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PMID
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First Author

Epstein LH

Title

Year

Physical activity in the treatment 1999
of childhood overweight and
obesity: current evidence and
research issues

Study
Type

MA

CVD

None

RF by CQ

Q10 (RF8)

Study Origin

USA

Setting

Don't
Know/NR

Search Range

Data Sources

Jan1966-Nov MEDLINE
1998
PsychINFO

Number of
Studies

Study Eligibility Criteria

Obese children or adolescents

13

Studies that provided different types of exercise
programs or an exercise program that was
compared with a no-exercise control group

6 evaluated
in metaanalysis

Main Study Objective

Review the utility of exercise as a
treatment for overweight and obese
children and adolescents

Study Pop.
(N)

NR

Target
Population

Pediatric/
Young Adults

Patient Characteristics

NR

Study Characteristics

NR

Interv. Type

Behavioral

Specific Intervention Examined

Exercise

Observational Relationship Assessed

N/A

Exercise + diet

Outcomes Measured

Weight
Body fat

Treatment Effect and Statistical Significance

The effect size of diet and exercise versus diet was 0.45, indicating that
exercise adds to the effect of diet in the short-term treatment of pediatric
obesity

Main Reported Findings by Critical Question

Limitations of Studies Reviewed

Q10: Exercise adds to the effect of diet in the short-term treatment There was not enough research to evaluate the effects of
of pediatric obesity. The effect is almost one-half a standard
exercise alone versus no exercise or compare different
deviation greater than the effect of diet alone
exercise programs to make firm conclusions

Percent overweight

Small number of studies for analysis which was therefore limited to diet vs diet
+ exercise.

Percentage body fat

Body fat decreased significantly at the end of interventions (0: 1.04 (0.35); 95% Q10: Across all designs and categories, fixed effects modeling
CI: 0.41 to 1.6)
yielded significant decreases in percentage body fat immediately
after intervention
Significant decrease in body fat 1 yr after interventions (0: 0.84 (0.51); 95% CI:
0.22 to 0.94)
Q11: Across all designs and categories, fixed effects modeling
yielded significant decreases in percentage body fat 1 yr after the
exercise intervention
Percentage body fat measured at the end of exercise training, exercise
duration, exercise mode, and program length accounted for 53-86% of the
variance for percentage body fat at 1 yr

Quality of MA

Good

Subjects randomly assigned to groups or assigned
by matching on demographic and anthropometric
variables
Exercise programs lasting ≥ 2 mo

14514534

Maziekas MT

Follow up exercise studies in
2003
pediatric obesity: implications for
long term effectiveness

MA

None

Q10 (RF8)

USA

Don't
Know/NR

1960-2002

Q11 (RF8)

Current Contents

At least 6 subjects per group

MEDLINE

Subjects consisted of children between 4-17 yr

Dissertation
Abstracts
International

8

Pediatric/
Examine the effects of exercise training on After
pediatric obesity immediately after training interventio Young Adults
n: 307
and at 1 yr follow-up
At 1 yr
follow-up:
236

Pre-test and post-test measures for either BMI or
percentage body fat

Psychological
Abstracts

Used exercise (e.g., walking, jogging, cycle
ergometry, high repetition resistance exercise, and
combinations) as mode of training

Sport Discus

Training programs lasted 8 wk or more

Hand searching
and crossreferencing

Full-length publications

Age range: 4-17 yr
Subjects free from
endocrine diseases
and other
comorbidities

Mean intervention
length (SD): 12.75 wk
(5.9)

Behavioral

Exercise training (e.g., walking, jogging,
cycle ergometry)

N/A

Mean intervention
frequency (SD): 3.9
days/wk (1.5)

Small number of studies identified (8/135) as a result of
few controlled prospective studies with multiple
measurement periods after the intervention

Fair

Inability of studies to control for confounding variables
especially varying interventions along with exercise (e.g.
dietary changes, medication; illness)
Failure to control for growth and development changes
during the intervention period

According to Cohen’s categories for classification of effect size values, the
degree to which exercise treatment programs in pediatric obesity produced
favorable changes in percentage body fat was “large”
The greatest treatment effects observed at the end of the exercise study and 1
yr later were derived from 3 studies using a resistance training component

