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Summary

Childhood overweight and obesity is a major public health issue in Australia. In 2017–18, 1 in 4 
(25%) children and adolescents aged 2–17 were overweight or obese, and about 1 in 12 (8.2%) 
were obese. Overweight and obesity in children is associated with a significant risk of developing 
chronic diseases, as well as remaining overweight or obese as an adult, which further adds to the 
risk of disease. 

Overweight and obesity is mainly caused by an energy imbalance (where too much energy is 
taken in through food and drink, and not enough energy is expended through physical activity). 
But many different interconnected factors drive this energy imbalance, making overweight and 
obesity complex to address. 

This report aims to provide a resource to inform overweight and obesity prevention strategies 
and policies for children and their families. It looks at the individual and family factors in the 
home environment—where a child lives and grows—that affect childhood overweight and obesity. 
These factors, along with broader community and society influences, affect a child’s likelihood of 
becoming overweight or obese. 

Individual factors
Individual factors are those that vary between children living within the same household. 

A child’s first 1,000 days—that is, from conception until the age of 2—is a particularly important period 
for their body’s development. 

Many factors in the home environment influence overweight and obesity, including:

• breastfeeding 

• eating a healthy diet with age-appropriate meal sizes 

• activities children do throughout the day—getting the right balance of sleep, physical activity and 
sedentary behaviour in a 24-hour period

• whether a child has a disability

• self-esteem

• mental health.

Family and community factors
Family and community factors are those that all children in a household experience. Most children, 
particularly pre-adolescents, depend on their parents and carers for food, transport and care. 
Therefore, factors affecting parents and carers (such as local amenities, food costs, stress, packaging 
and marketing of foods) will affect how parents and carers provide food and activities.

Family habits play an important role in overweight and obesity. The underlying attitudes and beliefs of 
parents and carers influence their parenting style. This includes the rules and expectations they use to 
influence children’s behaviour within the home (for example, demonstrating and encouraging positive 
attitudes and healthy behaviours around food and exercise, eating meals together and screen time 
limitations). 



Su
m

m
ar

y

vi Childhood overweight and obesity — the impact of the home environment

Siblings and other family members also play a key role, by encouraging physical activity through play, 
and demonstrating and encouraging positive attitudes and healthy behaviours. 

The environment where a home is situated can affect the types of foods and activities available to 
children. Having access to healthy food options, as well as a local area where people can use active 
transport and easily get to parks and amenities, all support a healthy lifestyle for children and their 
families and reduce the risk of overweight and obesity.

What can be done about childhood overweight  
and obesity?
Many evidence-based actions can help address childhood overweight and obesity.

Reviewing the literature on overweight and obesity can identify patterns and trends, to help Australian 
policymakers develop and improve national prevention strategies. 

Some examples of these strategies include the:

•    National Obesity Prevention Strategy

•    National Preventive Health Strategy 

•    review of the Australian Dietary Guidelines. 

These initiatives aim to find ways to help Australians live healthier by eating healthier food, drinking 
healthier drinks and doing more physical activity. 
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1 Introduction

In Australia in 2017–18, 1 in 4 (25%) children and adolescents aged 2–17 were overweight or 
obese, and about 1 in 12 (8.2%) were obese (ABS 2019). Rates of obesity have risen considerably 
between 1995 and 2017–18 for 5–17 year olds, from 4.9% to 8.1% (AIHW 2020d). As children enter 
adolescence, the prevalence of overweight and obesity increases. For example, the proportion of 
children who were overweight or obese rose from 21% at age 4–5 to 31% at age 16–17 (AIHW 2020c). 

Dietary factors also play a role in the development of overweight and obesity. Dietary risks (such as 
low intake of whole grains, fruits and vegetables) were responsible for 7.3% of the disease burden in 
Australia in 2015, making it the third-leading risk factor contributing to disease burden (after tobacco 
use and overweight and obesity) (AIHW 2019a).

Overweight and obesity is also associated with significant health care costs. If no further action is 
taken to slow the rise in obesity, there will be an estimated $87.7 billion in additional direct and 
indirect costs due to obesity between 2015–16 and 2024–25. These estimates did not include the 
costs of childhood obesity, due to limited available evidence to estimate costs (PwC Australia 2015). 
Projecting future obesity costs likely underestimates the actual costs, as health inflation is generally 
higher than general inflation (consumer price index) (AIHW 2019b).

In 2015, compared with children with a body mass index (BMI) in the normal range, the annual (non-
hospital) Medicare cost was:

• $63 (28%) higher for each child who was overweight 

• $103 (45%) higher for each child who was obese (Black et al. 2018). 

This was mainly due to a higher number of general practitioner and specialist visits. This represents 
an estimated additional annual cost of $43.2 million (in 2015 Australian dollars) to the Australian 
Government in Medicare costs due to childhood overweight and obesity (Black et al. 2018). 

Childhood overweight and obesity and related factors also feature prominently as child health 
issues among the Australian public. The first Australian Child Health Poll in 2015 found Australians 
considered the top 4 biggest health issues to be:

1.  excessive screen time—58% rated excessive screen time as a big health problem for Australian 
children and young people

2. obesity (55%) 

3. not enough physical activity (54%)

4. unhealthy diet (54%) (Rhodes 2015).
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Obesity and the home environment
This report looks at the individual and family factors relating to children in their home environment.

Energy imbalance is the main cause of overweight and obesity—where energy intake through eating 
and drinking is greater than the energy expended through physical activity. Among children, even a 
small persistent energy surplus (on average around 200–300 kilojoules per day) in excess of daily energy 
requirements can result in children of a healthy weight becoming overweight or obese if not offset by 
enough physical activity (Plachta-Danielzik et al. 2008). While energy imbalance seems to be a simple 
explanation, the factors driving the energy imbalance are very complex, including individual, family, 
community and societal factors (Butland et al. 2007; Mihrshahi et al. 2018b). 

The factors that promote, or increase risk of overweight and obesity—by influencing the amount 
and type of food eaten and physical activity undertaken—are often referred to as the ‘obesogenic 
environment’ (Egger & Swinburn 1997; Swinburn et al. 1999). For children, these factors all come 
together in the home environment, where parents and caregivers mediate a child’s interaction with the 
broader environment, community and society (page 3). The level of parental and caregiver influence 
generally decreases as children age.
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Family influences affect childhood health and wellbeing
Families, in particular parents and carers, are the gatekeepers of a child’s day—children depend on 
adults for food, transport and care, although this dependence diminishes with age. 

Parents and carers influence their children’s dietary intake and movement in many ways, especially 
through parenting styles and practices. Parenting practices are strategies used by parents and carers 
to influence children’s behaviour (for example, demonstrating and encouraging behaviours, eating 
meals together, and screen time limitations). Positive parenting practices promote child health and 
wellbeing—for example, those involving parental warmth, encouragement and responsiveness 
(Chen et al. 2019; Davids et al. 2017; Nicholls et al. 2014). 

This report looks at how parenting practices relate to individual and family factors that influence 
childhood overweight and obesity.

Community, society and socioeconomic circumstances 
influence the home environment
Many community and society factors—such as laws, policies, industry, and economic conditions—
shape the environment around the home. The socioeconomic circumstances of a family and the 
home environment are influenced by the social and community context (such as nearby amenities, 
built environment, and food marketing). These factors affect the options available, and can affect 
whether families’ are physically active and make healthy food choices (Friel & Goldman 2019; 
Halliday et al. 2014; Mihrshahi et al. 2018b). 

For more information on obesogenic environments see A picture of overweight and obesity (AIHW 
2017).

