overweight and obesity, and 
the number of affected individuals, have increased in all 
age groups (including children and adolescents) since 
2000 (4, 5) (Table 1). These numbers are expected to rise 
during the next decade if no concrete actions are taken.  

Table 1. Estimated and projected prevalence of overweight and obesity in children and adolescents, and 
number of affected individuals

Indicator 2000 2020 2030

Children under 5 years with overweight 5.4%, 33.3 million 5.7%, 38.9 million 5.9%, 40.1 million

2000 2016 2030

Children 5–19 years with obesity 2.9%, 52.3 million 150 million 254 million

No progress is observed with current projections to 
2030, and more efforts are needed to reach the 3% 2030 
target prevalence for overweight in children under 5 
years of age (3). Almost half of children under 5 years of 
age affected by overweight live in Asia, and more than 
one quarter live in Africa (4). The prevalence of obesity 
among children aged 5–19 years is around 20% or more 
in several countries in the Pacific, the Eastern Mediterra-
nean, the Caribbean and the Americas (5).

The causes of obesity are commonly regarded as 
sedentary lifestyle, unhealthy diet, the absence of 
breastfeeding or mixed feeding during infancy, lack of 
sleep, stress, mental illnesses (e.g. anxiety, depression), 
endocrinological diseases, medications, immobiliza-
tion, iatrogenic procedures and other chronic conditions 
that can influence weight status. Other elements that are 
more difficult to modify include genetic variation, early 
exposure to obesogenic elements during pregnancy 
and early childhood, family education and income, food 
systems, physical and urban environments, sociopoliti-
cal environments and adverse childhood events.

The challenge of the rapidly rising global obesity 
epidemic must be halted as soon as possible. To this 
end, both the food and physical activity environments 
have to be improved. Systems and settings for primary 
health care need to better integrate and manage 
obesity, through a holistic and comprehensive multidis-
ciplinary, multisectoral and whole-of-society approach. 

Box 1 summarizes effects of obesity on individuals. 

BOX 1. EFFECTS OF OBESITY ON INDIVIDUALS 

• Overweight and obesity in childhood and adolescence 
are associated with adverse health consequences 
and increased morbidity later in life. Preventing and 
controlling excessive adiposity in children and adoles-
cents is important for many reasons.

- Overweight and obesity affect children’s 
immediate health and are associated with greater 
risk and earlier onset of various NCDs, such as 
type 2 diabetes, cardiovascular diseases and 
cancers – the higher the body mass index during 
childhood and adolescence, the higher the risk of 
these NCDs in adult life (7–11). 

- Childhood obesity has adverse psychosocial con-
sequences, affecting self-esteem, mental health, 
school performance, social involvement and quality 
of life, compounded by stigma, discrimination and 
bullying (11–13).

- Without intervention, the obesity acquired by 
children and adolescents is very likely to remain 
in adulthood (14). Weight loss and maintenance 
of weight loss are hard to achieve in adults (15).

• Even if treatment options are limited during 
childhood, management should begin early in life to 
normalize weight gain, improve health behaviours 
and outcomes, and improve quality of life (16).



3

Childhood and adolescent obesity, 
and the primary health care approach

Why a primary health care focus?
Primary health care (PHC) is a whole-of-society 
approach to health that aims to maximize the level and 
distribution of health and well-being through three 
components (17): 

• primary care and essential public health functions at 
the core of integrated health services; 

• multisectoral policy and action; and

• empowered people and communities. 

PHC-oriented health systems are foundational to 
achieving healthier populations, universal health 
coverage (UHC) and protection from health emergen-
cies, enabling the achievement of the health-related 
Sustainable Development Goals. Evidence shows 
that PHC-oriented health systems have consistently 
improved health outcomes, equity and efficiency.

Obesity is a major challenge in all age groups, including 
children and adolescents. An effective response to 
prevent and manage the impact of the disease in 
children and adolescents demands that every action 
ensures accessibility, availability, coverage and afforda-
bility of health services. The PHC approach is the best 
suited approach for such a response.

In accordance with the World Health Organization (WHO) 
recommendations for the prevention and management 
of obesity over the life course (6), this policy brief ap-
proaches the prevention and management of obesity in 
children and adolescents through a PHC lens. It aims to 
guide the organization and delivery of obesity prevention 
(primary, secondary and tertiary) and treatment services 
through an approach involving integrated health services 
delivery. It also contextualizes and links the prevention 
and management of obesity in this age group to multisec-
toral policy actions relating to the social, food and urban 
environments. Finally, it focuses on the need to empower 
individuals, families and communities, including those 
living with and affected by obesity. It provides recom-
mendations on necessary actions and guidance for 
implementation.