Apparently healthy children and adolescents
Follow-up assessments at 1 yr
Exclusions:
Lack of/inability to obtain data on changes in
percentage body fat resulting from training
Use of same subject pool in multiple studies
Cross-sectional studies
Acute-response studies
Absence of follow-up measurements

15314625

Arenz S

Breast-feeding and childhood
obesity--a systematic review

2004

MA

None

Q6 (RF8, RF13)

Germany

Don't
Know/NR

Q13 (RF8)

Silver Platter Silver Platter
MEDLINE:
MEDLINE
1966- Dec
2003
EMBASE
EMBASE:
1988- Dec
2003
Cochrane
Library:
2/2003

Published epidemiological studies (cohort, case9
control or cross-sectional) comparing early feedingmode

Investigate the relationship between
breastfeeding and obesity in childhood

>69,000

Parental/
Family/
Caregiver

NR

NR

N/A

N/A

Early feeding-modes and childhood obesity

Published in English, French, Italian, Spanish, or
Cochrane Library German
Google

Child's age between 5-18 yr at the last follow-up

Hand-search in
original articles
and reviews found
by electronic
search

Adjusted for ≥ 3 of the following relevant
confounding or interacting factors: birth weight,
parental overweight, parental smoking, dietary
factors, physical activity, and SES

Pooled crude and adjusted odds
Breastfeeding reduced the risk of obesity (AOR=0.78; 95% CI=0.71-0.85)
ratios (AOR) for obesity in childhood
defined as BMI percentiles
Stratified analyses showed no differences regarding different study types, age
groups, definition of breastfeeding or obesity and number
To be included in the analysis,
of confounding factors adjusted
studies needed to be adjusted for at
least 3 of the folowing potential
4 studies demonstrated an inverse association of breastfeeding duration and
confounders: birth wt, parental
prevalence of obesity both in the crude and the adjusted analysis;
overweight, parental smoking, dietary 1 study found a dose-response contingency in the crude analysis that lost
factors, physical activity and SES.
statistical significance after adjustment; 3 studies found no significant effect of
duration of breastfeeding

Q6: A dose-dependent effect of breast-feeding duration on the
prevalence of obesity was reported in 4 studies
Q6: Stratified analyses showed no differences regarding different
age groups
Q13: Breastfeeding seems to have a small but consistent
protective effect against obesity in children

Classical MA requires RCTs; however, randomization of
Good.
breastfeeding on an individual level is not ethical and no
cluster-randomized CTs on breastfeeding and obesity have
been published yet
Residual confounding factors (e.g., SES, maternal weight,
birthweight, maternal smoking) remain a potential limitation
Publication bias cannot be excluded definitively

Reported comparable risk estimates as OR or
relative risk
Assessed/reported feeding-mode
Studies defined obesity using BMI percentiles >
90, 95, or 97 kg/m2

16428013

Snethen JA

Effective weight loss for
overweight children: a metaanalysis of intervention studies

2006

MA

None

Q10 (RF8)

USA

Don't
Know/NR

1980-2002

CINAHL

Studies aimed at weight loss

MEDLINE

Studies that consisted of a minimum of 2 groups,
including a control group

7

Examine the effectiveness of weight-loss
interventions for children

694

Pediatric/
Young Adults

Mean age: 10.77 yr

Age range 6-16 yr (mean age not ≤ 12)

Social Sciences

Group means and SDs for weight-loss and control
groups available in published literature

Sociology
abstracts

Exclusions:

Health STAR

Studies of children with chronic illness

Weight loss interventions (i.e. dietary,
training, physical activity, parental
involvement)

N/A

Weight loss

Among 14 interventions the average effect size was 0.95 (95% CI: 0.79 to 1.11) Q10. Interventions had "large" effect size (d: 0.95); 4 of 7
interventions featured significant improvements
Effect sizes for the 7 studies was 1.70 (95% CI: 0.79 to 3.33)
Length of intervention correlates with better outcomes

Mean sample size:
Treatment group: 25
Control group: 20

ProQuest Nursing
7 or more subjects per group
Journal
PsychINFO

Sample size range: 7- Behavioral
57 (per treatment or
control group)

Statistical data not often provided for all independent
variables

Fair

Multiple interventions in individual studies make identifying
individual effects hard
Study results not stratified by age
Of 210 potential studies, only 7 were felt to meet inclusion
criteria. To be included, a study had to report weight loss given growth in children, wt loss is a very strict criterion to
define success. With these inclusion criteria, only highly
successful programs will be included and hence the effect
size will be artifactually high.