The social and economic circumstances of a household (for example, education, employment, 
occupation, and income) are often referred to as socioeconomic position. Higher (more well off) 
socioeconomic position is associated with a healthier weight, healthier eating and greater physical 
activity in children (Friel & Goldman 2019). Children from the lowest socioeconomic areas are more 
likely to be overweight or obese than those from the highest socioeconomic areas (AIHW 2020c; Wu 
et al. 2015). 

Education
The education level of parents and caregivers affects their health literacy—that is, their ability to 
access, understand and use health information in ways that benefit their health. This in turn, affects 
other members of the household such as children. Health literacy is higher in those with higher 
education (Martin et al. 2009), and people with low health literacy are at higher risk of worse health 
outcomes and poorer health behaviours (DeWalt & Hink 2009). 

A higher level of education also provides parents and caregivers with the knowledge and skills to 
increase their wealth and socioeconomic position, with more skilled jobs and higher income.
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Employment
Employment provides income for families, and important resources for children’s health 
and wellbeing. But it can also affect parents’ stress levels, wellbeing and availability. In OECD 
(Organisation for Economic Co-operation and Development) countries, research has shown that 
children whose mothers work longer hours are at greater risk of being overweight or obese than 
those whose mothers work less (Mindlin et al. 2009). The risk is greater among children of high-
income families. 

Some behaviours appear to be more common among the children of mothers working more than 35 
hours per week, such as, not eating breakfast regularly and watching more than 3 hours of television 
a day. The reasons for this are likely to be complex, but might be related to time pressures and 
expectations put on working mothers, compounded by the lack of change in expectations in gender 
roles (Fitzsimons & Pongiglione 2019). 

The literature on paternal employment is limited, likely due to fathers historically having low rates of 
part-time employment and little change in this over time.

Income
Income (either via employment or other means) is important for families to be able to make healthy 
choices. When income is insufficient to meet the needs of a family, financial stress might affect the 
availability of healthy food in the household, ability to fund physical activity and provide secure 
housing. 

A contributing factor is high housing costs, which can reduce the available financial resources and 
cause housing stress. In 2016, about 22% of Australian children aged 0–14 lived in households 
experiencing housing stress (AIHW 2020a). 
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2 Individual factors in the home 
environment

Individual factors relate specifically to the child, and are different for each child in a household. 
Parents and carers can influence these factors with rules and expectations, particularly at younger 
ages, but as children grow, they will also have control over these factors.

Some individual factors play a particularly important role in a child’s likelihood of being overweight 
or obese, and their general health into the future. 

A child’s first 1,000 days—that is, from conception until the age of 2—is a particularly important 
period for their body’s development. Factors like their environment before birth (including their 
parents’ health), and whether or not they were breastfed (and for how long) can play an important 
role in their long-term health. Each child’s environment during these first 1,000 days can have other 
long-term effects on their health, including increasing the risk of conditions such as coronary heart 
disease, diabetes and cancer (Moore et al. 2017; Woo Baidal et al. 2016). The environment and 
circumstances will also be different for each child.

Other individual factors can also affect a child’s likelihood of being overweight or obese, including 
their sleep patterns, physical activity, dietary intake, self-esteem and mental health.

Genetics are also different for each child and determine how the body is made and works. 
Unlike sleep and other factors, genetics cannot be changed. Together with other individual and 
environmental factors, genetics explain some of the similarities in body composition often seen 
among family members, and can be the cause of some disabilities. An estimated 30%–40% of 
the variation in BMI for unrelated individuals is hereditary (Yang et al. 2015). A review of twin and 
adoption studies also shows evidence that BMI in children can be inherited from biological parents 
(Silventoinen et al. 2010). 

The environmental factors explored in this report often interact with individual genetics to contribute 
to overweight and obesity (for example, a person who has genes to store fat more easily still needs 
to consume more energy than their body needs for it to be stored as fat).

Preconception, pregnancy and birth
Preconception is the time before the conception of a baby. Parents’ health during this period has an 
effect on the health and wellbeing of the baby. In addition to genetic material, egg and sperm cells 
also contain other components that are shaped by the nutritional intake of the parent and inherited 
by the child (Haire-Joshu & Tabak 2016). 

During pregnancy, the mother’s nutrition, level of stress and exposure to environmental toxins affect 
the baby’s development. As the baby grows, its body adapts to the world it is living in. During this 
period, some factors play a role in the baby’s likelihood of being overweight or obese later in life. For 
example, the babies of mothers who smoke or have a higher BMI before pregnancy are more likely 
to become overweight or obese. The children of mothers who gain a substantial amount of weight 
during pregnancy or develop gestational diabetes are also more likely to go on to be overweight or 
obese (Larqué et al. 2019; Moore et al. 2017; Woo Baidal et al. 2016).
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Box 1: How many mothers are affected by risk factors for childhood overweight and 
obesity during pregnancy?

Of mothers who gave birth in Australia in 2018: 

• almost half were overweight or obese at their first antenatal visit

• 1 in 7 (14%) had gestational diabetes

• 1 in 10 (9.6%) smoked at some time during their pregnancy (AIHW 2020b).

Breastfeeding
Breastfeeding following birth (compared with formula-feeding) is associated with a reduced risk of 
becoming obese in childhood, adolescence and early adulthood (NHMRC 2012). 

After adjusting for confounders, research shows that children who received any form of 
breastfeeding were 13% less likely to be overweight or obese (Victora et al. 2016). Whilst further 
research has shown that the risk of childhood obesity was 22% lower in breastfed children than in 
those who were never breastfed (Yan et al. 2014). The longer a child is breastfed, the lower the risk 
of becoming obese, with children who are breastfed for 7 months or more having the lowest risk 
(Yan et al. 2014). 

Box 2: How many children are breastfed in Australia?

In 2017–18: 

• 93% of children under 3 years had received some breastmilk

• 66% were still receiving breastmilk at 6 months (ABS 2019).

Food intake
The home environment influences food intake through factors such as the quality and amount of 
food purchased, and the way in which this food is usually prepared or cooked. 

For children, particularly when young, the home is where they eat most of their meals, and parents 
and carers usually select the types of foods a child eats. This includes the groceries purchased, the 
meals cooked, lunches packed for school or daycare and the choice to dine out or get takeaway. 

As well as playing a role in choosing the food, parents, caregivers and other family members also 
instil habits and values in children by demonstrating and encouraging behaviours (such as what 
foods they eat or avoid, when and where eating occurs and a willingness to try new foods) (Østbye et 
al. 2013; Palfreyman et al. 2014; Reicks et al. 2015; Scaglioni et al. 2018). So, the home environment 
can help establish healthy eating behaviours in children, which can continue later on in life (Daniels 
et al. 2014; Guerrero et al. 2016; Pesch et al. 2016).
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What is a healthy diet for children?
The Australian Dietary Guidelines (NHMRC 2013) provide advice on eating to promote overall health 
and wellbeing, reduce the risk of diet related disease and protect against chronic conditions. 

Guideline 1 is to achieve and maintain a healthy weight, ensuring nutrient requirements are met, but 
total energy intake does not exceed energy expenditure. 

Guideline 2 follows on with recommendations to drink plenty of water and enjoy a wide variety of 
nutritious foods from these 5 groups every day:

• plenty of vegetables, including different types and colours, and legumes/beans

• fruit

• grain (cereal) foods, mostly wholegrain and/or high cereal fibre varieties, such as bread, cereals, 
rice, pasta, noodles, polenta, couscous, oats, quinoa and barley

• lean meats and poultry, fish, eggs, tofu, nuts and seeds, and legumes/beans

• milk, yoghurt, cheese and/or their alternatives, mostly reduced fat (noting that reduced fat milks 
are not suitable for children aged under 2).

The number of recommended serves per day of each food type varies with age (NHMRC 2013). But 
most children, regardless of age, do not meet the guidelines (Table 1).

What do Australian children eat?
The Australian Dietary Guidelines outline the number of serves of the 5 food groups for children and 
adolescents (NHMRC 2013). 