Operational framework for PHC 
The Operational Framework for Primary Health Care 
was adopted by the 73rd session of the World Health 
Assembly in November 2020 (18). It outlines the three 
components of PHC (Fig. 1): 

• primary care and essential public health functions 
at the core of integrated health services – meeting 
people’s health needs through comprehensive 
promotive, protective, preventive, curative, rehabil-
itative and palliative care throughout the life course; 
strategically prioritizing key health care services aimed 
at individuals, families and the population through 
primary care; essential public health functions as the 
central elements of integrated health services; 

• multisectoral policy and action – systematically 
addressing the broader determinants of health 
(including social, economic, commercial and environ-
mental factors, as well as individual characteristics 
and behaviour) through evidence-informed policies 
and actions across all sectors; and

• empowered people and communities – empowering 
individuals, families and communities to optimize 
their health, as advocates of policies that promote 
and protect health and well-being, as co-developers 
of health and social services, and as self-carers and 
caregivers. 

Fig. 1. Primary health care components
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Ensuring accessibility, availability, coverage and affordability of health services for prevention and 
management of obesity

Additional elements that are critical to ensuring acces-
sibility, availability, coverage and affordability of health 
services for prevention and management of obesity in 
children and adolescents are as follows. 

• Adopt a health systems approach that ensures conti-
nuity of care at all levels. Ongoing efforts are needed 
to strengthen health systems, involving referral and 
“back referral” pathways for better continuity of care 
and increased adherence. The involvement of school 
health programmes and other community-based 
preventive health interventions, including youth 
centres, should be integral to the process. Secondary 
and tertiary care services need to be linked to 
primary care, facilitated by clinical coordinators, and 
supported by community-based programmes and 
peer self-management support.

• Ensure equity, with special focus on additional 
support for groups with, or at risk of developing, 
obesity. Populations of greatest concern include 
children from low-income settings, racial/ethnic 
minority groups, rural populations and immigrant 
families. Predisposing factors for obesity include 
biological, behavioural, cultural, environmental, 
political, sociodemographic (education, income, 
gender, race/ethnicity, age) and life stage factors. 
There is a need to better understand the multitude of 
complex and context-specific factors that interact to 
increase vulnerability.

• Factor in human rights, equity and social justice 
aspects when designing policies and implementing 

programmes to address obesity. Obesity interven-
tions for children and adolescents need to be based 
on a respectful, non-judgemental and non-stigma-
tizing approach by health care professionals and 
communities. A systematic response to identify 
weight bias and stigmatization must be activated in 
the health and social settings to counter the effect of 
inequalities because of obesity-related stigma.

• Follow the principle of “the right care, in the right 
place, at the right time” to expand access and improve 
equity in obesity prevention and management 
services. Children and adolescents with overweight 
and obesity, and affected families, should be offered 
a major participatory role in the design and delivery 
of these services.

• Put into practice the PHC multidisciplinary, multisec-
toral and whole-of-society approach for obesity pre-
vention and management. The approach must ensure 
that actions are taken in the best interests of the child 
or adolescent, and that any perceived or real conflicts 
of interest are appropriately managed. It should 
involve support for healthy eating, physical activity, 
reduced sedentary behaviours, better sleep and 
reduced psychosocial stress. A multisectoral, multi-
disciplinary and whole-of-society approach is needed 
to halt the rise of obesity in children and adolescents, 
and tackle the broad determinants of health. Open 
and continuous dialogue between political leaders, 
civil society, clinical providers and the community – at 
all scales – is imperative in a systematic response to 
the obesity epidemic.
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PHC approach to respond to the obesity epidemic in children and adolescents
In 2017, the ECHO (Ending Childhood Obesity) report recommended that governments and stakeholders reduce the 
risk of obesity by acting on obesogenic environments, take a life course approach to promoting obesity prevention 
and improve the treatment of children who live with obesity (19). In 2022, WHO reiterated this area of intervention 
as a priority for prevention and management of obesity over the life course, including potential targets and the WHO 
Acceleration Plan to STOP Obesity, endorsed at the 75th World Health Assembly (Box 2). 

BOX 2: THE WHO ACCELERATION PLAN TO STOP OBESITY 

The WHO Acceleration Plan to STOP Obesity has been designed to stimulate country-level action against the 
obesity epidemic between now and 2030 through five workstreams.

• Develop and promote cost-effective actions, supported by a WHO technical package and impact modelling 
estimates.

• Provide technical and delivery support for frontrunner countries to develop and implement accelerated 
roadmaps to counteract obesity.

• Increase advocacy at global, regional and country levels to raise awareness and generate political engagement, 
through advocacy campaigns, media and the development of scientific papers.

• Sustain engagement and partnerships with partners, including United Nations agencies, civil society, the private 
sector and academia, focusing on established partnerships and creation of new ones.