Health Source:
Retrospective studies
Nursing/Academic
Edition
ERIC
Dissertation
Abstracts
Manual searches
Article retrieval
using ancestry
method

16534526

Atlantis E

2006
Efficacy of exercise for treating
overweight in children and
adolescents: a systematic review

MA

None

Q10 (RF8)

Internationa Mult Settings Through
l
Nov/Dec
2004 (varies
according to
database)

Ovid MedLine

Published in English

Ovid MedLine
Daily Update

RCTs

PREMEDLINE

13 papers on
14 studies

Determine the efficacy of exercise alone
for treating overweight in
children/adolescents

481

Pediatric/
Young Adults

Mean treatment
Mean age (SD)
reported in 9 studies: duration (SD): 16 wk
(7)
10.9 yr (1.5)

Behavioral

Conducted in US: 8
Conducted in Australia:
1
Conducted in Austria: 1
Conducted in Canada:
1
Conducted in Sweden:
1
Studies in boys only: Conducted in Hong
Kong: 1
1
Studies in girls only:
1
Studies in boys and
girls: 11
Studies not reporting
gender
characteristics: 1

Studies which included normal weight subjects in
treatment or comparison groups

N/A

Aerobic exercise + diet

Age ranges: 13-16 yr
(reported in 1 study),
8-12 yr (reported in 1
study), 12-15 yr
(reported in 2
studies); age was not
reported in 1 study

Cohorts were of children or adolescents aged <18
yr defined as being overweight/obese

CAB ABSTRACTS Reported pre- and post-test or change in any
overweight outcome
PsycINFO
At least 1 exercise or physical activity treatment
arm was investigated either in isolation or as an
SPORTDiscus
adjunct to an alternative treatment simultaneously
Evidence Based prescribed to the control/comparison group
Medicine Reviews
(Cochrane Central Exclusions:
Register of
Controlled Trials) Studies which reported previously published data

Aerobic exercise

Aerobic exercise + weight-training exercise
+ diet

Pooled standardized mean difference Few studies were of robust design.
(SMD) for:
The pooled SMD was -0.4 (-0.7, -0.1, p=0.006) for percent body fat, and -0.2 (Percent body fat
0.6, 0.1, p=0.07) for central obesity outcomes, whereas the pooled WMD was 2.7 kg (-6.1 kg, 0.8 kg, p=0.07) for body weight,
all of which favored exercise.
Body weight
Central obesity
Pooled weighted mean difference
(WMD) for:

Q10: Based on the small number of short-term randomized trials
currently available, an aerobic exercise prescription of 155-180
min/wk at moderate-to-high intensity is effective for reducing body
fat in overweight children/adolescents, but effects on body weight
and central obesity are inconclusive

Good
Large between-group differences at baseline in percent
body fat and in body weight in many studies that were
broadly equivalent to, and often larger than, the magnitude
of change expected after exercise treatment
Exercise compliance may have been an issue, as only 7
studies reported attendance rates

Pooled effects on body weight were significant and larger for studies of higher
doses, whereas nonsignificant and smaller effects were seen for studies of
lower doses of exercise (155-180 min/wk vs. 120-150 min/wk)

Possibility that some subjects may have increased or
decreased dietary intake, which would have confounded
the effects of exercise
Substantial measurement error is associated with
anthropometry (e.g., waist circumference for central
obesity), and such assessment techniques
are less sensitive for detecting changes in body
composition than more precise assessment techniques

Percent body fat
Body weight
Central obesity

Other potential confounding factors identified include the
possibility of between-group differences in pubertal status
of subjects, and in gender distribution