Large portion sizes are linked to increased overall energy intake, which might, over time, increase the 
risk of overweight and obesity (Albar et al. 2014; Elliott et al. 2011; Syrad et al. 2016). 

There are similarities between the amount parents serve themselves and the amount they serve 
to their children, suggesting parents struggle to gauge the amount of food that is appropriate for 
children (Johnson et al. 2014). When children are served a double portion size, they consume on 
average 20% more food (Zlatevska et al. 2014). 

Many parental factors influence the amount served to children, including:

• awareness of the correct portion sizes for children

• environmental influences on children’s intake and appetite

• maternal hunger or intake

• size of packaged snacks or dishware

• perceived healthiness of the food (Reale et al. 2019a; Reale et al. 2019b). 

Parents and carers who use parenting practices that pressure children to eat after they feel full 
disrupt a child’s ability to interpret and listen to their hunger and fullness cues (Birch et al. 2003; 
Fisher & Birch 2002; Gregory et al. 2010). So, it is important to allow children to self-regulate their 
intake by responding to these cues (Tan & Holub 2011).

As well as outlining the number of serves of the 5 food groups, the Australian Dietary Guidelines also 
recommend that discretionary foods—that is, foods high in energy but low in nutrients—should be 
limited or only occasionally consumed (NHMRC 2013). 
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But, in the 2011–12 National Nutrition and Physical Activity Survey, the proportion of energy intake 
from discretionary foods accounted for:

• 30% of energy intake in children aged 2–3 (3 serves of discretionary foods per day)

• 41% of energy intake in adolescents aged 14–18 (7 serves of discretionary foods per day) (AIHW 
2018a).

While family meals are an important factor for overall food intake, parents and carers also provide 
food for their children outside the home, such as school lunches. It has been estimated that children 
consume more than one-third of their total energy intake at school (Bell & Swinburn 2004), much of 
this from discretionary foods (Casado & Rundle Thiele 2015; Kelly et al. 2010; Sanigorski et al. 2005). 

An Australian study that assessed the contents of preschool children’s lunchboxes found that:

• most (93%) included sandwiches or home cooked meals

• 60% contained more than 1 serve of an extra (discretionary) food or beverage (for example, 
sweet biscuits, savoury snacks and sugar sweetened drinks)

• 49% contained extra beverages (for example, soft or fruit drinks) 

• 75% contained fruit

• 5.4% had vegetables 

• 22% contained dairy foods (Kelly et al. 2010).

Other Australian research has shown that in New South Wales, 1 in 10 children and almost 1 in 3 
adolescents frequently (twice a week or more often) bought lunch from the school canteen. After 
adjusting for other factors (for example, physical activity and other takeaway consumption), primary 
school children who frequently bought lunch were significantly more likely to be overweight or obese 
than those who bought lunch infrequently (once a week or less often) (Hardy et al. 2018). 

Table 1: Are the majority of children meeting the Australian Dietary Guidelines?

Age (years)

2–3 4–8 9–11 12–13 14–18 
Boys

Vegetables No No No No No

Fruit Yes Yes No No No

Grains No Yes Yes No No

Meat and alternatives No No No No No

Dairy and alternatives Yes No No No No

Girls

Vegetables No No No No No

Fruit Yes Yes No No No

Grains No No Yes No No

Meat and alternatives No No No No No

Dairy and alternatives Yes No No No No
Source: AIHW 2018a.
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Physical activity
Being physically active is important across all ages, and contributes to healthy growth and 
development in children and adolescents (WHO 2018). Physical activity increases the body’s energy 
expenditure, and balancing this energy expenditure with a healthy diet is particularly important for 
preventing overweight and obesity.

The Australian 24-hour Movement Guidelines (the Guidelines) outline the recommended amount 
and types of physical activity required for health benefits (Department of Health 2019). The 
Guidelines also provide advice for limiting sedentary behaviour and getting adequate sleep 
(Department of Health 2019). 

The evidence behind the Guidelines suggest that children gain the greatest health benefits when 
each day they participate in at least:

• 30 minutes of tummy time during awake periods from birth to 1 year, including reaching and 
grasping, pushing and pulling, and crawling spread throughout the day 

• 180 minutes of physical activity for toddlers aged 1–2, including energetic play spread throughout 
the day 

• 180 minutes of physical activity for children aged 3–5, including 60 minutes of energetic play 
spread throughout the day (noting that this only includes those up to pre-school age) 

• 60 minutes of moderate to vigorous intensity physical activity for school age children, aged 5–17 
(Department of Health 2019). 

Children should also participate in various types of physical activity in different environments (for 
example, home, school, community) and contexts (for example, play, recreation, hobbies, sport). 

Adhering to the Guidelines has been associated with improvements in weight and fat distribution, 
cardiorespiratory and musculoskeletal fitness, cardiovascular and metabolic health, academic 
achievement, mental health, motor development, emotional regulation and quality of life (Okely et 
al. 2019). 

What organised sport activities do Australian children do?
In 2019–20, AusPlay data showed that the top 3 organised sport activities:

• for boys were swimming (33%), football/soccer (21%) and Australian football (12%)

• for girls were swimming (36%), dancing (20%) and gymnastics (18%) (Clearinghouse for  
Sport 2020).

Participation in organised sport activities outside of school hours increased with age, at: 

• 49% for children aged 0–4 

• 85% for children aged 5–8 

• 90% for children aged 9–11 

• 84% for children aged 12–14 (Clearinghouse for Sport 2020). 

Children living in Remote or very remote areas or low-income households, were less likely to be 
involved in organised activity outside of school hours (Clearinghouse for Sport 2020). 
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Barriers for children who did not participate in organised sport activities outside of school hours 
differed by age group. While time constraints and issues or costs associated with transportation 
were reported, the highest barriers were that children:

• were too young (79% for those aged 0–4 and 30% for those aged 5–8)

• didn’t like physical activity (31% for those aged 9–11 and 26% for those aged 12–14) 
(Clearinghouse for Sport 2020). 

The behaviours that parents and carers show and encourage—such as enjoying and taking part in 
physical activities—are some of the strongest influencers of children’s physical activity (Clemens 
& Lincoln 2018; Hendrie et al. 2011; Smith et al. 2010; Zecevic et al. 2010). In 2016, 72% of children 
who had an active parent were physically active, compared with 53% of children who had an inactive 
parent (based on information provided from only 1 parent) (Australian Sports Commission 2017). 

Additionally, doing physical activities together provides families with the opportunity to spend time 
together, bond and connect, and for children to talk with their parents, practise their skills, and 
challenge themselves (Freire et al. 2019). Children with siblings are also more likely to play and be 
physically active than only children (Crawford et al. 2010; McMinn et al. 2013). 

Children who receive support for physical activity from parents and carers engage in more 
movement and less screen time (Hendrie et al. 2011; Smith et al. 2010; Yao & Rhodes 2015; Zecevic 
et al. 2010). Parents can provide support to help their children participate in physical activity by:

• encouraging children to be active

• providing transportation to activities

• watching their child participate in activities 

• exercising with their child

• using and encouraging the use of active transport

• educating their child on the health benefits of physical activity (Langer et al. 2014; Mah et al. 
2017; Zecevic et al. 2010). 

Additionally, children aged 5–10 who were either overweight or at risk of being overweight and 
received parental support (for example, encouragement or transportation) participated in 4–5 
minutes more physical activity per day for each area of additional support (Langer et al. 2014).

Box 3: Are children meeting the physical activity component of the guidelines?

