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Overweight and obesity is a serious, persistent medical situation, which is connected with a broad variety of devastating and life threatening conditions (NSW Health, 2011).  As said by World Health Organization (2009), huge rise in obesity rates among Australians have the potential to wear away a lot of current health gains.  This is a severe concern because obese children have a greatly increased likelihood of becoming obese adults.  Obese adults who were overweight as children also have top levels of weight-related morbidity, and a higher risk of unnecessary mortality, than those obese adults who only became obese in adulthood.  The purpose of this literature review is to find out the epidemic of childhood obesity, find out the family impacts and nursing ramifications for this concern.   

The childhood obesity is defined, as the measurement of overweight and obesity in children is difficult due to differences in maturation and growth rates.  Measures such as Body Mass Index (BMI), growth charts and other measures of fat are used to determine if children are overweight or obese. There has been recent international agreement on the need to use BMI, adjusted for age and sex, to define obesity in children.  A child is considered obese if his/her BMI exceeds the cut-off point for his/her age (Hooker, 2010).

According to Australian Institute of Health and Welfare (2004), a main provider of worldwide burden of chronic disease and disability is obesity. Around the world, the rate of obese children have been increasing for a number of reasons counting the truth that children are consuming more foods that are high in fat and sugars and spending few time on physical activity.  In accordance with WHO (2009), overweight and obesity in children is a major health alarm.  Studies have shown that once children become obese they are more likely to stay obese into adulthood and have an increased risk of developing both short and long-term health conditions, such as type 2 diabetes and cardiovascular disease.  Obesity not only has significant health and social impacts, but also considerable economic impacts. In 2008, the total annual cost of obesity for both children and adults in Australia, including health system costs, productivity and carers costs, was estimated to be around $58 billion.

According to Australian Bureau of Statistics (2008), for children and adolescents, the 2007-08 National Health Survey results indicate that 24.9% of children aged 5 – 17 years are overweight or obese. 25.8% of boys and 24.0% of girls are either overweight or obese.  These results are similar to the 2007 Australian National Children’s Nutrition and Physical Activity Survey (the Children’s Survey) released in October 2008. The Children’s survey measured food intake, physical activity participation and physical measurements in a sample of 4,487 children aged 2-16 years from across Australia.  If weight gain continues the path it is following, by the year 2020, 80% of all Australian adults and a third of all children will be overweight or obese.  A study in Queensland showed that up to 30% of Australian children have low fitness levels while 60% have poor motor skills (ABS, 2008).

Edmunds (2008) stated that, over weight have many ill effects in a person. With respect to children, the mainly significant long-term outcome of childhood obesity is its persistence into adulthood.  Once a child is overweight or obese it is unlikely that they will impulsively regress to a healthy weight, predisposing them to the health concerns listed above for adults. Obese children and adolescents also experience from an increase in medical conditions. For example, the occurrence of Type 2 diabetes is increasing in children and adolescents.  According to McBride (2010), Other problems related with excess weight in children and adolescence includes the growth of sleep apnoea, heat intolerance, breathlessness on exertion, tiredness and flat feet. Some research suggests that obese children (particularly older girls) also tend to exhibit decreased self-esteem and a significant proportion of children use unhealthy dietary practices for weight control. 
The media plays an important role in children’s obesity.  Advertisements of food products in television are one of the main contributing factors of childhood obesity.  It is recognized that high level of unhealthy food stuffs are played during television programs especially in children’s programs. The children are attracted towards these colorful advertisements and anyhow make the parents to buy those products. This trend should be vanished from the society (Udell & Mehta, 2008). 
According to Doolen (2009), ethnicity, low parental education, and social deprivation are some risk factors of childhood obesity.  A primary cause of child obesity in Australia and the rest of the world is lack of exercise.  In addition to this Doolen also said that the risk factors of childhood overweight include, infant feeding patterns, high birth weight, maternal gestational diabetic mellitus and a mixture of social and environmental factors such as sedentary life style and childhood food habits.  The rise in the number of overweight children is troubling because it causes health tribulations and can direct to social problems.  Overweight children are more probable to be teased by their friends or to build up low self-esteem or body image problems. Once children are overweight, it needs a lot of effort and commitment for them to come back to a healthy weight (Edmunds, 2008).
Children of more highly educated parents were less likely to be overweight or at risk for overweight (Doolen, 2009).  Conversely, the parents of overweight or at risk children were less likely to perceive they could influence activity levels of their children, and only 26% were concerned about health risks related to weight status.  A majority of parents felt they enforced healthy eating habits by limiting children’s intake of junk food, sweetened drinks, or juices.  Except for children younger than 6 years, parents perceived their 
children to be as physically active as other normal-weight children (Eckstein et al., 2006).

There are some health hazards related to childhood obesity and overweight. The majority of the health harms connected with obesity become noticeable in adulthood.  Child obesity in Australia is leading to health disorders in children and adolescents like type 2 diabetes, high blood pressure, asthma, hypertension, and sleep apnoea (Shepherd, 2009).  Many of these are directly related to obesity. It is interesting to note that many that are overweight, as children will become obese when they get older. This also will lead to some serious health problems such as liver problems including fatty liver, respiratory disorders and cardiomyopathy.  This will lead to an increase of these health problems showing up later in life (Denney, 2003).  The most common consequences of obesity in childhood and adolescence are psychological.  Examples of poorer psychosocial functioning include poor self-esteem, negative self-image, social difficulties, anxiety, sadness, loneliness, and depression (Shepherd, 2009). 