Non-RCTs

16910747

Stice E

A meta-analytic review of obesity 2006
prevention programs for children
and adolescents: the skinny on
interventions that work

MA

None

PsychINFO

Trials targeted toward children or adolescents

46

Q6 (RF2, RF3, RF8)

MEDLINE

Studies using proxy measures for weight (e.g.,
BMI, skinfold thickness)

61 prevention
programs

Q13 (RF8)

Dissertation
Abstracts
International

CTs primarily conceptualized as evaluations of
obesity prevention programs

64 effect sizes

Q5 (RF8)

USA

Don't
Know/NR

1980-Oct
2005

Summarize obesity prevention programs
and their effects and investigate
participant, intervention, delivery, and
design features associated with larger
effects

NR

Pediatric/
Young Adults

NR

NR

Behavioral

Variety of obesity prevention programs
N/A
including psychoeducational content, dietary
improvement, increase in activity, and
reduction in sedentary behavior

A meta-analytic review of obesity 2006
prevention programs for children
and adolescents: the skinny on
interventions that work

Q5: Univariate analyses indicated neither the percentage of the
sample that was Black or Hispanic nor the predominant ethnic
group in each sample was significantly related to effect sizes
Q6: Participant gender and duration in weeks, number of
behavioral targets, and whether the trial was a pilot study did not
show significant unique effects in the multivariate model

Univariate analysis indicated larger effects for female-only trials
compared to mixed sex and male-only trials and for programs
targeting children ≤ 9.23 yr and adolescents
> 11 yr vs. preadolescents > 9.23 and ≤ 11y.r
Univariate analyses indicated neither the percentage of the sample that was
Black or Hispanic (z: 0.48; p: 0.63; β: 0.06) nor the predominant ethnic group in
each sample (which was represented with a series of dummy-coded vectors)
Q13: 21% of identified prevention programs produced significant
was significantly related to effect sizes
prevention effects that were typically pre- to post effects. Larger
effects emerged for programs targeting children and adolescents
(vs. preadolescents) and females, programs that were relatively
Univariate analysis indicated significantly larger effects for female-only trials
brief, programs that solely targeted weight control versus other
(mean r: 0.13; p < 0.01; n: 14) compared to mixed sex and male-only trials
health behaviors (e.g., smoking), programs evaluated in pilot trials,
(mean r: 0.02; p: 0.06; n: 50) and for programs targeting
children ≤ 9.23 yr (mean r: 0.03; p: 0.07; (n: 21) and adolescents
and programs wherein participants must have self-selected into the
intervention
> 11yr (mean r: 0.01; p: 0.42; n:23) vs.preadolescents > 9.23 and ≤ 11
yr (mean r: 0.07; p: 0.05; n: 20).

Trials that used logistic regression or survival
Articles under
review or in press models to compare rates of onset of obesity or
overweight
describing
prevention trials
Evaluations of programs that sought to prevent
future weight gain in overweight or obese samples
if they were not referred to as treatment programs
by the author

Stice E

The average effect size across all studies was very small (r: 0.04) but was
significantly larger than zero (z: 2.94; p < 0.01). Effect sizes ranged from r =
0.24 to 0.50. Only 13 interventions (21% of the 61 programs evaluated) found
significant positive intervention effects based on an alpha level of 0.05. 21% of
identified prevention programs produced significant prevention effects that were
typically pre- to post effects
Univariate analysis indicated length of follow-up (z: 1.58; p: 0.11; β: 0.18) and
the age range of participants in the trials (z: 0.80; p: 0.42; β: 0.10) were not
significantly related to effect size magnitude

CINAHL
CTs that evaluated other interventions expected to
result in less weight gain or risk for obesity onset
Tables of contents not primarily conceptualized as obesity prevention
programs
of journals
publishing articles
Effect sizes for weight gain prevention efforts as
in this area
assessed by differential change in body fat
measures
Citations of
narrative reviews
Studies that tested whether the change in
outcomes over time were significantly greater in
References of
identified articles the intervention group vs. the control group