In the 2011–12 National Nutrition and Physical Activity Survey: 

• 61% of children aged 2–5 met the physical activity guideline to complete at least 180 
minutes of physical activity per day

• 26% of children aged 5–12 and 7.8% of children aged 13–17 met the physical activity 
guideline to complete at least 60 minutes of physical activity per day (AIHW 2018b).
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Sedentary behaviour and screen time
Children often spend much of their waking day sitting (Salmon et al. 2011). Common sedentary 
activities for children and adolescents include:

• screen-based activities (for example, watching television, and using devices such as smartphones 
and computers for school work or leisure)

• sitting in cars and classrooms (Active Healthy Kids Australia 2018). 

Screen-based activities are strongly linked to obesity in both adults and young people. Higher 
overweight and obesity rates are associated with high screen time, independent of physical activity 
(Banks et al. 2011; Boone et al. 2007; Salmon et al. 2011). Fewer hours of screen time in adolescence 
reduces the likelihood of obesity in adulthood (Boone et al. 2007). 

The sedentary behaviour component of the Guidelines captures all types of activities, such as 
reading or puzzles, prolonged sitting and recreational screen-time. Not all sedentary behaviours are 
equal, as some are educational while others are not. 

Spending more time on recreational sedentary screen-based activities increases the risk of 
overweight and obesity in children by: 

• reducing time spent on physical activity 

• increasing snacking (often on energy dense foods)

• exposing them to unhealthy food advertising

• reducing sleep time (Miguel-Berges et al. 2019; Olds et al. 2010; Pearson et al. 2014; Shang et al. 
2015; Tambalis et al. 2018; Viner et al. 2019). 

Compared with those who have low screen time and high physical activity levels, boys aged 9–16 
who have high screen time and low physical activity time are 3.5 times more likely to be obese, while 
girls are 2.7 times more likely (Maher et al. 2012). 

Watching television contributes to children’s sedentary time, and is associated with increased weight 
(Fuller-Tyszkiewicz et al. 2012; Shakir et al. 2018; Yu & Baxter 2016). Each additional hour of television 
per day is associated with a 13% increased risk in childhood obesity (Zhang et al. 2016). 

The home environment and parenting practices also influence the availability, rules, enforcement 
and subsequent amount of time children spend on sedentary screen-based behaviours (Jago et al. 
2011; Nwankwo et al. 2019; Sanders et al. 2016; Yu & Baxter 2016). 

Children are less likely to engage in high screen time use when parents establish limits and model 
healthy screen time use (Lauricella et al. 2015; Lee et al. 2018). Family rules around screen time can 
be less effective as children get older and more independent, and screen-based activities increase 
(Yu & Baxter 2016). 
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Box 4: Are children meeting the sedentary screen-based behaviours guidelines?

In the 2011–12 National Nutrition and Physical Activity Survey:

• 25% of children aged 2–5 met the guideline of no more than 60 minutes of sedentary screen 
time per day

• 35% of children aged 5–12 and 20% of children aged 13–17 met the sedentary screen-time 
behaviour guideline of no more than 120 minutes of recreational screen use per day  
(AIHW 2018b).

Sleep
Sleep is essential for children’s growth and development. There is strong evidence of an association 
between not getting enough sleep and childhood overweight and obesity. 

Children who sleep for the recommended time are more likely to be of a healthy weight than those 
who do not (Fatima et al. 2015; Li et al. 2017; Matricciani et al. 2019). For each additional hour of 
sleep, the risk of being overweight or obese reduces by an average of 9% (Chen et al. 2008).

The healthy amount of sleep varies considerably with age, with the Guidelines recommending the 
following:

• 14–17 hours for those aged 0–3 months

• 12–16 hours for those aged 4–11 months

• 11–14 hours for those aged 1–2 years

• 10–13 hours for those aged 3–5 years

• 9–11 hours for those aged 5–13 years

• 8–10 hours for those aged 14–17 years (Department of Health 2019).

Within the home, the family’s routines affect when and for how long children sleep, as well as the 
quality of their sleep (Allen et al. 2016; Mindell et al. 2015). Parents and carers can influence the 
sleep of children through their parenting practices, such as setting consistent sleep and wake times 
and bedtime routines (Pyper et al. 2017).

 

Box 5: How many children are getting inadequate sleep?

In Australia, the proportion of Australian children not meeting the minimum sleep requirements 
on school nights increases with age at: 

• less than 1 in 8 of those aged 6–11 

• 1 in 4 of those aged 12–15 

• 1 in 2 of those aged 16–17 (Evans-Whipp & Gasser 2018).
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Disability
In 2017–18, Australian children aged 5–14 who had a disability were more likely to be overweight or 
obese (30%) than those without a disability (24%) (AIHW 2020a). 

This might be because these children are limited in the:

• physical activities they can participate in

• foods they are able to eat (Abeysekara et al. 2014).

Box 6: How many children in Australia have a disability?

7.4% of children aged 0–14 had some form of disability in 2015 (AIHW 2020a).

Self-esteem and mental health 
The mental health of children, particularly their self-esteem, is an important factor that influences 
their health and wellbeing. 

Self-esteem is a child’s or person’s attitude towards themselves as a whole, or attitude towards 
specific features, like physical appearance. The home environment influences children’s self-esteem 
development from a young age, through the quality of child–parent relationships, parental support, 
cognitive stimulation and physical environment (Harter 2012; Orth 2018). Low self-esteem is an 
indicator of depression or risk of depression in later childhood and adolescence, which can lead to 
decreased desire to participate in physical activity, poorer educational outcomes and behavioural 
problems (Russell-Mayhew et al. 2012). 

In 2013–14, based on self-reported data, Australian adolescents aged 11–17 with major depressive 
disorders were more likely to report being overweight or obese than those with no disorders 
(Lawrence et al. 2015). At age 10, children who have low self-esteem and those who believe that 
things happen due to circumstances outside of their own control are more likely to gain larger 
amounts of weight into adulthood than children who do not have these problems (Ternouth et al. 
2009). 

The relationship between overweight and obesity and mental health and self-esteem goes both 
ways—body satisfaction generally decreases as BMI increases. About 48% of boys aged 8–9 and 66% 
of boys aged 10–11 who were a healthy weight were satisfied with their body size. But this fell to 25% 
and 19% for those who were overweight. For girls, 52% aged 8–9 and 67% aged 10–11 who were a 
healthy weight were satisfied with their body size. But this fell to 27% and 23% for those who were 
overweight (Daraganova 2014). 
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When compared with normal weight children, overweight and obese children report having poorer 
self-esteem (Gibson et al. 2017; Sikorski et al. 2015), and high levels of dissatisfaction with their 
bodies (Harriger & Thompson 2012).

Children and adolescents with a healthier diet and who participate in organised and non-organised 
sport are more likely to have positive self-perception and self-esteem (Arvidsson et al. 2017; Wu et 
al. 2016). This could reflect an environment that is safe, secure and where parents are supportive of 
these behaviours. These are also important factors in children maintaining a healthy weight.

Box 7: How many Australian children report indicators of low self-esteem and mental 
health conditions?

In 2013–14, based on the Young Minds Matter Study:

• 6.9% of children aged 4–17 had an anxiety disorder 

• 2.8% of children aged 4–17 had a major depressive disorder 

• 20% of children aged 11–17 had high or very high levels of psychological distress (Lawrence 
et al. 2015)

• about 3% of children aged 11–17 reported levels of low self-esteem that were associated 
with an increased risk of a major depressive disorder and/or self-harm (Hafekost et al. 2017).
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3 Family and home environment 
surroundings

Most children, particularly pre-adolescents, depend on their parents and carers for daily food, transport 
and care. Siblings and other family members also play a key role, by encouraging play and movement, 
and modelling behaviours. 

The underlying attitudes and beliefs of parents and carers influence their parenting style—that is, the 
rules and expectations they use to influence children’s behaviour within the home. Examples of these 
are demonstrating positive attitudes and behaviours towards food and exercise, eating meals together, 
and limiting screen time (Guerrero et al. 2016; Russell et al. 2018; Vaughn et al. 2018; Vollmer 2014; 
Wood & Shukla 2019). 

