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INTRODUCTION 

The obesity epidemic affects many patients all over the 

world with variable morbidities and complications that 

might end up with death. For instance, estimates from the 

United States show that 32% of children and around 70% 

of adults are obese or overweight.1-3 Many chronic health 

disorders have been reported with obesity which leads to 

increased cost of healthcare for obese patients, decreased 
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quality of life, and elevated psychological distress.4,5 

Besides, studies have also demonstrated that the risk of 

cardiovascular diseases and metabolic syndrome usually 

increases when the patient’s weight also increases.4,6 

Accordingly, it is essential to apply early interventions for 

obese children, because these children are usually at higher 

risks of having higher body mass indices. Furthermore, it 

has been furtherly demonstrated that the risk of obesity 

also increases with age and with a high body mass index.7,8 

Children tend to gain weight and develop obesity by the 

age of 9 months old. Therefore, it is essential to apply early 

interventions as early as this period because childhood 

obesity does not usually spontaneously resolve by age.9,10 

Medical counseling with obese children and their 

caregivers is an essential interventional approach that can 

enhance the quality of care and the related outcomes.11 In 

this study, we aim to discuss the role of counseling in the 

prevention of childhood obesity based on evidence from 

the current studies in the literature. 

METHODS 

This literature review is based on an extensive literature 

search in Medline, Cochrane, and EMBASE databases 

which was performed on 9th August 2021 using the 

medical subject headings (MeSH) or a combination of all 

possible related terms.12,13 This was followed by the 

manual search for papers in Google Scholar while the 

reference lists of the initially included papers.14,15 Papers 

discussing the role of counseling in the prevention of 

childhood obesity were screened for relevant information, 

with no limitation on date, language, age of participants, or 

publication type. 

DISCUSSION 

The first step in achieving better management of pediatric 

obesity is to adequately screen and early diagnose patients 

with obesity as depicted by the American Academy of 

Pediatrics.16,17 However, it has been reported among 

studies in the literature that many healthcare providers are 

not aware of the current guidelines and practices about the 

management and intervention measures against pediatric 

obesity.18,19 However, it should be noted that among 

professionals that have adequate experience and others that 

received adequate training, they indicated the importance 

of sticking to the recommendations and guidelines.19,20 

Counseling as a preventive measure against obesity in the 

pediatric population can be conducted on various steps that 

should be adequately approached by a healthcare 

professional. At first, healthcare professionals should draw 

a plan that would maintain a routine daily log of adequate 

fluid and dietary intake. To do this, data regarding the 

unhealthy or bad dietary habits of children should be 

collected from these children or their caregivers.21-23 

Skipping meals or irregular dietary intake, excessive 

eating, increased intake of substrates that contain too much 

sugar, reduced intake of vegetables, excessive intake of 

high trans-fat foods, eating near to sleep time during the 

night, and frequent intake of chocolates and candies are 

some of the bad or unhealthy dietary habits that have been 

reported by most obese children and their caregivers. 

Additionally, the rate or frequency of the daily practice of 

these dietary habits is also another risk factor for obesity 

and developing unhealthy dietary patterns that might 

intervene with the proper drawing of a suitable plan that 

would achieve the routine daily log of adequate fluid and 

dietary intake. Using the 24-hour recalling approach or 

asking patients or their caregivers to provide their routine 

dietary intake in diaries are two approaches that have been 

reported in the literature to help healthcare professionals in 

their dietary assessments.24,25 The reference to the daily 

dietary intake has been adequately established and 

introduced according to the Institute of Medicine of 

National Academics within the United States.26 Moreoner, 

the targeted age groups in this announcement include 9-18, 

3-8 years old, and 0-36 months. Furtherly, the age group 0-

36 months has been classified to calculate the estimated 

energy requirement (EER) into additional four groups. On 

the other hand, the 3-8 years old age group is stratified 

according to sex to interpret their EER. Similarly, a 

different EER equation has also been reported for the 9-18 

years old group based on sex. Very active, active, low 

active, and sedentary lifestyles are the main physical 

activities that were included in the equation. The dietary 

reference intake has also been reported to be variable 

across the different nations and the preference of their 

dietary cultures and daily intake of the different dietary 

components. Therefore, establishing suitable dietary 

intake is the responsibility of the healthcare professional 

based on the preference of the dietary components and 

healthcare guidelines in their systems. 