16910747

BMI
Risk for obesity onset

Participant gender (z: -1.96; p: 0.05; β: -0.33) and duration in weeks
(z: -0.66; p: 0.51; β: -0.08), number of behavioral targets (z: -0.43;
p: 0.67; β: -0.06), and whether the trial was a pilot study
(z: 1.59; p: 0.11; β: 0.19) did not show significant unique effects in
the multivariate model

Exclusions:
Trials that compared only active interventions
Trials that only tested for significant changes within
either intervention or control condition
Trials described as obesity treatment programs by
the author
Page 1 of 2

NR

Good
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PMID

16953014

First Author

Collins CE

Title

Measuring effectiveness of
dietetic interventions in child
obesity: a systematic review of
randomized trials

Year

2006

Study
Type

MA

CVD

None

RF by CQ

Q10 (RF8)

Study Origin

Australia

Setting

Don't
Know/NR

Search Range

1975-2003

Data Sources

CINAHL

(Additional
MEDLINE
author search
conducted in PREMEDLINE
2004)
DARE

Number of
Studies

Study Eligibility Criteria

RCTs evaluating the effectiveness of nutrition or
dietary interventions on treating overweight or
obesity in children or adolescents

37

EMBASE

49 articles
reviewing 37
Targeted overweight or obese children/adolescents trials
< 18 yr
17 included in
Subjects were free-living patients, in-patients in
Forest plot of
clinical obesity units, or students attending
the
community programs, one-off programs, camps, or standardized
schools
effects

Austrom

Reported at least 1 of the following primary

Cochrane

outcomes: percentile of BMI (kg/m2); BMI z score;
Current Concepts percentage of children overweight for age; waist
measurement; skin folds; percentage of body fat;
Dissertation
or percentage of lean body mass
Abstracts
Exclusions:
Hand searches of
US, UK, and
Studies not reporting a weight-related variable as a
Australian
primary outcome
government
reports
Studies assessed as being of poor methodological
quality
Reference lists

Main Study Objective

Assess the effectiveness of dietetic
treatment for obese children and report
details of dietary interventions

Study Pop.
(N)

2,262

Target
Population

Pediatric/
Young Adults

Patient Characteristics

NR

Study Characteristics

Intervention length
range: 6 wk - 18 mo

Interv. Type

Behavioral

Specific Intervention Examined

Dietary intervention in isolation

Observational Relationship Assessed

N/A

Outcomes Measured

Weight

Dietary modification intervention in
combination with lifestyle modifications
and/or psychological therapies

Follow-up length
range: 1 mo - 10 yr

Main Reported Findings by Critical Question

The 4 studies with follow-up data suggest a diminishing effect of the
intervention over time (pooled standardized mean difference:
-0.64; 95% CI: -0.89 to -0.39)

Physical activity

8 included in
MA

Treatment Effect and Statistical Significance

The 8 studies including interventions that contained a dietary component were Q10. Interventions that contain a dietary component are effective in
effective in achieving relative weight loss in overweight/obese children and
achieving relative weight loss in overweight/obese children and
adolescents (pooled standardized
adolescents
mean difference: -1.82; 95% CI: -2.40 to -1.23)

Limitations of Studies Reviewed

Quality of MA

Not possible to evaluate the effectiveness of dietary
Good
treatment for childhood obesity because of the lack of highquality studies and heterogeneity of designs, treatment
combinations, outcome measures, and follow-up
Diet was only one of several components of the
interventions

Dietary modification with standard control
(i.e., no treatment)

Methods of randomization was described in a minority of
studies

Dietary modification both as part of
intervention and/or control with various
combinations of lifestyle modifications and
psychological components

Allocation concealment was unclear in 24 studies and not
used in 2 studies
Number of participants in studies was generally low

4 included in
MA assessing
follow-up
results

Inadequately described details of dietary interventions
Quality of most studies was poor in terms of assessing
changes in dietary intake in response to the intervention at
either the individual or group level
Small sample sizes in many trials

Article
bibliographies

17070638

Young KM

A meta-analysis of family2007
behavioral weight-loss treatments
for children

MA

None

Q10 (RF8)