Having consistent practices and rules around food, activity and sleep in the family home might lead to 
children making better and healthier choices in the long term (Adamson & Blight 2014; O’Connor et al. 
2010). 

Habits
Habitual behaviours are those that through repetition in a regular environment (for example, a place 
or time of day) do not require much thought to perform when in that same environment in the future 
(Neal et al. 2006). Household routines, rules or expectations, such as regularly eating meals together 
or enforcing restrictions on screen time, help form healthy habits. By demonstrating and encouraging 
behaviours, parents and carers can strongly influence the behaviours of children.

Parents and carers can help promote the consumption of healthy foods by encouraging their child to 
eat these foods in a similar context each day (for example, eating an apple for morning tea each day). 
Similarly, physical activity behaviours can start small (such as going for a 10-minute walk before school) 
and over weeks or months be extended into longer periods of movement (Gardner et al. 2012).

Unhealthy habits also form in the same way. In the case of eating behaviours, habits might even 
override hunger and taste. For example, the automatic consumption of food when in front of a 
television might contribute to consuming excess energy over time. Children and adolescents who 
have strong habits in using screen-based technologies, participating in physical activity or increased 
unhealthy snacking behaviours are more likely to continually engage in these behavioural patterns (De 
Vet et al. 2015; Marchant et al. 2016). 

Breaking unhealthy habits requires more effort than forming healthy habits, as regular environments 
are already associated with an undesired behaviour that needs disruption (Verplanken & Wood 2006). 
Parents and carers can help break habits by demonstrating and encouraging positive behaviours, 
setting clear expectations along with reinforcement, enhancing children’s knowledge and beliefs on 
healthy behaviours, and providing accessibility to healthy eating and physical activity options (Davison et 
al. 2012). 

There are limited studies in Australia that assess children’s habits and their relationship with overweight 
and obesity. So, it is not possible to report specific data on this area.
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Family meals and eating behaviours
Regularly sharing meals as a family is associated with eating more healthy foods (like fruit and 
vegetables) and a reduced likelihood of being overweight or obese (Dallacker et al. 2018; Hammons 
& Fiese 2011). Children who regularly eat meals with their families are 24% more likely to eat healthy 
foods (particularly fruits and vegetables), and maintain these behaviours, than those who don’t 
(Christian et al. 2013; Hammons & Fiese 2011). Similarly, adolescents who eat at least 5 family meals 
together a week are 35% less likely to have disordered eating, such as bingeing and weight control 
behaviours (Hammons et al. 2011). 

In contrast, eating meals while watching television is associated with a greater intake of unhealthy foods, 
such as fast food and sugar sweetened drinks instead of healthy foods (Miller et al. 2008; Pearson & 
Biddle 2011). Setting rules and expectations around eating meals together as a family can help develop 
healthy behaviours among children.

Regularly eating breakfast leads to reduced snacking, better weight management, better appetite 
control and higher diet quality (Leidy 2013; Lundqvist et al. 2019; Timlin et al. 2008). Children who eat 
breakfast daily are more likely to have a lower BMI. Australian data show that children and adolescents 
were 1.4 times more likely to be overweight or obese when they did not eat breakfast daily than those 
who did (Mihrshahi et al. 2018a).

Healthy food policies implemented in childcare settings can also influence food choices and behaviours 
in the home. For example, the 2012 Munch and Move program implemented in New South Wales aimed 
to influence healthy eating and physical activity behaviours of young children. Evaluation of the program 
3 years later showed improvements in intake of water or age appropriate drinks, healthy eating learning 
experiences, and providing healthy information to families (Lockeridge et al. 2015). 

Encouraging children from a young age to help with preparing family meals can also assist with having 
healthier diets, consuming a wider variety of new foods and increasing vegetable consumption (Berge et 
al. 2016; Chu et al. 2013; Metcalfe et al. 2018).

Box 8: How many Australian families eat meals together?

In 2014:

• 43% of children aged 6 months to 6 years ate family dinner together every night 

• 10% of children ate dinner when watching television on 5 or more nights of the week 
(Litterbach et al. 2017).

Convenience and discretionary foods
Convenience foods are those that are pre-prepared in some way to save time for consumers, and 
include all products except fresh foods. Some convenience foods involve minimal processing (for 
example, frozen or tinned fruits and vegetables), while others require more (such as ready to eat meals) 
or are completely manufactured (for example lollies, soft drinks and processed meats). 

Discretionary foods are foods that are not necessary for a healthy diet, as they are high in saturated fat, 
added sugars, added salt or alcohol, and low in fibre (for example lollies, chocolates, chips and biscuits) 
(NHMRC 2013). 
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Compared with foods prepared at home, more highly processed convenience foods and most 
discretionary foods are energy dense and nutrient poor, with higher amounts of saturated fat, salt and 
sugar (Farrand & Santos 2017; Mackay et al. 2017; The George Institute for Global Health 2019; Webster 
et al. 2010). Regular consumption of these foods can lead to weight gain and subsequent development 
of overweight and obesity (NHMRC 2013). So, the Australian Dietary Guidelines recommend to avoid or 
only occasionally eat small amounts of discretionary foods (NHMRC 2013).

The increasing supply of convenience and discretionary foods, combined with Australians becoming 
more time poor, has increased the consumption of these foods (Di Nunzio 2014; Monteiro et al. 2013). 
Australian families’ spending on fast food and meals out of home as a proportion of total food spending 
rose from 25% in 1988–89 to 31% in 2009–10 and 34% in 2015–16 (Hogan 2018). In 2015–16, Australian 
couple families with dependent children spent on average $53 on restaurant meals each week, and 
single-parent families with dependent children spent $21. Additionally, couple families with dependent 
children spent $46 on takeaway and fast food and single-parent families with dependent children spent 
$28 (ABS 2017). 

Research has shown that consumption of fast food increases total daily energy intake by 530 kilojoules 
among children and 1,300 kilojoules in adolescents, and increases intake of sugar, saturated fat and 
sodium (Powell & Nguyen 2013). 

Meal kit subscription services are also becoming more common, and provide families with the 
convenience of having pre-measured ingredients and recipes to cook at home. In Australia, meal kits, 
on average, provide adequate serves of core foods, particularly vegetables but are also high in energy 
content, fat and sodium, while being low in fibre (Gibson & Partridge 2019). They are also based on a 
one-size-fits-all approach to portion size, which is not appropriate for everyone, particularly children 
(Gibson & Partridge 2019). 

Within the home, the rules and expectations parents and carers have for discretionary foods can affect 
overweight and obesity. Restricting the discretionary foods available in the home and when they can be 
eaten will reduce the contribution to daily energy intake. Using discretionary food as a reward can lead 
to children having an increased desire for the food, making them more likely to eat excessive amounts 
when it is made available (Gregory et al. 2010; Jansen et al. 2008; Rodgers et al. 2013; Rollins et al. 2014).

Box 9: How often do Australian families eat convenience or discretionary foods?

• In New South Wales, 41% of children ate takeaway food at least once per week in 2016, a 
similar proportion to 2012 (NSW Ministry of Health 2017).

• In New South Wales, in 2016, children ate more takeaway food at least once a week the 
older they got—from 28% of those aged 2–4, to 37% of those aged 5–11 and 48% of those 
aged 12–15 (NSW Ministry of Health 2017).

• In 2011–12, discretionary food contributed towards 39% of average daily energy intake in 
those aged 2–18 (ABS 2014).
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Food cost
The cost of food and household income influence the types and amounts of foods people buy. 
Families often have food budgets to keep grocery spending under control, where value for money 
(quantity, weight or number of serves) is important (Drewnowski & Darmon 2005). 