• Place a stronger focus on accountability and reporting to monitor implementation of the acceleration plan at a 
global level, and for the 29 frontrunner countries, including: 
- increased number of countries implementing effective policies to address prevention and management of obesity;
- improved policy efficiency and coverage, and expanded access to obesity prevention and management services; 

and
- improved trend in obesity rates across the life course. 

Although the Acceleration Plan to STOP Obesity does not initially have a global scope, the actions driven by the 
29 frontrunner countries will catalyse actions by other countries and partners. 

Integrated health services for obesity prevention 
and management 
As requested by Member States, WHO has developed 
a comprehensive package to strengthen capacity in 
the health system to deliver obesity prevention and 

management services across 
the life course. This section 

describes the components 
of the package.

Framework for delivery of health services for 
obesity prevention and management 
This framework has the aim of promoting expanded 
access to obesity prevention and management 
services for all age groups across the life course, 
including people with and at risk of obesity, through a 
public health approach. The framework facilitates the 
inclusion of obesity prevention (primary, secondary 
and tertiary) and treatment as a critical component of 
UHC. It is based on the principles of primary health care, 
follows a chronic care approach, and is supported by 

the integration of obesity prevention 
and management into existing 
service delivery platforms across 
the health care system and health 
care services packages, including 

in communities and homes. It also 
supports the planning of required 

resources for the scale-up and sustaina-
bility of services.
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As illustrated in Fig. 2, the key steps to integration and scale-up of these health services are as follows:

• Adoption of a systems approach in the organization of 
health services. This means that the operational spec-
ifications of the service delivery unit are construct-
ed around the three levels of the system (primary, 
secondary and tertiary care), including community, 
home and self-based care. The possibility of an 
extended service delivery platform supported by tech-
nology and inclusion of community service points – 
such as pharmacies, childcare centres, schools, youth 
centres, community hubs, work sites and religious 
institutions – should also be considered. As is the case 
for many other chronic diseases, lifelong support is 
required for obesity management. Consequently, a 
full spectrum of services across all levels of the health 
system is necessary to assess and manage the root 
causes of obesity and related comorbidities, and 
ensure continuity of care. Focus should be mainly on 
primary care, with linkages to secondary and tertiary 
care services. To this end, PHC providers should deliver 
most obesity prevention and management services. 

They should also be responsible for helping people 
living with obesity navigate through the health system 
for complex issues and management of complications 
or comorbidities, through an established referral and 
back referral network, for better continuity of care and 
increased adherence.

• Integration of delivery of health services for obesity 
prevention and management into the existing health 
service delivery platform and health programmes, as 
organized in national health systems, throughout the 
life course. 

• Adoption of a broader delivery approach to ensure 
the scale-up and sustainability of health services for 
obesity prevention and management at national and 
subnational levels. Innovative approaches should also 
be explored to expand access to, and the scale of, such 
services at community-based contact points – such 
as pharmacies, schools, youth centres, community 
centres and wellness places. 

Fig. 2. Key steps for integration and scale-up of obesity management health services

Across the 
life course 

Catchment 
populations 
 

Services 
across the
continuum 
of care 

Pre-natal Stage 

Mothers/Families 

Post-natal to under 5  

Mothers, siblings, 
families, carers

5-13

Mothers, siblings, 
families, carers

13-19

Teens

Pre-natal Services
Diet and nutrition 

support

Immunization/
Pediatric Services

Breastfeeding/
weaning practices                                   

Growth Monitoring

School Health
Food regulation/diet               

Physical activity

Adolescent Health
School health 

Mental health for teens         
Diet and physical activity                  

education and support
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 Tertiary care: Specialist assessment, interventions and treatment 
for severe and complex obesity and comorbidities; specialist 

assessment and treatment of complicated pregnancy; 
post-delivery follow-up for mother; back referral to secondary care

Secondary  care: Specialist assessment for complicated pregnancy, 
obesity and comorbidities; post-delivery follow-up for mother and child; 

onward referral for severe comorbidities and severely complicated 
pregnancy; back referral to primary care and community services 

 

 Primary care: Screening pregnant women for gestational diabetes and 
hypertension, follow-up laboratory tests for overweight or obesity, planning of 

long-term post-delivery follow-up for mother and child, onward referral for complex 
obesity and other comorbidities

 

Community care: Monitoring weight before conception and appropriate weight gain during 
pregnancy; breastfeeding preparation; counselling on healthy diet, physical activity, sleep, and 
no smoking or alcohol consumption; nutrition and physical activity campaigns; family support 

and counselling to prevent and manage obesity

1 2

3

Re-orient the health care system and providers Scoping of entry points

Enable reponsive integrated prevention and treatment
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Model of care for prevention and management of obesity 

A multidisciplinary and multi-component model of care 
(Fig. 3) needs to be adopted based on a people-centred 
approach, where people and families living with obesity 
have an essential role in the design and delivery of 
services, and in shaping the demand at the population 
level. The model must take into consideration obesity 
as part of a broad spectrum of NCDs. It should ensure 
continuity of care and aim to increase access to services 
according to population needs and epidemiological 
burden. The model should include primary, secondary 
and tertiary prevention; healthy behaviour changes; 

and support for individuals and families for manage-
ment, treatment, care and rehabilitation, with a specific 
focus on vulnerable populations. 