As said by Bagchi (2010), childhood obesity changes the family behavior. Some developmental theories argue that obesity begins in infancy where food is used to reduce stress, which ultimately becomes a learned coping behaviour used in childhood.  For children overwhelmed by chaotic family dynamics and lacking resilience, food consumption becomes a means of emotional survival, which results in disturbed eating patterns throughout a child’s life.  Family dynamics may be made considerably more complex by the presence of an obese child and are likely more intricate than is apparent from outside of the family.  Families with an obese child may be perceived as dysfunctional or emotionally detached.  Parents may be exceptionally stressed with time and financial factors specifically related to having an obese child, such as numerous doctors’ appointments and requisite medications. 
In accordance with Croft (2011), there are a number of things to identify and classify over weight and obesity.  Body Mss Index (BMI) is the worldwide thing, which is used for this purpose.  BMI is a measurement of weight adjusted for height and varies with body proportions, age and puberty status. The main limitations of the BMI are that it does not distinguish between fat and muscle mass and it may not reflect fat distribution, therefore caution is required in its interpretation.  For practical purposes, BMI is internationally accepted as the most useful measure of obesity and overweight in children and adults. 

The approach in managing obesity in childhood is highly individualized. Dietary and exercise management with the aim of reducing energy intake and increasing energy expenditure, can lead to long-term successful treatment for childhood obesity (Yvette, 2011).  Together with parents and families, health professionals, schools, food companies, the community, and local governments also have an important role in providing opportunities for children to be healthy and active, and in dealing with the obesity epidemic. Provide exercise ideas to the child like, play active indoor and out door games, take a walk together and explore children’s park and enroll the children in school chores and activities (Jana, 2005). 

As said by Desmond & Price (2011), parents should take responsibility to control and manage their child’s obesity.  Encourage children to eat a balanced diet, incorporating foods that are nutritious and good for them, in reasonable amounts such as, Breads and cereals, Fruit and vegetables, Milk and milk products and Meat or meat alternatives.  They should take initiative to prepare healthy and balanced foodstuffs.  Encourage children to eat a healthy breakfast, provide a healthy school lunch, use low fat preparation” methods and plan to eat home-cooked meals together as a family.  

According to Yvette (2011), encourage the child to develop new hobbies.  Making major lifestyle changes has the potential to add more stress to a child’s life.  At times, the overweight or obese child might feel singled out, sad, angry, embarrassed, or discouraged.  In the past, they might have dealt with stress by eating or zoning out in front of the TV.  Since this is no longer an option, help them find a healthy alternative.  Ask the child what he or she might like to take up as a hobby.  Hobbies can help kids boost their self-esteem, relieve stress, and provide a positive outlet (Jana, 2005).
In addition to this, parents should take initiative to decrease portion sizes of food, plan for healthy, low-fat foods and snacks, save sweet and fatty treats for special occasions.  Introduce lower energy foods, such as low-fat dairy,

attempt to increase fruit, vegetables and other fibre-rich foods, discourage eating while watching television, Increase water intake and decrease intake of soft drinks and other sugary beverages (Desmond & Price, 2011).  Support children to be active everyday in as many ways as they can, through play, transport, sport, recreation and planned activity.  Decrease sedentary behavior, such as television watching time, and replace with more outdoor recreation or other active alternatives.  Encourage after-school and weekend activities. Look for active things to do together as a family. Incorporate physical activities into family outings.  Consider alternatives to driving, such as walking or bike riding and model active behavior by being active parents (Denney, 2003).

Nurses have an indispensable part in the resolution of this problem.  School nurses supported preventive interventions and were knowledgeable of the risks of childhood obesity but were less accepting of treatment and counselling for obese children in the school setting.  Some of the school nurses did not recommend treatment for weight loss, and the others provided overweight children with counselling and referral only when parents asked for help.  Perceptions of school nurses regarding childhood obesity lead them to some implementations such as counselling for obesity is difficult, parental support is lacking, and competence in providing counselling is low.  These perceptions are barriers to school nurses taking a more active role in the prevention and treatment of childhood obesity (Moyers et al. 2011).

Community Nurses are the people, who always in contact with the society. They can advocate for the federal government to increase physical activity promotion, support efforts to preserve and enhance parks as areas for physical activity, to develop walking and bicycle paths, and to promote families’ use of physical activity opportunities.  Nurses must take a leadership role in responding to the epidemic of obesity.  They should try to engage families with parental obesity in prevention activities encourage parenting styles that support increased physical activity and reduce sedentary behaviours and encourage parental modelling of healthy dietary choices (Lundy & janes, 2008). 

To sum up, Overweight and obesity are terms used to describe having an excessive amount of body fat.  Obese is a more severe form of overweight. There are no easy options when it comes to tackling childhood weight problems and obesity.  Weight-loss surgery and medications are rarely recommended for children and adolescents (Bagchi, 2010).   But the parents and the school authorities can control this problem to some extend with the support and guidance of a professionally qualified health practitioner. 
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