Using the Traffic Light Diet has been reported as a 

validated approach to successfully achieve professional 

obesity counseling for the pediatric population.27 This 

approach can be seen in Figure 1, where it has been 

summarized. It is considered an easy and simple approach 

that can be easily interpreted and applied. According to the 

approach, the daily dietary intake consists of red, yellow, 

and green diets. Each of these colors should be furtherly 

assessed and considered regarding other aspects as type, 

quality, and quantity of foods. Red light food consists of 

dietary components that are high in calories, including fat 

and sugar. Such dietary components are usually found in 

fatty meals, fried food, sugar additive beverages and sugar. 

Avoiding or frequently intaking red light meals should be 

recommended by healthcare professionals. On the other 

hand, yellow light diets are usually nutrient-dense, 

however, these might also have high caloric values. In 

addition to meat, yellow light diets might also contain fats, 

starch, dairy, and grain in the routine dietary plan. 

Appropriate intake of the yellow light diets by choosing 

adequate amounts should also be recommended during 

counseling by healthcare professionals. In another context, 

green light diets are the ones that should be used with no 

limits by children which should be encouraged by their 

healthcare givers to adequately intake these types of meals. 

In addition, greenlight diets are usually composed of high-

fiber, low-calorie, nutrient-dense and low-fat components. 
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This usually represents the abundant amounts of 

vegetables and fruits. 

 

Figure 1. The traffic light diet plan.27 

Furthermore, nutritional counseling is also important for 

patients with special conditions, as diabetes mellitus (DM). 

DM has two main types including type I and II. Estimates 

show that the prevalence of obesity among children is 96% 

in type II and 24% in type I.28 In type I DM, children suffer 

from auto-immune destruction of their pancreatic insulin 

secretory beta cells, and therefore, serum insulin 

concentration is always disturbed, irrespective of their 

dietary intake. Accordingly, obesity counseling is an 

important step in the management of these patients to 

obtain better outcomes and enhance the quality of life for 

these children. The main approaches are to enhance 

children's compliance to their dietary plans, maintain 

normal development and growth, step-by-step guidance, 

enhancing the nutritional status of these children, and 

maintaining optimal blood glucose levels.29 On the other 

hand, it has been demonstrated that careless caregivers 

about the dietary habits of their children are the main 

causes for the development of type II DM at this early 

age.30 Skipping meals and over-snacking are the main 

unusual dietary habits that have been observed for these 

patients. Besides, non-appetite-related dietary habits, 

including emotional eating, boredom, and media-masked 

eating, are also observed among adolescents which might 

also be potential causes of the unhealthy dietary habits.30 

Issues regarding obesity are furtherly doubled among type 

II diabetic children because they usually have a history of 

poor compliance and unhealthy dietary habits.31 Therefore, 

counseling is so important for these patients. Maintaining 

healthy diets is an important step in achieving proper 

management of DM because it has been demonstrated that 

every single snack and meal can significantly affect the 

blood glucose levels of diabetic patients.29 Consequently, 

educating diabetic children about their healthy dietary 

habits is an important approach that should be considered 

during counseling.32 Routine intake of consistent and 

regular daily calories is critical for diabetic patients. 