The proposed model of care takes into consideration inte-
gration with local, ongoing, multisectoral actions related 
to obesity (e.g. in food systems, urban and built environ-
ments, information systems and digital environments, 
education systems, sports systems, social protection 
systems, health care systems) and governed by upstream 
social, commercial and economic determinants.

Extended health service delivery platform through e-health, 
mobile health, teleconsulting, schools, pharmacies, workplaces 

and other service delivery points

National health system governance and design, context and conditions
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st
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sReorganization of tasks
among clinical and
community team members
including people and
families living with obesity

lntegration with
innovative technology to
expand the service
delivery framework and
increase access to the
population

Extension of health
service delivery platform
to school-based
programmes, pharmacies,
workplaces

Participatory input of
people and families living
with obesity in the design
and delivery of the services Multisectoral actions and policies, integration of food 

and physical activity systems

Tertiary 
care

Secondary care

Primary care

Community-based care

Home-based care and self-management

Fig. 3. Model of care and operational specification 
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Organization of health services for obesity prevention and management 

The organization of health services should be based 
on the architecture of the national health systems and 
refer to the following age groups: 

• pre-conception and antenatal care (women of repro-
ductive age);

• children under 5 years of age;

• children aged 5–9 years; and

• adolescents aged 10–19 years.

The services proposed span across promotion of a 
healthy lifestyle; primary, secondary and tertiary pre-
vention and management of obesity; and diagnosis, 
care, treatment and rehabilitation. 

The first goal of obesity management in children and 
adolescents is to support healthy behaviours that will 
contribute to stabilizing or reducing body mass index 
(BMI) during growth, such as a healthy diet, regular 
physical activity, reduced sedentary behaviours, reduced 

stress and good sleep. These behaviours will improve 
health and well-being outcomes. Further assessment for 
complications of obesity will be needed. Obesity man-
agement services are required across primary, secondary 
and tertiary care, including education programmes for 
patients, families and carers; structured multi-compo-
nent behaviour change interventions; psychological 
interventions; pharmacotherapy; and bariatric surgery. 
If possible, an interdisciplinary team approach is recom-
mended.

The model of care will need to refer to evidence-based 
guidelines and recommendations, and clinical service 
packages in use in the specific country. Reorganization of 
tasks among health care teams, including delegation and 
task shifting, may be needed to ensure a multidisciplinary 
approach and more efficient use of available resources. For 
this, additional training will be required to adequately equip 
all care providers across the health and school systems and 
the community to prevent and manage obesity. 

Health services proposed by level of care for prevention and management of obesity in children and 
adolescents
Pre-conception and antenatal care 
Conception and early life are critical phases in the onset 
of overweight and obesity. Women with a BMI above 
30 kg/m2 before conception are considered at higher 
risk of complications during pregnancy and delivery (36). 
In addition, early life exposures during pregnancy, such 
as maternal obesity, excessive gestational weight gain, 
high blood glucose levels, maternal smoking, stress and 
impaired fetal growth, can affect weight at birth, as well as 
the risk of obesity and related NCDs across the life course. 

For this age group, obesity prevention and manage-
ment services need to be integrated into established 
pre-conception and antenatal programmes. They 
should be aligned with other maternal care models, 
follow a comprehensive family approach, and offer 
ongoing comprehensive care in the community, coor-
dinated and co-managed with a multidisciplinary or 
interdisciplinary team across the system. 
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TERTIARY CARE 

Specialist assessment, interventions and treatment of severe and complex obesity 
and comorbidities ; specialist assessment and treatment of complicated pregnancy; 

post-delivery follow up for mother and child; and back referral to secondary care

SECONDARY  CARE 

Specialist assessment for a complicated pregnancy, obesity and comorbidities , post-delivery 
follow up for mother and child; onward referral for severe comorbidities and severely 

complicated pregnancy; and back referral to primary care and community services

 PRIMARY CARE 

Screening pregnant women for gestational diabetes and hypertension; follow up laboratory tests for 
overweight or obesity; planning of long term post-delivery follow up for mother and child; and onward referral 

for complex obesity and other comorbidities 

COMMUNITY CARE 

Monitoring weight before conception and appropriate weight gain during pregnancy; breastfeeding preparation; counselling on healthy 
diet, physical activity, sleep and no smoking or alcohol consumption; nutrition and physical activity campaigns; and family support and 

counselling to prevent and manage obesity 
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Children under 5 years of age
For this age group, health services for obesity preven-
tion and management should be integrated into estab-
lished child health programmes (e.g. breastfeeding and 
complementary feeding support, immunization, growth 
monitoring, integrated management of childhood 
illnesses, under-5 clinic). Other paediatric chronic care 
models should be taken into consideration to offer 

ongoing comprehensive and coordinated care in the 
community, which includes obesity prevention and 
treatment. A cost–benefit approach needs to be used, 
based on the understanding that treating overweight 
and obesity at an early stage significantly improves 
adult prognosis, reduces complications, and reduces 
hospital admissions and length of stay (3). 

