Special article

Arch Argent Pediatr 2017;115(2):169-174 / 169

Preventing childhood obesity: Contributions
from the social sciences to intervention
Muriel Lamarque, B.S.a and Alicia Bibiana Orden, M.D.a,b

a. Pediatric Research
and Development
Institute (Instituto
de Desarrollo e
Investigaciones
Pediátricas, IDIP)
Prof. Dr. Fernando
E. Viteri (IDIPMS/
CICPBA), Hospital
de Niños Sor María
Ludovica. La Plata,
Argentina.
b. National Scientific
and Technical
Research Council
(Consejo Nacional
de Investigaciones
Científicas y
Tecnológicas,
CONICET).
E-mail address:
Muriel Lamarque, B.S.:
muriel.lamarque@
gmail.com
Funding:
None.
Conflict of interest:
None.
Received: 06-22-2016
Accepted: 9-13-2016

ABSTRACT
Programming and implementation of health policies for the prevention of overweight and obesity
have traditionally focused on the dissemination
of specific messages identifying healthy foods
and pointing out the importance of physical activity. Despite recurrent efforts, the prevalence
of obesity in both adult and children populations
continues to rise. The configuration of preventive proposals seems to neglect the more complex reality of the eating phenomenon, whose
nature goes beyond its biological basis. Behind
the presence of overweight or obesity, there are
factors that exceed individual behaviors, which
are constituted as elements of social order. This
premise is based on the contributions made from
several fields such as anthropology, sociology,
and social epidemiology, especially over the
past thirty years.
This study aims to analyze the traditional models of
institutional intervention while making visible the
importance of a socially-oriented perspective that
takes into account context and network analysis
to address the problem of childhood overweight
and obesity, centered on the food component.
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Prevention of obesity in Argentina
and other countries
In Argentina, over the past years,
numerous plans, campaigns, and
programs have been implemented
to promote health and manage
noncommunicable diseases, e.g.
obesity. The National Ministry of
Health, 1 together with provincial,
municipal, and private organizations,
has developed intervention strategies
across the country, including the
National Healthy Argentina Plan
(Plan Nacional Argentina Saludable)
and other national programs, such as
Taking Care in Health Care (Cuidarse
en Salud), Argentina Walks(Argentina

Camina), and School Health (Salud
Escolar). These programs encouraged
campaigns that mainly targeted the
adult population and promoted daily
physical activity, reduced smoking
and salt intake, and introduced
the idea of a balanced diet through
social communication, informational
workshops, and recreational activities
in different locations. In addition,
agreements have been made with
the food industry to reduce salt and
sugar contents and remove trans fat
from mass-market products. The
most representative intervention
components include advertising
campaigns placed in public places,
such as schools or health facilities.
The information conveyed through
the above-mentioned programs has
focused on recommendations on
how to incorporate physical activity
into daily life and also indications
regarding the nutritional value of
different food products that may
be included in everyday meals
depending on their macronutrient
percent distribution. A pictorial
analysis of messages included in
these campaigns described phrases
such as “add 30’ of physical activity
every day,” “eating healthy means
no sacrifice,” “small changes, big
benefits,” “active child, healthy
adult,” and “prevent overweight and
obesity with a healthy diet and an
active lifestyle.”
Interventions that are specifically
targeted at the pediatric population
repeat these exercise and nutrition
dissemination models and include
messages like “eating healthy is fun”
or “choose water.” The Building
Health (Armando Salud) campaign,
which is part of the childhood obesity
prevention strategy of the province
of Buenos Aires, 2 also proposes the
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following: “eating as a family,” “playing with
friends” or “value our traditions.” However,
these phrases scarcely appear in advertisements
and are used as disconnected slogans or on the
back of previously specified individual nutritional
indications.
Institutional interventions have been
developed in a similar manner in other countries.
For example, informational activities by means
of dissemination strategies and nutritional
education in public and private settings aimed
at promoting healthy eating habits and an active
lifestyle. 3 Denmark was the first country to
develop a plan that was specifically targeted at
obesity prevention. The National Action Plan
Against Obesity was launched in 2003 and
included diverse proposals at a private, public,
and community level. 4 In 2005, the Spanish
government promoted the Strategy for Nutrition,
Physical Activity and Obesity Prevention
(Estrategia para la Nutrición, Actividad Física y
Prevención de la Obesidad), which was promoted
at a national level and replicated regionally,
e.g., in the form of the Reference School Pilot
Program for Health and Exercise against Obesity
(Programa Piloto Escolar de Referencia para la Salud
y el Ejercicio contra la Obesidad, PERSEO), targeted
at primary school students.5-7 Also, for example,
France developed in 2006 the National Health and
Nutrition Program (Programme National Nutrition
Santé) and Mexico launched, in 2007, the National
Health Program (Programa Nacional de Salud).
These initiatives were supported by geographic
and political actions at a larger scale, such as
the EU Platform for Action on Diet, Physical
Activity and Health,8 or the Strategy for Europe
on Nutrition, Overweight and Obesity related
health issues,9 both developed by the European
Union.
Many of these actions are developed in
accordance with the guidelines proposed by
the World Health Organization (WHO), which
published the Global Strategy on Diet, Physical
Activity and Health in 2004.10 This was the first
international proposal that suggested specific
tasks to fight against obesity and the increase in
noncommunicable diseases. The core concept
brought up the improvement of what was
perceived as a generalized poor nutrition and
lack of exercise phenomenon. The document
also specified the need to adapt decisions to
the existing cultural diversity. Therefore, it was
expected that the different national actions would
be adapted accordingly. However, as pointed