USA

Don't
Know/NR

1967-present PsycINFO
(PsycINFO,
MEDLINE)
MEDLINE
1982-present CINAHL
(CINAHL)

5-12 yr old children as targets of intervention

16

Studies evaluating programs with the primary goal
of child weight-loss

Examine the relative benefits of adding a 666
family component to childhood weight-loss
interventions

Parental/
Family/
Caregiver

Behavioral treatments including the following
methods: psychoeducation, stimulus control,
developing behavioral awareness, identifying
problematic behavior, modifying current behavior,
and maintaining behavior change

Studies had inclusion
criteria consisting of
age restrictions,
cutoffs for being
classified as
overweight, and no
current child
involvement in other
forms of treatment for
his/her weight

Family involvement in intervention defined as
having a minimum of 1 parent/guardian involved in
at least 1 aspect of treatment
Exclusions:

Mean initial treatment
period (SD): 11.56 wk
(5.27)

Behavioral

Established child cognitive-behavioral
programs (e.g., four-pronged stimulus
control Cues, Traffic Light Diet)

N/A

Mean effect size for percent
overweight
Mean effect size for weight [lb]

Mean weekly meeting
time (SD): 78.57 min
(16.10)

Studies included combinations of 3 types of
treatment groups: family-behavioral, other
treatment, and control

Inclusion of a
maintenance period
during which
participants received
monthly or bimonthly
treatments for an
extended period: 6
studies

Role of parents varied; in some conditions,
parents were themselves being treated for
obesity concurrently with children, while in
other conditions they were being trained to
act as the child's "helper"

Effect size direction for BMI/z-BMI

Non-English language

Studies with adult-only samples

N/A

Good

Given the dearth of studies that used BMI as an outcome variable,
individual treatment outcomes were examined rather than computing
mean effect sizes. One family-behavioral treatment group reported a
small negative effect on BMI (i.e., participants lost weight), while the
other reported a small positive effect (i.e., the participants gained
weight). The single z-BMI study yielded a large negative effect.

Reported data for a
second follow-up: 3
studies

Dissertations or reviews

Q10: Family-behavioral treatments appear to be an effective
strategy for weight loss in children; family-behavioral treatments
produce large and reliable effects, whereas other treatments and
control conditions did not yield large or statistically reliable
outcomes

Using pounds, the effect size for the family/behavioral treatment groups was of
large magnitude, significant (d=−0.61, SD=0.46, 95% CI=−1.10 to −0.12) and
homogeneous (Q(5)=9.74, p=0.08). The effect size for
the other treatment groups was of small magnitude, nonsignificant (d=−0.35,
SD=0.54, 95% CI=−4.90 to 4.20), and homogeneous (Q(1)=0.62, p=0.43). The
effect size for the control groups was of moderate magnitude in the positive
direction (d=0.46, SD=0.27, 95% CI=−3.65 to 4.57), non-significant, and
homogeneous (Q(1)=0.24, p=1.36).

Reported data for at
least 1 follow-up: 9
studies

Duplicate titles from multiple searches

Using percent overweight, a large and significant mean effect size of −0.89
(SD=0.68) was found for the family-behavioral treatments, (95% CI=−1.06 to
−0.73). The average effect size for the other treatment groups was of moderate
magnitude (d=−0.52, SD=0.41, 95% CI=−1.49 to 0.44), but because the CI
contained zero, the effect size was not statistically reliable. The average effect
size for the control groups was of small magnitude and non-significant
(d=−0.18, SD=0.47, 95% CI=−0.75 to 0.39).