Children aged 5–9 years 
Schools are often good entry points to ensure essential 
health services for school-aged children. Health in-
terventions (e.g. nutrition information, food choices, 
healthy habits, physical education, sedentary behav-
iours, sleep, promotion of positive self-concept, mental 
health and well-being) are integrated into learning 
programmes, with referral of children to health systems 
when necessary. Providers include school health nurses 
and physicians, and lay clinic associates and counsellors 
trained in specific skill sets. However, children who do 
not attend school frequently or out-of-school children 
are not covered, because informal outlets might not 
offer the same set of health services. 

Interventions for schools designed for this age group 
need to be reflected and expanded in the health system 
at large, including in the community (e.g. leisure sites, 
community hubs, religious institutions). This is critical 
to raise awareness among children and their families 
and caregivers about self-care for primary prevention 
of overweight and obesity, and mental health. Also 
important is a lifelong health promotion message 
that overweight and obesity need early detection and 
interventions, clinical assessment, screening of com-
plications and comorbidities, treatment and long-term 
management.
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TERTIARY CARE 

Managing complex obesity in case of complications and comorbidities; back 
referral for chronic treatment; and continuity of more targeted prevention 

measures to avoid further complications and worsening of associated 
comorbidities

SECONDARY  CARE 

Di�erential diagnosis of obesity types; specialist care for severe obesity, mental health, 
stigmatization, social isolation or withdrawal, changes in learning performance, 
neurodevelopmental disorders; and back referral for follow up and monitoring 

 PRIMARY CARE

Interventions for integrated management of childhood illness on overweight and obesity; mental health support; 
nutritionist/dietetic and physical therapy support for severe obesity without severe comorbidities; assessment for complex 

obesity and comorbidities; onward referral to secondary/tertiary care; and back referral to community services

COMMUNITY CARE 

BMI percentile/z-score for age; interventions for primary prevention of overweight and healthy lifestyle, sedentary 
behaviours and adequate sleep schedule, consumption of sugar-sweetened beverages and energy-dense food; use of digital 

platform for diet, physical activity and weight management, with referral to community opportunities; and community 
individual or group counselling and peer support group

TERTIARY CARE

Specialist assessment, interventions and treatment of severe and complex obesity and 
comorbidities; and back referral to secondary care

SECONDARY CARE 

Supervised obesity management, including healthy diet, physical activity and sleep interventions; 
di�erential diagnosis of obesity types such as those related to endocrine and genetic disorders; screening 

for pre-conditions and mental health support; provide support to children and their families regarding 
healthy lifestyle and well-being; onward referral; and back referral for follow up and monitoring  

PRIMARY CARE 

Growth monitoring, immunizations, integrated management of childhood illness (IMCI); mental health and 
well-being; clinical assessment, counselling on healthy diet, physical activity, sedentary behaviours and sleep 

including health information and community opportunities for parents and carers; screening of pre-conditions; 
onward referral in case of comorbidities and complications; and back referral to community services

 

COMMUNITY CARE 

Breastfeeding and complementary feeding support, nutrition campaigns/supplementation; parenting 
support/advice and peer support groups; calculation of BMI/weight-for-length percentile; brief opportunistic 

interventions for primary prevention of overweight and obesity regardless of current weight status; and counselling 
to limit screen time and consumption of sugar-sweeten beverages and energy-dense foods
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Adolescents aged 10–19 years 
Adolescents are a critical catchment population because 
interaction with the health system, in terms of health 
promotion and prevention, progressively diminishes 
from this age. As for younger children, schools are often 
good entry points to ensure promotion and delivery of 
essential age-specific health services. The comments 
above (under “Children aged 5–9 years” also apply to ad-

olescents with regard to health interventions in schools, 
awareness raising and health promotion messages. 