out by Gracia Arnaiz,3 the first programs were
amazingly homogeneous and, despite the WHO’s
recommendations, they barely took into account the
plurality of subjects at which they were targeted. So
now we should ask ourselves about the possible
relationship between such uniformity in proposals
and their subsequent effectiveness because, in spite
of the efforts made, obesity rates continue to rise.
Probably for this reason, at present, countries like
France are reviewing their strategies and publishing
updates to include a broader approach to cultural
and contextual characteristics and adapted
messages.11 In the future, such modifications and
considerations should be assessed to establish if
they benefit program implementation and results.
Over the past years, priority has been given
to approaching this problem at an early age;
therefore, worldwide organizations have
developed new publications, such as the Pan
American Health Organization´s Plan of Action
for the Prevention of Obesity in Children and
Adolescents 12 or the report of the WHO’s
Commission on Ending Childhood Obesity.13
Traditional intervention models
Based on an analysis of reviews made of
intervention models, it is possible to identify
three major criticisms. The first is based on
the almost exclusive approach that prevention
has established on nutritional education. 3
In an underlying manner, this approach
assumes that people have a poor diet based on
indifference, ignorance, and lack of information.
However, different studies have demonstrated
that the definition of a healthy diet —from the
physician’s perspective— is deeply rooted in the
population.5,14,15 Therefore, the problem seems to lie
in the translation of the acquired knowledge into an
expected behavior. There is no correlation between
nutrition recommendations and consumption
practices. Access to information does not seem
to have transformed them.5,14 This may be due to
financial factors (high cost of healthy food products)
and social-employment factors (management of
time spent on shopping and cooking in relation
to working hours and other activities). Other
elements may also be considered, such as an ideal
body image, preferences, convenience, symbolic
and ideological elements.16 This underscores the
idea that the significance assigned to eating is of
multifactorial origin and not always related to the
biomedical concept of health.
Secondly, the analysis of institutional actions
evidences that the regulatory message is built
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homogeneously. The target population of these
campaigns is treated in a uniform manner, leaving
sociocultural peculiarities aside. In this regard,
Díaz-Méndez indicated that the uniformity of
socioeducational and informational interventions
does not differentiate between groups at a greater
or smaller risk and standardizes proposals; this
may hinder the possibility of attaining adequate
results.7 The reference to the social environment
is usually limited to an occasional and abstract
notion, with no actual understanding.17
Lastly, the homogenization of actions is
accompanied by an individualistic approach.
According to this perspective, the existence of
diseases and risky or unhealthy behaviors depends
exclusively on subjects and, therefore, informational
actions should be targeted individually.7 Diez
Roux18 related this phenomenon to an essentially
biomedical concept of health and, according to
this, the actual causes of disease lie in biological
factors typical of each subject, not of a social group.
This may also be the result of the process known as
medicalization of everyday life, which attributes
the cause of problems to individuals instead of
the social environment and, as a consequence,
implements medical interventions in the same
manner.19 Blaming individuals for their health/
disease status is therefore supported on the concept
that scientific logic is enough to convince people
to take up responsibility and act for the good of
their own health. However, nutrition decisions
are not individual or rationally simple. 5 From
the perspective of anthropology, Mary Douglas20
pointed out that reducing risky behaviors to an
individual decision limited by an individual’s own
interests extricated the phenomenon from financial,
political, moral, ethnic, age, or gender determinants
that take place in its configuration.
A proposal made from a relational perspective
The criticisms mentioned above suggest a
simplified perspective of obesity, which is
perceived as a result of inadequate lifestyles;
therefore, an attempt is made to modify such
lifestyles by conditioning individual behaviors.
In this scheme, the problem is usually restricted
to two main components: energy intake and
expenditure. People are obese because they eat in
excess and do not do enough physical activity. The
persistence of traditional research and biomedical
intervention models is therefore explained by
the hegemony of a mathematical logic, a caloric
input and output equation. A matter of qualitative
order is confronted with essentially quantitative