In lower socioeconomic areas and in more remote areas, diet quality decreases and overweight 
and obesity increases (AIHW 2018a). Differences in diet quality across socioeconomic areas might, 
in part, be driven by issues of affordability. One study estimated that for a family of 2 adults and 
2 dependent children, low-income households would need to spend about 28% of their income to 
afford a healthy diet, compared with 8.9% for high-income households (Ward et al. 2013). 

At a national level, spending patterns on food and beverages as a proportion of goods and services 
also reflected this trend. In 2015–16, food and non-alcoholic beverages accounted for 19% of 
household spending on goods and services for low-income households, compared with 14% 
for high-income households (ABS 2017). Across remoteness areas, highly accessible areas have 
more choices for fruits and vegetables and lower average costs for food than more remote areas 
(Chapman et al. 2014; Queensland Health and Queensland Treasury 2012). 

Analysis comparing the fortnightly cost and affordability of different diets based on supermarket 
baskets showed that healthy diets consistent with the Australian Dietary Guidelines, are less 
expensive than unhealthy diets (Lee et al. 2016). Despite this, Australians are spending a high 
proportion of their food expenditure on discretionary foods. The average family of 2 adults and 2 
children spends more than 58% of their food budget on discretionary choices, but only 10%–15% on 
fruit and vegetables, rather than the 29% needed for the family members to meet the recommended 
number of serves per day (Lee et al. 2016). 

In 2019, more than 1 in 5 Australians (21%) experienced food insecurity in the previous 12 months, 
where they ran out of food and were unable to buy more (Foodbank Australia 2019). This could be 
due to various factors, such as high or unexpected bill payments, unemployment, lower income or 
being single parent families (Foodbank Australia 2019). Nearly 1 in 5 parents who are experiencing 
food insecurity report that their children go a whole day without eating at least once a week 
(Foodbank Australia 2019). The risk of obesity is 20%–40% higher in people who are food insecure, 
possibly due to increased consumption of cheap energy-dense foods that are high in fat and sugar, 
poor health awareness, and lifestyle behaviours (Burns 2004).

Box 10: How much does the average Australian family with children spend weekly on 
groceries?

In 2015–16, for families with dependent children, the average weekly household spending on 
food and drink (excluding alcohol) was:

• $328 (about 14% of disposable income) for a couple family

• $201 (about 16% of disposable income) for a single-parent family (ABS 2017).
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Packaging and marketing
Food packaging and marketing—the design, colours, symbols and claims made—influence the food 
purchased and brought into the home. 

The wide variety of entertainment mediums available in the home (including television, streaming 
services, websites such as YouTube, social media and mobile phone apps) is exposing children to 
more advertising than in the past. 

Children are highly vulnerable to food marketing and packaging, as they are yet to understand 
the persuasive intent, and lack the skills to correctly interpret advertising (Wilcox et al. 2004). As a 
result, food advertising and marketing can influence the types of food children ask for, prefer and 
the amount they eat (Boyland et al. 2011; Halford et al. 2008; Scully et al. 2012). Unhealthy food 
advertisements mean children are more likely to consume unhealthy food and drinks (Baldwin et al. 
2018; Coates et al. 2019; Norman et al. 2018; Russell et al. 2019). 

Overweight or obese children are also more likely to eat higher amounts of unhealthy food after 
exposure to television adverts than children of healthy weight, suggesting that food advertising is 
more effective among children with a higher weight (Norman et al. 2018; Russell et al. 2019). 

Food advertising affects what children want and what they eat. Children who have high television 
usage and medium to high non-school related internet usage are: 

• more likely to pester their parents for, or purchase, the advertised food products  

• more likely to be overweight or obese than those with low to medium television and low non-
school related internet usage (Boyland et al. 2018). 

Marketing techniques are used to make products appeal to children. Research shows that graphics, 
cartoons, celebrities and health claims are the most influential factors to promote children’s food 
products (Elliott & Truman 2020; Mehta et al. 2012). 

Children are more likely to show a preference for foods that have promotional characters on the 
packaging (McGale et al. 2016). Yet these products are more likely to be unhealthier choices (Elliott 
2019; Hebden et al. 2011). 

In Australia, confectionary, chocolate, snacks and dairy foods accounted for more than half of food 
products marketed towards children (Mehta et al. 2012). Nearly half (46%) of the breakfast cereals 
marketed to children were classified as ‘less healthy’ options than similar products not marketed 
towards children (Tong et al. 2018). 

Additionally, interventions have shown that reducing and substituting the merchandising of high 
sugar discretionary foods with healthy core foods can help reduce the purchasing of discretionary 
products, and influence people to buy healthier foods (Brimblecombe 2019).

Health and nutrition claims on food products also influence what parents buy for their children. 
While Australia does have standards for nutrition and health claims, the claims used by companies 
might not provide a complete picture, and can distract from the overall nutritional content and 
quality of food products (Al-Ani et al. 2016). 
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Companies adding nutrition related claims such as ‘wholegrain’ or ‘source of calcium and vitamin 
D’ can persuade parents on the perceived healthfulness of the product and subsequently increase 
willingness to buy it (Abrams et al. 2015; Dixon et al. 2011; Elliott 2012; Harris et al. 2011; Russell et 
al. 2017). 

The Australian Health Star Rating is a front-of-pack labelling system that provides a quick, easy, 
standard way to compare similar packaged foods—the more stars, the healthier the choice. It is an 
important tool to help parents and carers when choosing healthy foods. The Australian Government 
and state and territory governments developed the system in collaboration with industry, public 
health and consumer groups (Commonwealth of Australia 2019). 

Box 11: How often are children exposed to food advertising?

In 2016, during children’s peak television viewing time, on average:

• discretionary food was advertised 2.3 times an hour

• healthy food was advertised 1.0 time an hour

• the duration of discretionary food advertising was more than double that of healthy food 
advertising (Smithers et al. 2018).

Food environment
The food that is available in shops influences the types of food and beverages people buy. Some 
areas (for example, low socioeconomic areas) have poor access to healthy food and fresh produce, 
such as fruit and vegetables (Dutko et al. 2012). Other areas have adequate access to healthy food, 
but also an overabundance of energy-dense foods like fast foods (Rose et al. 2009). 

In rural and remote areas of Australia, healthy food options are limited, and, when they are available, 
they are more expensive than the same options in capital and regional cities (Lewis & Lee 2016). 
For instance, in a Victorian study, the availability of food service outlets was much higher than food 
stores in rural areas, and only 23% of the outlets offered at least 1 healthy main meal option, with 
this being more limited for children (Whelan et al. 2018). 

Internationally and in Australia, fast food restaurants are more common in more disadvantaged 
areas (Fleischhacker et al. 2011). In Victoria, a higher proportion of low socioeconomic areas had 
at least 1 fast food restaurant than high socioeconomic areas. The lowest socioeconomic areas 
also had a higher average number of fast food restaurants than the highest socioeconomic areas 
(Thornton et al. 2016). 

In the same study, both primary and secondary schools in the lowest socioeconomic areas of 
Major cities had a greater density of, and access to, fast food outlets than those in the highest 
socioeconomic areas (Thornton et al. 2016). The food environment of these areas has the potential 
to influence unhealthy dietary choices and increase the risk of overweight and obesity among 
children living in these areas or attending school there. 
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Box 12: How many children are overweight or obese in low socioeconomic areas or 
rural and remote areas?

In 2017–18, of children and adolescents aged 2–17: 

• a higher proportion of those living in Inner regional (29%) and Outer regional and remote 
(27%) areas were overweight or obese than those living in Major cities (23%) 

• rates of obesity were 2.4 times as high in the lowest socioeconomic areas (11%) as in the 
highest (4.4%) (AIHW 2020d).