Prevention and management of obesity should be inte-
grated with other adolescent chronic care programmes, 
including diabetes. Stabilization or reduction of BMI, when 
needed, should be considered a first-line intervention. 
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TERTIARY CARE 

Management of complex obesity, including assessment for metabolic and bariatric 
surgery in case of complications and comorbidities; back referral for chronic 

treatment; continuity of more targeted prevention measures to avoid further 
complications and worsening of associated comorbidities 

SECONDARY CARE

Diagnosis of obesity types; specialist care for obesity – that is, pharmacological 
treatment, metabolic treatment, bariatric surgery, mental health, social isolation or 

withdrawal, incidence or risk of self-harm and changes in learning performance; back 
referral for follow up and monitoring 

 PRIMARY CARE 

Interventions for integrated management of childhood illness, mental health support and adolescent 
health, including sexual education and reproductive health; nutritionist/dietetic and physical therapy 
support for severe obesity without comorbidities; assessment for complex obesity and comorbidities; 

onward referral to secondary/tertiary care; and back referral to community services

COMMUNITY CARE 

Monitoring BMI percentile/z-score for age; brief interventions for primary prevention of overweight and obesity; 
counselling on limiting screen use, consumption of sugar-sweetened beverages and energy-dense foods, and healthy 
eating behaviours; supported digital platform with referral to community opportunities; and community individual or 

group counselling to enhance self-concept and self-management, through peer support groups

Inclusion of obesity prevention and management in the UHC Compendium and related service package 
delivery and implementation

The WHO UHC Compendium includes health services 
needed to comprehensively address the prevention, 
recognition and management of obesity across the 
life course, to support countries designing and imple-
menting essential health service packages. The toolkit 

on service package delivery and implementation helps 
bridge the gap between UHC policy and implementa-
tion, and supports countries to deliver a national com-
prehensive UHC package of services.

Training to deliver quality obesity prevention and management health services for different cadres of 
health care providers

Training of health care providers to build the skills to 
prevent, recognize, treat and manage obesity and its 
related complications, and screen for comorbidities, 
is an essential element of the response. WHO has 
developed the following the following training pro-
grammes which will be made available by the WHO 
Academy when it opens in 2024.

• Foundation training for first contact providers. This course 
supports providers in making more accurate diagnoses, 
developing and implementing evidence-based 
treatment plans, and coordinating care. The course 
includes standardized protocols and guidance that facil-
itate integration across and within facilities and between 
providers. It is designed to have “real-time” applications, 
supporting providers during clinical encounters with 

clinical decision support tools and case-based tutorials. 
The course includes a module on healthy lifestyles, with 
sections on nutrition and physical activity, and a section 
on the management of overweight and obesity in adults 
and adolescents.

• Advanced training for primary care physicians. This 
course supports physicians to prevent, diagnose, treat 
and manage obesity and its related medical conditions, 
and screen for comorbidities, in primary care settings. 
The course covers relevant evidence about obesity and 
the role of primary care services in the diagnosis and 
management of obesity. It is equipped with a WHO 
e-learning platform that includes tutorials, clinical 
decision support tools, fact sheets and reading materials 
to assist training in countries and regions.

https://www.who.int/about/who-academy
https://www.who.int/about/who-academy
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Although the need to expand access to health services 
for obesity prevention and management is increasingly 
being recognized, there are challenges in doing so 
within established health service delivery platforms. 
These relate to recognition of obesity as a disease and 
risk factor, health care providers’ scope of work and lack 
of clinical guidelines, and insufficient financial coverage 
of health services for obesity prevention and manage-
ment, among others (13, 20–27). In 2021, the WHO De-
partment of Nutrition and Food Safety commissioned 
a mega-ethnography study to better understand from 
qualitative data what actually matters to children with 
obesity, their caregivers and professionals in relation 
to obesity services. The study concluded that obesity 
management services must be tailored so that they 
are appropriate to ages, genders and cultures; varied; 
and promoted in a sensitive manner (28). Children and 
adolescents with obesity, their caregivers and relevant 
professionals all report that family and school environ-
ments play a crucial role in initiating, supporting and 
sustaining health improvements. 

Multisectoral policies and actions
The environment surrounding children has long been 
recognized as a major contributor to childhood obesity. 
Obesity prevention and control in children and adoles-
cents necessitates multisectoral policies and actions that 
go beyond the health sector. Such policies and actions 
are implemented through a coordinated whole-of-society 
approach involving a range of government ministries 
and partnerships, while managing conflicts of interest 
and safeguarding public health. They include structural, 
fiscal and regulatory actions aimed at creating healthy 
food environments, which make healthier food options 
available, accessible and desirable. 

Recommended policies to be implemented in line 
with national dietary guidance include comprehensive 
policies to protect children from the harmful impact of 
food marketing (29), nutrition labelling policies (including 
front-of-pack labelling) (30), fiscal policies (including 
taxes and subsidies to promote healthy diets) (31), public 
food procurement (30) and reformulation (33) policies, 
and school food and nutrition policies (including school 
food standards, food provision and nutrition education). 