proposals.5,6 However, there is a contradiction
in the messages communicated by international
organizations and many biomedical investigations,
which describe the growing importance of a
comprehensive approach and the sociocultural
perspective to understand and address this
problem.10,21,22 Such discrepancy between messages
and actions may evidence certain superficiality in
its management, at the institutional level and on
part of the professionals involved. In this case, the
holistic perspective works to provide a successful
integration message that is not translated into real
practice.
The criticism of the individual-centered
medical approach looks to give place to a proposal
that considers the context in which a phenomenon
occurs and its understanding within a relational
scheme (instead of isolated individual actions).
These new ways of understanding obesity may
be identified in the studies by Christakis and
Fowler, 23 Cohen-Cole and Fletcher, 24 Madan
et al., 25 De la Haye et al., 26 Fletcher et al., 27 or
Macdonald-Wallis et al.,28 among others. These
studies delineate how socialization contexts and
connections with close bonds have a potential
influence on the configuration of health-diseaseassociated behaviors, especially in relation to
eating behaviors, body image, sedentary habits,
and physical activity. In these settings of social
interaction, there are mechanisms of interpersonal
influence, both direct (mimicking) and indirect
(internalization of group rules); therefore, it is
worth noting the relational aspect of this problem.
The approach to children
An analysis of programs and/or campaigns
targeted at the child population suggests that
children are not considered the subjects of chronic
disease. Actually, most of these projects seek
to prevent or report on contagious diseases
and leave adults as the only recipients of
noncommunicable disease prevention. However,
obesity is a serious health problem in children,
and goes beyond its psychosocial consequences
(low self-esteem, low peer acceptance, and low
sociability). First of all, overweight or obesity
during infancy and childhood are predictors
of adult obesity.29,30 Secondly, in addition to its
long-term sequelae, obesity is a health risk for
children and adolescents because of its associated
comorbidities.31,32 All these reasons validate the
implementation of preventive interventions
focused on the underage population.33
Childhood obesity is a global phenomenon,
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especially in Western countries. In 2014, the
WHO reported that overweight and obesity
among preschoolers exceeded 30% in developing
countries. 12 In Argentina, the National School
Health Program (Programa Nacional de Salud
Escolar, PROSANE) 34 found that 21.4% of
children aged 5-13 were overweight, and 15.6%
were obese; these numbers are similar to those
published in the obesity map, which identified
that 19.0% of children aged 6-12 were overweight,
and 17.7%, obese.35
What is the trend these numbers reflect? In
the United States, childhood obesity more than
doubled among children and quadrupled among
adolescents in the past 30 years.36,37 The same trend
is reflected in transitional countries. For example,
in Brazil, the prevalence of overweight and obesity
tripled between 1975 and 1997.38 In Argentina,
a mean prevalence of 25% was reported in 2007
for children and adolescents, in contrast with a
14.5% prevalence reported in 1990. This means
a 40% increase in overweight whereas obesity
quadrupled, especially among younger children.39
Such prevalence values point out the
need to have more complex policies targeted
at the problem, with a plural approach that
seeks to modify traditional perspectives and
include non-biological causative mechanisms.
Also, proposals should set the individualistic
perspective aside and emphasize on the context
and close connection network. Considering
childhood as a period of individual shaping and
boundary setting, it is through the connections
made with our closest bonds that we learn and
shape our identity, group belonging, and shared
codes. The social context is where meaning,
use, and experience internalization occurs. 40
Eating and eating-associated habits are part
of a set of rules that are socially conditioned,
ever-lasting and transmissible, and that work
as the structural foundation of an individual’s
actions, assessments, and perceptions. It has
been suggested that tastes shared in these social
bonding spaces account for participation and
exclusion units and, as a result, define the type
of food, taste and texture combinations that
make up different eating habits.16,41 The domestic
sphere, peer relations, and the environment
where children live work as agents in this eating
socialization process. 42 Together with them,
identity and social identification take shape, and
the frame is set for a health-related behavior that
will be maintained over time. This experience
should not disregard the active role played by