Management of the blood glucose levels can then be easily 

obtained by maintaining the healthy dietary intake, insulin, 

or other hypoglycemic agents administration, in addition 

to regularly practicing exercises. Moreover, healthcare 

professionals should ask patients or their caregivers to 

have a diary for their blood glucose recordings to achieve 

long-term favorable outcomes. Daily management diaries 

have been reported to be even more efficacious and should 

consist of the frequency of glucose intake amid each meal, 

daily exercises based on the dietary periods, and the 

frequency of dietary intake. By using the Food Exchange 

Table (which is discussed below), clinicians and healthcare 

professionals might find it easy to make an appropriate 

dietary plan to decide the suitable daily caloric intake to 

achieve better management and enhance children's 

compliance under the supervision of their caregivers. It 

should also be noted that having hypoglycemia when 

diabetic might affect treatment compliance in diabetic 

children. Accordingly, it is essential to prevent the 

development of hypoglycemia in obese patients with DM 

to enhance compliance and obtain better outcomes. 

Children should be educated about the diets that might 

rapidly elevate the blood glucose levels to intervene 

against any potential hypoglycemic attack. 

Additionally, using exchange units for each dietary 

component is recommended for each meal to adequately 

estimate the caloric intake and enhance compliance.33 Six 

food groups have been stratified, including fish and meat, 

vegetables, grains, milk, fruits, and oil-fats. Each of these 

groups has been associated with a standard caloric unit 

according to the evidence in the literature to help patients 

decide the suitable amount of food from each group, and 

one exchange unit can only be used for a single food group. 

For instance, a piece of bread can substantially replace a 

one-third bowel that is full of rice, however, 40 grams of 

meats cannot. Based on the evidence from previous 

investigations regarding the Food Echange Table, 

healthcare professionals can effectively enhance the 

dietary plans of their patients by estimating the adequate 

daily dietary intake. Besides, using the table in diabetic 

patients has also been validated as an efficacious modality 

that might help obese diabetic patients to achieve better 

management outcomes by better counseling. Furthermore, 

the Americal Diabetes Association has previously issued 

the use of the Food Exchange Table for dietary counseling 

for obese children.34 The composition of the administered 

food is an essential measure to achieve an ideal caloric 

intake. “My Plate” is nutrition guidance that was 

previously published by the United States Department of 

Agriculture. It is designated to divide the dietary 

components into five major food groups. Moreover, this 

system has effectively replaced the older MyPyramid 

guidance that was also depicted by the same organization 

in June 2011.35 Another dietary guidance was also 

validated and established by the Irish food pyramid.36 The 

Korean Nutrition Society has divided food components 

into six major types, including fish and meat, vegetables, 

grains, milk, fruits and oil-fats, as previously mentioned 

with established certain amounts for each component that 

would maintain a suitable daily caloric intake.36,37 It should 

be noted that fruits and dairy products should be 

administered by one or two times daily, according to this 

guide. Adequate water consumption is also important to 

enhance the outcomes and maintain healthy caloric intake. 

Previous investigations have also stressed the importance 

of interventional approaches within the socio-economic 

framework in achieving better outcomes, in addition to the 

effect of counseling.38 Family, peers, and communities all 

have significant roles in shaping the appropriate 

interventional measures for their obese pediatrics, which 
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might be significantly impacted by the behavioral 

measures of these parameters. Figure 2 represents 

recommendations for healthcare providers regarding the 

socioeconomic framework to intervene against obesity. 

 

Figure 2. Recommendations for healthcare providers 

regarding the socioeconomic framework to intervene 

against obesity.38 

CONCLUSION  

Healthcare professionals can help caregivers to establish 

proper dietary intake with specific amounts of calories 

based on the administered food items per day to maintain 

healthy dietary habits. Furthermore, taking care of any 

associated morbidities should also be considered. For 

instance, adequate care should be provided for obese 

children with DM to help them maintain optimal blood 

glucose levels by using healthy diets, exercising, and 

taking blood glucose-lowering medications. However, 

precautions should be considered as these patients might 

be subjected to hypoglycemic attacks as a result, which 

might increase their morbidity and mortality. Children and 

caregivers' education is a critical approach to enhance 

compliance and increase awareness of the management 

and interventions. Finally, further efforts should also be 

directed to the healthcare givers to make them more aware 

of the benefits of sticking to the guidelines and the 

importance of counseling in prevention and management. 
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