A whole-of-society approach also requires actions 
at subnational and local levels. These can include 
collaboration between organizations working towards 
a common goal, such as district administrations, 
education authorities and health authorities creating 

and maintaining public parks that cater for the needs 
of different age groups; and primary care teams in 
health clinics and schoolteachers jointly promoting 
healthy eating practices, giving oral health care advice 
and offering services to ensure timely identification of 
children at risk of obesity. In the school setting, school 
staff and food service staff can implement nudges, 
alongside measures such as setting school food 
standards, to further influence children’s food selection 
towards foods that contribute to a healthy diet (34).

Implementation of multisectoral and intersectoral initi-
atives can be strengthened by:

• providing policy-makers, civil servants and technical 
experts with training on how to coordinate and 
structure multisectoral and intersectoral work;

• developing new engagement and mobilization strat-
egies for different stakeholders, while managing 
conflicts of interest and safeguarding public health; 

• supporting planning with adequate technical tools;

• transparently implementing and monitoring multi-
sectoral and intersectoral actions, in line with local 
and national strategies; and

• monitoring progress through indicators, and other 
monitoring tools and practices. 
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Empowered people and communities 
Placing children, adolescents, families, caregivers and 
communities at the centre of health services means 
reorienting the health care system by shifting away 
from fragmented supply-oriented models and moving 
towards a person-centred model (16). In this way, health 
care services can respond to consumers’ needs, values 
and preferences across the life course; be coordinated 
in the continuum of care; and be safe, effective, timely, 
efficient and of acceptable quality. Although responding 
to the obesity epidemic is a responsibility of the whole 
of society, meaningful involvement of people and 
families living with obesity is a fundamental principle 
of person-centred care. The rights and responsibilities 
of the affected group, including self-determination and 
participation in decision-making processes that affect 
their lives, should be at the forefront of the response to 
the obesity epidemic.

People and communities can become active influ-
encers and decision-makers in the response to the 
obesity epidemic through three basic dimensions: as 
co-developers of health and social services, as self-car-
ers and caregivers, and as advocates.

• Co-developers of health and social services. The 
empowered citizen should actively engage in the or-
ganization, regulation and delivery of health services 
in their community, ensuring that services match the 
needs, values and preferences of the community, as 
well as the specific social and cultural context. These 
elements will increase demand, access, effectiveness 
and responsiveness, as well as patient satisfaction 
(35). Children, adolescents and families living with 
obesity can be actively involved in their own health 
and welfare, and take an active role in decisions about 
treatment, self-education, therapies, adherence and 
prevention. They can also become leaders of obesity 
support groups or networks, through which they can 
seek external resources, encourage participation of 
new members, participate by sharing their experienc-
es with others, and participate as spokespersons in 
campaigns or speakers at public events and in other 
arenas.

• Self-carers and caregivers. Children, adolescents and 
families living with obesity face many challenges. 
Therefore, becoming self-carers and having access 
to home-based community health care workers 
is critical. Individuals and communities with, 
and affected by, obesity must have access to the 
knowledge, skills and resources (financial and tech-
nological) required to meet their specific needs and 
sociocultural circumstances, as well as to help them 
to make evidence-informed decisions (18, 35). 

• Advocates. Children, adolescents, families and 
communities, including individuals with obesity 
and families affected by obesity, must participate 
in the design, implementation and monitoring of 
obesity-related policies at all levels. They can also 
advocate for laws, regulations and policy reforms, 
and ensure that the principles of human rights and 
equity are embedded in the response. They are 
critical in creating and shaping societal demand for 
services, including treatment, care and support. Their 
involvement is also critical in the development of the 
research agenda, resource mobilization and funding 
allocations.
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Conclusions 
The COVID-19 pandemic has highlighted the relevance 
and importance of stronger health systems built with 
a strong foundation of PHC to assure provision of 
essential health services in both normal and emergency 
situations. Obesity, both as a disease and as a risk 
factor for other NCDs, needs to be explicitly tackled and 
addressed at all levels of interventions and for all age 
groups, including in children and adolescents. 

Preventing and managing obesity in children and ad-
olescents through PHC can accelerate steady progress 
towards reducing the impact of obesity and could pave 
a path for an effective response to all NCDs. 

The WHO focus on tackling obesity complements and 
amplifies work to create safe and healthy environments 
and settings for families to make healthy choices to 
address the global burden of NCDs. These choices 
include more physical activity, healthier diets, cleaner 
air and active mobility. Also, as we approach the United 
Nations High-Level Meeting on Universal Health Care 
2023, addressing obesity and overweight through a 
shared focus on equitable, resilient and inclusive health 
systems is a chance not to be missed to get UHC back 
on track. 

Governments, citizens (including people and families 
living with obesity), civil society, professional associ-
ations and academia need to come together, through 
country leadership and clear priorities, as well as 
increased demand for, and access to, child and adoles-
cent obesity health services. Halting and reversing the 
obesity epidemic in all age groups, including childhood 
and adolescence, is possible, and the PHC approach is 
the most logical, cost-effective and efficient way. 