media and new technologies in the transmission
of body shape models to the configuration of
consumption.43
The way children define their attitude
towards nutrition and health, i.e., their likes
and dislikes, is directly related to the subjective
management they make of themselves and their
environment.41 Children are not just a recipient
where knowledge is passively deposited; instead,
they have now become more autonomous and
are actively involved in the learning process and
the development of their cultural setting.44 This
takes place both during the decision-making
process and the development of opinions and
assessments. 27,28 Therefore, it is important to
recognize knowledge transmission and
acquisition mechanisms, the negotiations made
in practice, and the values regarding nutrition
that may influence the development of eating
disorders during childhood.42,45
Final considerations
The little effectiveness of traditional
institutional interventions calls for insistence
on an extended and supplementary view of the
overweight and obesity problem that includes
social determinants of health in its management,7
such as the significance given to health and
disease, the symbolic aspects of the food and
consumption culture, and the active role of media.
Taking into account regional features and also
thoughtfully considering their historicity, microand macrostructural elements should also be
included, e.g., social exclusion, gender relations,
education and employment policies, and their
characteristics.5
When approaching childhood and adult
overweight and obesity, it would also be valuable
to look into immediate bonding contexts that
make up the universe of identification and
socialization that create habits and meanings.
In addition to helping with the analysis of
the multiple causes of this problem, it may
be useful for programming and planning
future public health interventions. This way,
a possibility opens up for a proposal that
suggests activities considering the existing
social context, reinforcing cooperation bonds,
and translating the message from “individual
responsibility” into a collective care project. For
example, the use of computing devices, such
as computers and smartphones, has become
widespread among the population. Instead of
coping with –so far, unsuccessful– strategies
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looking to reduce their use, new technologies
may, paradoxically, be taken into account when
developing interventions. The social networking
logic underlying many electronic devices and
applications may be harnessed to guide group
and community involvement. This may work
to organize cooperative activities and socialize
changes, monitor progress, share information, or
simply be inspirational. Just like social networks
may be used to favor risky behaviors, they may
be equally valuable to convey and disseminate
messages and actions that may be beneficial in the
mid- and long-run. n
REFERENCES
1.

Argentina. Ministerio de Salud de la Nación. Banco de
Recursos y campañas. [Accessed on: September 15th, 2016].
Available at: http://www.msal.gob.ar/index.php?option=
com_ryc_contenidos.
2. Argentina. Ministerio de Salud de la Provincia de Buenos
Aires. Armando Salud. Programa de promoción de entornos
saludables en el crecimiento. [Accessed on: September 15th,
2016]. Available at: http://www.ms.gba.gov.ar/sitios/
armandosalud/.
3. Gracia Arnaiz M. Qué y cuánto comer: tomando medidas
frente a las sociedades obesogénicas. Salud Colect
2009;5(3):363-76.
4. National Board of Health, Center for Health Promotion
and Prevention. National Action Plan Against Obesity.
Recommendations and perspectives. Short Version.
Copenhague: 2003. [Accessed on: September 15 th,
2016]. Available at: http://www.sst.dk/~/media/
681E3288F0A14C2EAA71ED9C4866D01F.ashx.
5. Gracia Arnaiz M. La emergencia de las sociedades
obesogénicas o de la obesidad como problema social. Rev
Nutr 2009;22(1):5-18.
6. González Rodríguez A. Concepciones y práctica
reflexionada de docentes y enfermeras-os sobre la
promoción de la alimentación saludable en la escuela.
Investigación en la escuela 2009;69:87-98.
7. Díaz-Méndez C. El tratamiento institucional de la
alimentación: un análisis sobre la intervención contra la
obesidad. Papers 2012;97(2):371-84.
8. Comisión Europea. Departamento de Salud y Seguridad
Alimentaria. Plataforma europea de acción sobre
alimentación, Actividad Física y Salud. [Accessed on:
September 15th, 2016]. Available at: http://ec.europa.eu/
health/nutrition_physical_activity/platform/ index_
es.htm.
9. Comisión de las comunidades europeas. Estrategia europea
sobre problemas de salud relacionados con la alimentación,
el sobrepeso y la obesidad. Bruselas: 2007. [Accessed on:
September 15th, 2016]. Available at: http://eur-lex.europa.
eu/LexUriServ/LexUriServ. do?uri=COM:2007:0279:FIN
:ES:PDF.
10. Organización Mundial de la Salud. Estrategia mundial
sobre régimen alimentario, actividad física y salud. Ginebra:
OMS; 2004. [Accessed on: September 15th, 2016]. Available
at: http://www.who.int/dietphysicalactivity/strategy/
eb11344/strategy_spanish_web.pdf?ua=1.
11. Gracia Arnaiz M. La obesidad como problema social:
la ideación sobre su carácter crónico, plurifactorial y
epidémico. En Piaggio L, Solans A. Enfoques socioculturales de
la alimentación. Lecturas para el equipo de salud. Buenos Aires:

Akadia, 2014.Págs.391-403.
12. Organización Panamericana de la Salud. Plan de acción
para la prevención de la obesidad en la niñez y la
adolescencia. Washington: 2014. [Accessed on: September
15th, 2016]. Available at: http://www.paho.org/hq/
index.php?option=com_docman&task=doc_view&
Itemid=270&gid=28899&lang=es.
13. Organización Mundial de la Salud. Informe de la Comisión
para acabar con la obesidad infantil. Geneva: 2016.
[Accessed on: September 15th, 2016]. Available at: http://
www.who.int/end-childhood-obesity/publications/echoreport/es/.
14. Contreras J, Gracia Arnaiz M. Comemos como vivimos.
Alimentación, salud y estilos de vida. Barcelona:
Alimentaria Exhibitions, 2006.
15. Salinas J, González CG, Fretes G, Montenegro E, et al. Bases
teóricas y metodológicas para un programa de educación
en alimentación saludable en escuelas. Rev Chil Nutr
2014;41(4):343-50.
16. Aguirre P. Ricos flacos y gordos pobres. La alimentación
en crisis. Buenos Aires: Capital Intelectual, 2010.
17. Gracia Arnaiz M. Comer bien, comer mal: la medicalización
del comportamiento alimentario. Salud Pública Méx
2007;49(3):236-42.
18. Diez Roux A. La necesidad de un enfoque multinivel en
epidemiología. Región y Sociedad 2008;20:77-91.
19. Conrad P. The medicalization of society. On the
transformation of Human Conditions into treatable
disorders. Maryland: John Hopkins University Press, 2007.
20. Douglas M. Risk and Blame: Essays in cultural theory.
Londres: Routledge, 1994.
21. Araya H, Atalah E, Benavides X, Boj T, et al. Prioridades
de intervención en alimentación y nutrición en Chile. Rev
Chil Nutr 2006;33(3):458-63.
22. Gómez S, Marcos A. Intervención integral de la obesidad
del adolescente. Rev Med Univ Navarra 2006;50(4):23-5.
23. Christakis N, Fowler J. The spread of obesity in a large social
network over 32 years. N Engl J Med 2007;357(4):370-9.
24. Cohen-Cole E, Fletcher J. Is obesity contagious? Social
network vs. Environmental factors in the obesity epidemic.
J Health Econ 2008;27(5):1382-7.
25. Madan A, Moturu ST, Lazer D, Pentland A. Social sensing:
Obesity, unhealthy eating and exercise in face-to-face
networks. Paper presented at: Conference WH ‘10 Wireless
Health 2010, San Diego, CA, USA - Oct 05-07, 2010:104-10.
26. De la Haye K, Robins G, Mohr P, Wilson C. Obesity related
behaviors in adolescent friendship networks. Social Netwoks
2010;32(3):161-7.
27. Fletcher A, Bonell C, Sorhaindo A. You are what your
friends eat: systematic review of social network analyses
of young people’s eating behaviors and bodyweight. J
Epidemiol Community Health 2011;65(6):548-55.
28. Macdonald-Wallis K, Jago R, Sterne JA. Social Network
Analysis of childhood and youth physical activity. Am J
Prev Med 2012;43(6):636-42.
29. Whitaker RC, Wright JA, Pepe MS, Seidel KD, et al.
Predicting obesity in young adulthood from childhood
and parental obesity. New Engl J Med 1997;337(13):869-73.
30. Dietz W. Health consequences of obesity in youth:
childhood predictors of adult disease. Pediatrics 1998;101(3
Pt 2): 518-25.
31. Daniels S. The consequences of childhood overweight and
obesity. Future Child 2006;16(1):47-67.
32. Weiss R, Caprio S. Development of type 2 diabetes in
children and adolescents. Minerva Med 2006;97(3):263-9.
33. Pandita A, Sharma D, Pandita D, Pawar S et al. Childhood
obesity: prevention is better than cure. Diabetes Metab Syndr
Obes 2016;9:83-9.