Studies that explicitly targeted weight-maintenance
or prevention of obesity rather than weight loss
17510091

17510091

Wang Y

Wang Y

The obesity epidemic in the
2007
United States--gender, age,
socioeconomic, racial/ethnic, and
geographic characteristics: a
systematic review and metaregression analysis

MA

None

Q5 (RF8)

USA

Don't
Know/NR

Q6 (RF2, RF3, RF8)

1990-2006

English language
More than
80 studies
Studies identified Studies that quantitatively assessed obesity and/or included in
literature
by colleagues and overweight prevalence in the US
review;
experts consulted
approximately
20 studies
used in
quantitative
meta-analysis
PubMed

NR
Provide a comprehensive description
of the current obesity epidemic, time
trends, and disparities across gender, age,
SES, and racial/ethnic groups and in
geographic regions, as well as the manner
in which disparities have changed over
time

Pediatric/
Young Adults

NR

None
Most of the findings
were based on
nationally
representative data;
includes studies
reporting data from
NHANES, BRFSS,
Youth Risk Behavior
Surveillance System,
and National
Longitudinal Survey of
Adolescent Health

N/A

Overweight and at risk for overweight in children and Prevalence of at risk for overweight
adolescents of different ages, races/ethnicities, SES (BMI ≥ 85th percentile)
groups, and geographic areas over time
Prevalence of overweight (BMI ≥ 95th
percentile)
Change in BMI

Q5: There are considerable considerable racial and ethnic
Good
Information on self-reported weight and height has
disparities in obesity. Non-Hispanic White children and adolescents been widely used in epidemiologic studies, including
had the lowest prevalence compared with their non-Hispanic Black some large, national monitoring survey programs
and Mexican-American counterparts.
such as BRFSS. Although some studies have
suggested good agreement between self-reported
In children aged 6–11 yr, non-Hispanic Black girls and MexicanThe overall national average prevalence is similar among boys and girls; American boys have by far the fastest annual increase in the
and measured weight and height, others show
however, large gender differences exist in some racial/ethnic groups. In prevalence of overweight.
considerable reporting bias. Pediatric analysis
1999–2000 and 2003–2004, the prevalence of both outcomes was
based on measured results from NHANES.
SES was inversely related to prevalence of obesity among Whites
higher among non-Hispanic Black and Mexican-American female
but not among African Americans or Hispanics.
children and adolescents compared with non-Hispanic Black and MexicanDiscrepancies in classiﬁcations of obesity/overweight
American males and non-Hispanic White males and females.
Few studies have examined the regional differences in overweight may affect estimates of prevalence and trends
In 2003–2004, more than one-third (~35%) of older US children and
adolescents aged 6–19 yr were at risk for overweight or overweight,
and almost 17% were overweight; the ﬁgures were lower for young
children aged 2–5 yr (26.2% and 13.9%, respectively).

among US children and adolescents.
In all age groups, the prevalence of overweight had increased since the
1960s. Between 1976–1980 and 2003–2004, the average annual rate Q6: In 2003–2004, more than one-third (~35%) of older US
of increase was approximately 0.5 % for children and adolescents aged children and adolescents aged 6–19 yr were at risk for overweight
or overweight, and almost 17% were overweight; the figures were
2 yr or older
lower for young children aged 2–5 yr (26.2% and 13.9%,
respectively). Prevalence was similar among older children and
Between 1971–1974 and 1999–2002, on average, US children’s and
adolescents. The overall national average prevalence is similar
adolescents’ BMI increased by 1.4 points and by 2 points among
among boys and girls; however, large gender differences exist in
adolescent boys and girls, respectively
some racial/ethnic groups. In 1999–2000 and 2003–2004, the
prevalence of both outcomes
showed a larger gender gap among non-Hispanic Blacks
SES was inversely related to prevalence of obesity among Whites but
and Mexican-American children and adolescents compared
not among African Americans or Hispanics.
with non-Hispanic Whites. Between 1971–1974 and
1999–2002, on average, US children’s and adolescents’ BMI
NHANES data show considerable racial/ethnic disparities in obesity.
increased by 1.4 points and by 2 points among adolescent
Non-Hispanic White children and adolescents had the lowest
boys and girls, respectively
prevalence compared with their non-Hispanic Black and MexicanAmerican counterparts. For example, combined prevalence was 28.2%,
35.4%, and 39.9% among those aged 6–19 yr in the 3 racial/ethnic
groups, respectively. The Add Health study 1995–1996 data show that
Q8: A large number of studies have shown the tracking of BMI and
SES was inversely related to prevalence of obesity among Whites but
obesity status from childhood to adulthood. It is estimated that
not among African Americans or Hispanics
about one-third of obese preschool children and about one-half of
obese school-age children become obese adults, although findings
Limited studies have examined the regional differences in overweight
from different studies varied considerably
among US children and adolescents. Previous research based on the
NHANES III data shows that the rural-urban differences are small, and
they vary across age groups. Another recent study found that
compared with US adolescents living in newer suburbs, those living in
rural working-class, exurban, and mixed-ethnicity urban areas were
approximately 30% more likely to be overweight, independent of SES,
age, and ethnicity