The way forward to empowerment for a comprehensive 
response to the global obesity epidemic involves the 
following actors.

People and families living with obesity
• Lobby for the right to prevention, treatment and man-

agement of obesity through sustainable food systems, 
adequate food and urban environments, equitable 
and affordable access to health services, and respect-
ful consideration of the needs of this community in 
the absence of stigma and discrimination. 

• Participate in political and strategic decision-making 
processes, leading to a coherent response to address 
the obesity epidemic, and support efforts in the 
health and other sectors to regulate food and physical 
activity environments. 

• Become involved in the design of interventions regu-
lating the food and urban environments, as well as in 
the organization of health services delivery to prevent 
and manage obesity. 

• Participate in decision-making on their own obesity 
prevention and treatment plans, and support peers 
in doing so. 

• Demand to be equipped with necessary knowledge 
and skills to self-manage obesity prevention and 
treatment plans, and to be caregivers. 

Governments
• Ensure that prevention and management of childhood 

and adolescent obesity are integrated in all policies, 
including intersectoral action. 

• Ensure meaningful engagement of people and 
families living with obesity, as well as wider civil 
society, in processes and discussions, from start to 
finish.

• Ensure the availability of national (or nationally 
adapted) clinical guidelines and training programmes, 
and that childhood and adolescent policy interven-
tions are implemented through PHC. 

• Design obesity prevention and management pro-
grammes, and include them in the national monitor-
ing and evaluation system. 

• Protect people and families living with obesity from 
stigma and discrimination. This can involve official 
campaigns, and advertisements on television and 
social media. 

• Support the creation and strengthening of community 
organizations, and emphasize their role in addressing 
infrastructure, governance, management, resource 
mobilization, accountability and staff capacity-build-
ing needs. 

• Provide resources to train, engage and employ 
community members, including people living with 
obesity, in self-care and obesity prevention. 

• Address the many societal barriers to the meaning-
ful involvement of people living with obesity, some 
of which are rooted in poverty, gender inequality, 
prejudice, stigma and discrimination, especially in 
marginalized populations.

• Support documentation of histories of self-empower-
ment of people living with obesity, and evaluation of 
successes and failures.

• Provide funding to support research and innovation 
to prevent and manage childhood and adolescent 
obesity, as well as to support civil society and organ-
izations for people living with obesity, to ensure their 
meaningful engagement in the response. 



14

International organizations and development 
partners 

• Prioritize initiatives, supported by enhanced, 
predictable and continued funding, to build and 
sustain the capacity of organizations and networks 
in obesity reduction, as well as continued monitor-
ing, and ensure sustained attention on childhood 
and adolescent obesity. 

• Promote efforts to fulfil the rights and enable 
inclusion of people and families living with obesity, 
particularly women, children, adolescents, young 
people and vulnerable populations. 

• Allocate sufficient financial resources to programme 
budgets to address childhood and adolescent 
obesity. 

• Promote good practice, strategic alliances and in-
formation exchanges between organizations and 
networks of people living with obesity, within and 
across countries. 

• Harmonize, simplify and create more flexibility in 
donor and partner procedures to facilitate access 
to technical and financial resources for organiza-
tions and networks. 

• Ensure that people living with obesity are included 
in the design of ethical research for new prevention 
technologies and the development of treatments.

Coalitions 
• Participate in the political and strategic deci-

sion-making and policy processes of the response 
to the obesity epidemic.

• Advocate for equitable, resourced and effective 
actions to address the obesity epidemic, covering 
prevention, management and treatment.

• Advocate for the rights and needs of people living 
with obesity, and their families and caregivers.

• Support organizations and networks of people 
and families living with obesity in management, 
funding, knowledge and skills. 

• Generate awareness about the importance of 
tackling childhood and adolescent obesity, and the 
association with obesity later in life.

• Ensure that diversity among people living with 
obesity across age groups, genders, socioeconomic 
levels and geographical locations is respected.

Professional associations
• Sensitize and generate awareness about the impor-

tance of prevention and management of childhood 
and adolescent obesity. 

• Sensitize members about childhood and adoles-
cent obesity, and prevention and control measures. 

• Provide high-quality education and training 
resources for health care workers and other pro-
fessionals to prevent and control childhood and 
adolescent obesity. 

• Support research and innovation in the field 
of childhood and adolescent obesity, and use 
evidence to support policy development, advocacy 
and change.

• With governments, develop clinical guidelines and 
protocols for health care workers and other pro-
fessionals involved in the prevention and manage-
ment of childhood and adolescent obesity.

• Coordinate and collaborate with governments, 
international organizations and development 
partners, civil society, other professional associ-
ations and their members, associations of people 
living with obesity, and medicine and health 
products industries, for early response to the 
challenge of obesity in young people. 

© Photo_Concepts
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