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R
ecently, controversy has arisen when a proposal
for1 (and subsequent report of2) state intervention
to protect a child from life-threatening conse-

quences of obesity was countered by assertions that re-
moval of a child from his or her home was never
justified by obesity alone.3 The predominantly negative re-
action to considering such an intervention reflects a failure
to address two issues: (1) persistent misunderstanding of
the purpose of, and the criteria needed for, state action re-
lated to child neglect of any cause; and (2) doubt that con-
sequences of obesity alone could ever meet this threshold.
In this discussion, we apply principles that guide determi-
nation of child medical neglect in general to life-
threatening childhood obesity, and specify the required
conditions for state intervention that preserve both the
possibility for and rarity of its necessity. The key concept
is that extreme obesity alone does not constitute imminent
harm, but in rare cases its health consequences do. In these
rare cases, pediatricians are obligated, as in any situation of
child abuse or neglect, to take necessary actions to protect
the child.

To paraphrase Bela Schick, a pediatrician has 3 impor-
tant clients: first the child, second the child, and third
the child.4 The primary mission of a pediatrician or other
health provider initiating coercive state action is to protect
a child from serious irreversible harm; it is not to blame or
to punish parents. The terms “abuse” and “neglect” are un-
fortunate and misleading in our view, because most cases
involve loving, caring parents who, for various reasons,
are unable to protect their child from serious imminent
harm.

State action to remove a child from a home as a last re-
sort to save the child’s life has been authorized by US
courts for 130 years, and healthcare providers have had
a duty to report such cases for �60 years. Reasons for
such an action include physical abuse, sexual abuse, and
medical or nutritional neglect. Obesity leading to an immi-
nent life-threatening comorbid condition, such as respira-
tory failure, liver damage with likely liver failure, or severe
diabetes, should be viewed as just one of dozens of exam-
ples in which state action might be necessary to save a life.
Classifying such a situation as neglect might be appropriate
when the family of the affected child fails to seek or pro-
vide medical care, or fails to control their child’s behavior
to a degree that places the child at risk of serious harm, in-
cluding death.

Criteria justifying coercive state intervention should be
stringent, so that removal of a child from the home for any
reason is justified and indicated only when the following 3
conditions are present.5
898
High likelihood for serious and imminent
harm

Excess weight is usually not associated with serious comorbid
conditions in children, and even increased risk for the devel-
opment ofmultiple diseases as an adult does not constitute se-
rious and imminent harm. However, a child suffering from,
for instance, obesity-induced severe obstructive sleep apnea
with cardiorespiratory compromise, uncontrolled type 2 dia-
betes, or advanced fatty liver disease with cirrhosis couldmeet
this threshold for serious and imminent harm, which could be
reversed or ameliorated by weight loss. It is important for the
healthcare community to acknowledge that childhood obesity
can and does result in these consequences.

Reasonable likelihood that coercive
intervention will be effective

In contrast to other reasons for state intervention (eg, phys-
ical child abuse), it is reasonable to doubt whether placement
in an alternate setting, or the threat of placement, can amelio-
rate the life-threatening condition through weight control.
However, the assertion by some that such intervention can-
not effectively address the multiple variables that contribute
to obesity3 is belied by case reports of sufficient weight loss to
remove the imminent danger to the child.5,6 Hospitalization
or placement in group homes or with specifically trained fos-
ter care families could reasonably be expected to achieve
modest weight loss sufficient to alleviate comorbid condi-
tions. The goal need not be a normal-weight child, just
a less severely obese child.

Absence of alternative options for
addressing the problem

For most child medical neglect cases, to minimize emotional
risks of separating a child from his or her biological parents,
less-invasive alternatives (eg, health nurses, social workers,
school nurses, community-based social service agencies,
and mandated behavioral interventions and “weigh-ins”)
should be pursued to implement needed lifestyle alterations
whenever possible. Indeed, coercive state action need not
always imply removal from the home. State courts have
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ordered household modeling of healthy nutrition by state-
commissioned homemakers and mandatory health club
membership with monitored attendance. Even the threat of
state action might be sufficient to change behavior. Finally,
medications and surgery may eventually hold promise, but
currently have unresolved risks and benefits and, although
potential attractive options for motivated severely obese ad-
olescents, are not likely to be mandated for a child over the
family’s objection.

Life-saving interventions (eg, major surgery, admission to
an intensive care unit, or foster home placement) always en-
tail psychological costs, but when serious harm is imminent,
concerns about emotional consequences become secondary
to concerns about preventing premature death. It would be
irrational to let a child die from a treatable condition to avoid
the emotional costs of treatment. Furthermore, placement in
medical foster care (in contrast to child abuse cases) need not
be equated with loss of contact with the biological parents.
Unlike cases involving physical or sexual abuse, continuing
and regular contact of a morbidly obese child with the par-
ents is not dangerous. The ideal placement would be in
a home close to the parents, preferably with a relative. The
child that prompted one recent report maintained close con-
tact with her biological parents, and reported that she had
never been as happy as when she lost 100 pounds in foster
care (D. S. Ludwig, personal communication, July 19, 2011).

Why the intense opposition to suggestions for state action
in some cases of extreme obesity, in contrast to the general
support for state action in other conditions that threaten
children’s life or safety? At least part of the opposition stems
from a fear that state action could apply to most cases of se-
vere childhood obesity, or from a misperception that such
a policy implies punishment or moral judgments about par-
ents. The truth is that the 3 foregoing criteria would be met in
only a very small percentage of obese children at risk of dying
while still in childhood or in a downward spiral to irreversible
harm likely to result in premature death in early adulthood.
For the overwhelming majority of obese children, notwith-
standing the high risk for future disability and premature
death, they and their families will be left to decide for them-
selves whether to address their obesity now, when they reach
adulthood, or never.

Critics also point out that there are no studies showing that
placement in another home is effective or that the emotional
costs are acceptable. This criticism is unavoidable, given that
the proposal for state action in these cases is relatively new
and there has been little reported experience to date. Such
concerns are not sufficient to dismiss the possibility of state
intervention out of hand, however. If the lack of systematic
studies were truly a barrier to treatment of children, then
much of pediatric practice would be in jeopardy, because,
depending on the setting, 11%-97% of pediatric drug
prescriptions are “off-label” (ie, not approved for pediatric
use) and not supported by well-designed studies in children.7

In summary, in all cases of child medical neglect, a high
threshold for state intervention is based on respect for family
autonomy, but family autonomy recedes in importance when
there is a high likelihood of serious, irreversible harm and ef-
fective intervention is available. Development of a rational
approach to the issue of child obesity as neglect—based
on principles that apply to medical neglect of children in
general—is important, because even a very small percentage
of the more than 2 million severely obese American children
at risk of dying of or becoming permanently impaired by
obesity-induced illness is a disturbingly large number. Allow-
ing a child to lose all opportunity to live into healthy adult-
hood when effective treatment is available runs contrary to
the central mission of child rearing, which is to preserve
the child’s opportunity for an open future. When this occurs,
regardless of the cause, it must be all about the child, and
something must be done. n
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