2007
The obesity epidemic in the
United States--gender, age,
socioeconomic, racial/ethnic, and
geographic characteristics: a
systematic review and metaregression analysis

A large number of studies have shown the tracking of BMI and obesity
status from childhood to adulthood. It is estimated that about onethird of obese preschool children and about one-half of obese schoolage children become obese adults, although ﬁndings from different
studies varied considerably

17845100

Wilfley DE
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MA

None

Q10 (RF8)

USA

Clinical

First available Medline
year - Aug
PsycINFO
2005
Cochrane
Controlled Trials
Register

RCTs of lifestyle interventions focused on weight
14 Studies
loss or weight control for youth aged 19 yr or
younger that compared an active treatment with
either a wait-list/no-treatment control or with an
information/education-only control through August,
2005.
Active treatment is defined as any combination of
diet, physical activity and/or behavioral treatment.
Study results reported in English.

Evaluate the efficacy of pediatric weight
loss treatment.

527
Pediatric/
(14 RCTs) Young Adults

Average age: 11.5 yr. Treatment duration
Behavioral
range from 9 weeks to
77 weeks.

Active treatment interventions for
overweight children.

Male: 34.8%

Average sample size
per study: 35.2
Age ranges: 2-19 yr participants.
represented in 7
studies. Only 2-12 yr
represented in 6
studies.

Female: 65.2%

N/A

Weight
% Overweight
BMI

Linear regression models were used to project the average annual
increase in the prevalence of overweight and obesity through 2015.
Regarding children aged 6–11 yr, non-Hispanic Black girls and
Mexican-American boys have by far the fastest annual increase in the
prevalence of overweight, which is expected to reach 31.1% and
32.9%,
respectively,
byinvolving
2015 (compared
with an
overall 22.7%).
A similar
For
comparisons
an active lifestyle
intervention
and a control
condition in which no intervention was delivered, the weighted mean effect
sizes within a fixed-effects model at both end of treatment (g = .75, p < .001)
and follow-up (g = .60, p < .001) indicated positive effects of lifestyle
interventions on weight outcomes.
For comparisons involving an active lifestyle intervention and a control
condition in which information/education-only was delivered, the weighted
mean effect sizes within a fixed-effects model at both end of treatmen (g = .48,
p < .001) and follow-up (g = .91, p < .001) were significant, indicating positive
effects of the lifestyle treatments on weight outcomes.

Treatment duration of at least 4 weeks.

Mean overall effect size for all studies combined was 0.91(CI:0.32,1.50).

Participants overweight at baseline

For the 8 RCTs that used % overweight as an outcome measure, the resulting
decreases were 8.2% and 8.9%. The average participant receiving no
treatment or information/education only continued to gain wt.
In the smaller number of studies that provided later follow-up, treatment effects
remained significant but there was a decline in magnitude of the
effects over time vs both comparison groups.

Q10: The meta-analysis found that active lifestyle interventions
produce significant treatment effects in overweight children when
compared with no-treatment/wait-list control groups.

Using effect sizes as the only piece of data to compare
treatments, which are based on the magnitude of change
and the variability in treatment response.
Limited role for moderators in this analysis, and these
could have contributed to weight loss.
May have underestimated the breadth of the effectiveness
of lifestyle interventions.
Insufficiencies in reporting of the design, implementation,
and analysis of studies were present.
All of the included studies conducted completer analyses
rather than intent-to-treat analyses that can result in larger
effect sizes.
Patient and study demographic features were infrequently
reported.
Difficult to empirically compare the safety and acceptability
of lifestyle interventions to other interventions.
Possibility of a publication bias.
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