Home and neighbourhood physical environment 
The surroundings of a child’s home can encourage physical activity. This includes the home play 
space, neighbourhood, layout, natural environment, and facilities available nearby. 

Children who can access play equipment at home are more likely to engage in moderate to vigorous 
physical activity in place of light physical activity or screen time (Crawford et al. 2010; Moss et al. 
2019). Equipment at home might also encourage parents to actively play with their children, and 
increase physical activity for everyone (Hnatiuk et al. 2016). 

Children who use active transport to travel to school (such as cycling), are more likely to have a lower 
BMI and smaller waist circumference than those who use non-active modes of transport (such as 
travelling by car) (Sarmiento et al. 2015). 

Neighbourhoods that are more connected and have walking facilities, or have higher residential 
density (which means more children living nearby and playing together) are associated with lower 
risk of overweight and obesity (Jia et al. 2019; Timperio et al. 2010). Children who live in areas with 
less green space, no access to a garden or near major roads and commercial areas have a higher 
likelihood of being overweight or obese (Schalkwijk et al. 2018). The safety of neighbourhoods is also 
important—children and adolescents who reported problems with their neighbourhood support 
(characterised by trust and reciprocity) and safety were more likely to be obese than children who 
did not report these issues (Borrell et al. 2016).

Box 13: How many children live in areas that support physical activity?

In 2018:

• 37% of primary school students and 36% of secondary school students used active 
transport as their usual mode to get to school 

• 85%–86% of children aged 10–11 and 14–15 had parks near their home

• 76%–77% of children aged 10–11 and 14–15 did not experience heavy or problematic traffic 
on their street and had good roads and footpaths in their neighbourhood

• 76% of those aged 12–17 had a playground or play space near their home 

• 71% of those aged 12–17 lived in a neighbourhood that they perceived to be safe (Active 
Health Kids Australia 2018; Schranz et al. 2018).
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Home environment stressors
Children can experience various stressors in the home that can affect their wellbeing and increase 
their risk of overweight or obesity. Exposure to stress early in a child’s life can affect parts of the 
developing brain. This can result in children having a reduced ability to control and adjust how much 
they eat, potentially leading to poorer eating behaviours and subsequent obesity (Miller et al. 2017). 

Stressors that children can experience within the home environment include: 

• poor family functioning and cohesion (for example, a lack of clear open communication, defined 
roles and rules) 

• financial stress (for example, insecure housing, low income or poverty)

• life events (for example, separation/divorce, relocation, severe illness or death) 

• mental or physical health problems within the family 

• parental stress (for example, feelings of being overwhelmed or anxious in response to these 
stressors or other reasons).

High levels of parental stress, poor maternal health and maternal psychological distress in the 
home are all linked to lower physical activity levels, lower fruit and vegetable intake and increased 
consumption of high fat and sugar foods in children (Baskind et al. 2019; Webb et al. 2018). Children 
of mothers who experience any type of parental stress are more likely to be overweight or obese 
(Tate et al. 2015). 

Children are particularly vulnerable to poverty in the household, as they lack the resources to deal 
with stressful experiences, and this can lead to impacts on health and psychosocial development 
throughout life. Poverty can also challenge parents, particularly in terms of inadequate food, energy 
and housing (Council on Community Pediatrics 2016). Over time, children who experience recurrent 
poverty are more likely to have unhealthy eating and physical activity behaviours, and are 1.5 times 
more likely to be overweight or obese (Min et al. 2018). 

Children who live in poorer functioning families are more likely to be overweight or obese (Halliday 
et al. 2014). This highlights the importance of parents and carers having consistent rules and 
expectations in the house around food, physical activity, screen time and sleep.

It is not always possible to control stressors, such as financial hardship, housing stress or mental 
and physical ill health. But developing healthy stress coping strategies could reduce reliance on 
unhealthy coping behaviours, such as stimulants, substances and comfort food. Childhood stress 
can have impacts into adulthood (Miller et al. 2017; Wall et al. 2019). 



24

Fa
m

ily
 a

nd
 h

om
e 

en
vi

ro
nm

en
t s

ur
ro

un
di

ng
s

3

Childhood overweight and obesity — the impact of the home environment

Box 14: What stressors do some families experience? 

• In 2014, 13% of children aged 0–14 had a parent or guardian who was unable to get help 
when needed from their family network. 

• In 2016, 22% of children were living in households with housing stress, a decrease from 26% 
in 2011.

• In 2016, an estimated 0.4% of children aged 0–14 (about 19,400) were homeless on census 
night, and 0.4% (about 18,900) were living in an overcrowded situation.

• In 2013–14, 10% of children aged 4–12 had their social and emotional wellbeing scored 
within the ‘of concern’ range. This was more than twice as high for children in the lowest 
socioeconomic areas (16%) as for those in the highest socioeconomic areas (7.2%) (AIHW 
2020a).
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4 What can be done about childhood    
 overweight and obesity?

Obesity is a complex issue, requiring a comprehensive strategy with many interventions. Individually, 
interventions might have a small effect but when combined they act together to produce a larger 
effect (The Sax Institute 2019). 

Changing behaviour is not as simple as a person stopping or starting an action. Many factors affect 
how successfully children and families can change their behaviour, including: 

• personal and individual factors—habits, beliefs (including shared beliefs of what is ‘right’ or 
‘wrong’), translating intention into action, attitudes, knowledge, skills and genetics

• social factors—interaction with and influence of other people, including family, friends and the 
community

• environmental factors—schools, workplaces, local facilities, shops, technology and the economy 
(Butland et al. 2007; Central Office of Information 2009).

Many factors influence childhood overweight and obesity, and to bring about effective behaviour 
change, it is important to address all those factors. 

Focusing interventions solely on education and behaviour change does not necessarily work for 
everyone. For example, people from lower socioeconomic areas are less likely to have access 
to resources to help them make changes. Rather, interventions that change the environment 
and involve broad scale community action can have a more positive impact (Sacks et al. 2019). 
Additionally, behavioural factors do not act in isolation, and are often connected (Central Office of 
Information 2009). 

Interventions aimed at changing behaviour are more effective when they are delivered across 
various settings, such as in the home, childcare, school and workplace environments (Sacks et al. 
2019). 

Current government initiatives
To address overweight and obesity as a significant public health challenge, Australian governments 
are currently undertaking a number of initiatives. 

Australian National Breastfeeding Strategy: 2019 and beyond
The Australian National Breastfeeding Strategy: 2019 and beyond was developed by the Department 
of Health on behalf of the Australian Health Ministers’ Advisory Council. 

The strategy seeks to provide an enabling and empowering environment that protects, promotes, 
supports and values breastfeeding. The strategy provides a framework for integrated, coordinated 
action to shape and inform Commonwealth, state, territory and local government policies and 
programs, as they support mothers, fathers/partners and their babies with breastfeeding.
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National Obesity Prevention Strategy 
The Australian Government and state and territory governments (through the then Council of 
Australian Governments Health Council) agreed to develop a national obesity strategy. The strategy 
will guide sustained preventive action over the next 10 years to reduce overweight and obesity in 
Australia. A National Obesity Strategy Working Group is developing the draft strategy for the Council 
of Australian Governments Health Council or equivalent to consider. 

National Preventive Health Strategy
The National Preventive Health Strategy forms part of the third pillar for mental health and 
preventive health in Australia’s Long Term National Health Plan. It will align to, and build on, the 
work of other strategies such as the National Obesity Prevention Strategy. It aims to help Australians 
improve their health at all stages of life, through early intervention, better information, and targeting 
risk factors and the broader causes of health and wellbeing.

Review of the Australian Dietary Guidelines
The Australian Government Department of Health has funded the National Health and Medical 
Research Council to review the 2013 Australian Dietary Guidelines. This will ensure dietary advice is 
based on the best and most recent scientific evidence about the types and amount of food we need 
to have a long and healthy life. 