174 / Arch Argent Pediatr 2017;115(2):169-174 / Special article

34. Lucconi Grisolía V, Lev D, Dematteis S. Situación de salud
de niños, niñas y adolescentes de escuelas de nivel primario
de la República Argentina. Programa Nacional de Salud
Escolar (PROSANE). Buenos Aires: MSAL, 2015. [Accessed
on: September 16th, 2016]. Available at: http://www. msal.
gob.ar/images/stories/bes/graficos/0000000734cntanuario_prosane_2015.pdf.
35. Hacia un mapa de la obesidad en Argentina. Buenos Aires:
CESNI-SAOTA, 2012. [Accessed on: September 16th, 2016].
Available at: http://www.fundacionpepsico.com.ar/ files/
mapa-obesidad-cesni-saota.pdf.
36. National Center for Health Statistics. Health, United States,
2011: With Special Features on Socioeconomic Status
and Health. Hyattsville; U.S. Department of Health and
Human Services; 2012. [Accessed on: September 16th, 2016].
Available at: http://www.cdc.gov/nchs/data/hus/hus11.
pdf.
37. Ogden CL, Carroll MD, Kit BK, Flegal KM. Prevalence of
childhood and adult obesity in the United States, 20112012. JAMA 2014;311(8):806-14.
38. Wang Y, Monteiro C, Popkin BM. Trends of obesity and
underweight in older children and adolescents in the
United States, Brazil, China, and Russia. Am J Clin Nutr
2002;75(6):971-7.
39. Orden AB, Bucci PJ, Petrone S. Trends in weight, height, BMI
and obesity in schoolchildren from Santa Rosa (Argentina),
1990–2005/07. Ann Hum Biol 2013;40(4):348-54.

40. Berger P, Luckmann T. La construcción social de la realidad.
Buenos Aires: Amorrortu, 1986.
41. Ochs E, Shohet M. La estructuración cultural de la
socialización durante las comidas. En Piaggio L, Solans
A. Enfoques socioculturales de la alimentación. Lecturas para
el equipo de salud. Buenos Aires: Akadia, 2014: 259-76.
42. Sánchez Hernández M. Los trastornos del comportamiento
alimentario y los procesos de trasmisión-adquisición de la
cultura alimentaria. Gazeta de Antropología 2004;20: artículo
4. [Accessed on: September 16th, 2016]. Available at: http://
www.ugr.es/~pwlac/G20_04 MariaJesus_Sanchez_
Hernandez.html.
43. Zafra-Aparici E. Aprender a comer: procesos de
socialización y trastornos del comportamiento alimentario.
[Tesis doctoral]. Barcelona: Universitat de Barcelona; 2007.
[Accessed on: September 16th, 2016]. Available at: http://
www.tdx.cat/bitstream/handle/10803/53633/EZAFRA_
TESIS.pdf;jsessionid=CDC7A6F52187DCEF475CD389741
24E84?sequence=1.
44. Colangelo MA. La crianza como proceso sociocultural.
Posibles aportes de la antropología al abordaje médico
de la niñez. Primeras Jornadas de Diversidad en la niñez.
Ensenada: Hospital El Dique, 2014. [Accessed on: September
16th, 2016]. Available at: http://www.aacademica.org/000098/6.pdf.
45. Busdiecker S, Castillo C, Salas I. Cambios en los hábitos de
alimentación durante la infancia: una visión antropológica.
Rev Chil Pediatr 2000;71(1):5-11.