Actions to address childhood overweight and obesity
There have been many reviews of population level actions aimed at changing behaviour and 
addressing overweight and obesity by promoting healthier lifestyles. Internationally, both the OECD 
(2019) and World Health Organization (2013, 2016) have published recommendations for actions to 
reduce overweight and obesity. 

In Australia, recent publications have also outlined evidence-based actions, including:

• the report Tipping the scales: Australian Obesity Prevention Consensus (The Obesity Policy Coalition 
2017) 

• the final report of the Senate Select Committee into the Obesity Epidemic in Australia (Parliament 
of Australia 2018)

• 2 rapid evidence reviews by the Sax Institute to inform the National Obesity Prevention Strategy 
(Friel & Goldman 2019; Sacks et al. 2019). 

There is broad consensus across all of these reports on effective strategies for tackling overweight 
and obesity, particularly in childhood. 

In the home, some of these actions are to:

• develop education campaigns to support individuals, families and communities with overweight 
and obesity and improve attitudes and behaviours around weight, health literacy and wellbeing 

• improve prenatal care, including nutrition guidance 

• support breastfeeding 
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• develop mass media campaigns to promote and increase intake of healthy food and drink 

• restrict marketing of unhealthy food and drinks to children 

• develop, support, update and monitor national dietary guidelines

• improve regulation for food reformulation (such as reducing energy, sugar, sodium and 
saturated fat in food products to make them healthier)

• make the Health Star Rating system mandatory

• place a levy on sugar sweetened drinks

• increase the price of unhealthy food and drink, while reducing the price of healthy food and drink 

• improve food and drink labelling, including adopting front-of-pack nutrition warning labels for 
products high in sodium, saturated fat, added sugar and/or energy content 

• restrict temporary price reductions or promotions on unhealthy food and drink products 

• implement a welfare policy to support housing and food for people on low incomes 

• implement interventions that offer direct financial incentives for promoting physical activity 

• improve parks and playgrounds, including access 

• improve infrastructure to enable walking and cycling 

• improve public transport and/or provide incentives to encourage increased use of active travel

• support prescription of physical activity by primary care health professionals for overweight and 
obesity

• develop, support, update and monitor a national physical activity strategy and guidelines.
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Glossary

active transport: Includes non-motorised forms of transport that involve physical activity, such as 
walking and cycling or using public transport for longer journeys.

Australian Dietary Guidelines: Guidelines providing information on the types and amounts of 
foods, food groups, and dietary patterns that can promote health and wellbeing, reduce the risk of 
diet related conditions, and reduce the risk of chronic disease.

Australian Statistical Geography Standard (ASGS): Common framework defined by the Australian 
Bureau of Statistics for collection and dissemination of geographically classified statistics. The ASGS 
replaced the Australian Standard Geographical Classification in July 2011. 

body mass index (BMI): The most commonly used method of assessing whether a person is normal 
weight, underweight, overweight or obese (see obesity). It is calculated by dividing the person’s 
weight (in kilograms) by their height (in metres) squared; that is, kg ÷ m2. For both men and women:

• underweight is a BMI less than 18.5

• acceptable weight is from 18.5 to less than 25

• overweight is from 25 to less than 30

• obese is 30 and over. 

Sometimes overweight and obese is combined, and is defined as a BMI of 25 and over.

built environment: The human-made surroundings that provide the setting for people to live, work 
and play. It incorporates the building and transportation design of a setting, including elements such 
as open green spaces, bikepaths, footpaths, shopping centres, business complexes, and residential 
accommodation, together with their supporting infrastructure (such as transport, water and energy 
networks).

convenience foods: Foods that are typically processed at varying levels and commercially prepared 
to save cooking time and effort for consumers. Convenience foods tend to be either frozen, dried, or 
canned. 

discretionary food: Foods and drinks that are not necessary to provide the nutrients the body 
needs but might add variety. Many of these are high in saturated fats, sugars, salt and/or alcohol, so 
are described as energy dense. They can be included sometimes in small amounts by those who are 
physically active, but are not a necessary part of the diet.

disposable income: The income available to a person or household, after income tax, the Medicare 
levy and the Medicare levy surcharge (if applicable). 

energy dense food: Energy density is the amount of energy or kilojoules in a particular weight or 
food. Foods that have a lower energy density provide less kilojoules per gram than foods that have 
a high energy density. Typically, low energy density foods have a high water and fibre content—
for example, fruits, vegetables, and wholegrains. High energy density foods usually have high fat 
contents—for example, butter and deep-fried foods.

food insecurity: Where individuals or households have limited or uncertain physical, social, or 
economic access to sufficient, safe, nutritious and culturally relevant food.
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gestational diabetes: A form of diabetes that is first diagnosed during pregnancy (gestation). It 
might disappear after pregnancy, but signals a high risk of diabetes occurring later in life.

health literacy: The ability of people to access, understand and apply information about health and 
the health care system to make decisions about their health.

home environment: Includes the physical surroundings such as cleanliness and safe play areas, as 
well as parents providing children with stimulation and learning experiences and emotional warmth 
and interaction.

obesity: Marked degree of overweight, defined for population studies as a body mass index of 30 or 
over. See also overweight.

obesogenic environment: An environment that promotes obesity among individuals and 
populations. It includes physical, economic, political and sociocultural factors.

overweight: Defined for the purpose of population studies as a body mass index of 25 or over.  
See also obesity.

portion size: The amount of food eaten and might be more or less than the serve size.

remoteness classification: Each state and territory is divided into several regions, based on their 
relative accessibility to goods and services (such as to general practitioners, hospitals and specialist 
care) as measured by road distance. These regions are based on the Accessibility/Remoteness 
Index of Australia and defined as Remoteness Areas by either the Australian Standard Geographical 
Classification (before 2011) or the Australian Statistical Geographical Standard (ASGS) (from 2011 
onwards) in each Census year. The 5 Remoteness Areas are Major cities, Inner regional, Outer regional, 
Remote and Very remote. See also rural.

rural: Geographic areas outside urban areas such as towns and cities. In this report, rural and 
remote encompasses all areas outside Australia’s Major cities according to the remoteness 
classification of the Australian Statistical Geographic Standard. In many instances, the term 
‘rural and remote’ is used interchangeably with the classification terms ‘regional and remote’. 

sedentary screen-based activities: Sedentary behaviours that involve the use of electronic media, 
such as watching television, playing video games, or using a computer.

serve size: A standardised amount of food that does not change, but depends on the type of food. It 
is used to quantify the recommendations outlined in the Australian Dietary Guidelines for different 
age groups.

Socio-Economic Indexes for Areas: A set of indexes, created from Census data, that aim to 
represent the socioeconomic position of Australian communities and identify areas of advantage 
and disadvantage. The index value reflects the overall or average level of disadvantage of the 
population of an area; it does not show how individuals living in the same area differ from 
each other in their socioeconomic group. This report uses the Index of Relative Socio-Economic 
Disadvantage. 

socioeconomic position: An indication of how ‘well off’ a person or group is. In this report, 
socioeconomic areas are mostly reported using the Socio-Economic Indexes for Areas, typically for 
5 groups (quintiles)—from the most disadvantaged (worst off or lowest socioeconomic area) to the 
least disadvantaged (best off or highest socioeconomic area).
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Many factors influence childhood overweight and 
obesity. They include individual and family factors in the 
home environment—where a child lives and grows—as 
well as the broader community and society. Parenting 
practices, styles and modelling of behaviour influence 
their children’s dietary intake, movement and health 
behaviours. This report looks at how nutrition, movement, 
psychological health, surrounding environmental factors 
and socioeconomic factors influence childhood overweight 
and obesity within the home environment.
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