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Abstract: In 2011–2012 approximately 26% of Australian children aged between 5–17 years were
reported to be overweight or obese. Furthermore, the increase in prevalence of overweight and
obesity among US children parallels reported increases in energy intake and portion sizes of common
foods, leading to the recognition that availability of larger portion sizes contributes to the rise in
overweight and obesity prevalence. Thus, the aim of this time-series analysis was to investigate
whether selected food portion sizes in Australian children aged 2–16 years changed between 2007
and 2011–2012. Portion size data from 24-h recalls collected in Australian nutrition surveys were
compared between 2007 and 2011–2012. Portion sizes changed significantly in 23% of items with
increases in 15% and decreases in 8%. Changes in portion sizes varied by age, sex, and food group.
Changes occurred for many meat-based items, energy-dense, nutrient-poor food items, breads,
cereals, and some fruits and vegetables. Vegetable and fruit portion sizes were below the respective
serving sizes of 75 g and 150 g in the Australian Guide to Healthy Eating, while portion sizes of some
energy-dense, nutrient-poor foods have increased. These findings suggest approaches to increasing
consumption of nutrient-dense core foods and reducing energy-dense, nutrient-poor food items in
children are warranted.
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1. Introduction
In 2011–2012, approximately 26% of Australian children aged between 5–17 years were reported
to be overweight or obese [1]. Longitudinal studies in children have shown that higher intakes of
energy-dense, nutrient-poor foods [2] and sugar sweetened beverages [3] contribute to weight gain.
Further, the increase in prevalence of overweight and obesity among US adults and children parallels
reported increases in energy intake and portion size of common foods, leading to the recognition that
availability of larger portion sizes contributes to the rise in overweight and obesity prevalence [4,5].
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The World Health Organisation (WHO) has recommended that providing smaller portion sizes of
nutritious foods of lower energy density from an early age is an important strategy in addressing
childhood obesity [6].
While causal links between portion size and weight status have not been confirmed [7,8],
associations have been documented. In a study among pre-school children, a relationship between
bigger portion sizes, energy intake, and weight status was observed, with heavier children consuming
larger portions [9,10]. Portion size is associated with higher energy intakes regardless of the actual
energy density of food [11]. Studies conducted in both children and adolescents have reported that
larger portion sizes of particularly energy-dense foods are associated with higher total daily energy
intakes [5,12,13]. Evidence for an association between portion size and energy intake was consistently
found in children older than four years [14], with portion size found to explain 17–19% of the variability
in child energy intake [15].
European and US studies in children examined portion size trends over time using routinely
collected national nutrition data and concluded that portion sizes of many energy-dense, nutrient-poor
items, including processed snacks, sugar sweetened beverages, and take away foods increased
substantially between 1977 and 2005 [10,16–19]. In Australia, temporal trends in child and adolescent
portion sizes of commonly consumed foods were not evaluated until recently. Portion size data from
the 1995 National Nutrition Survey (NNS) were compared with data collected in the 2007 Australian
National Children’s Nutrition and Physical Activity Survey (ANCNPAS) [20]. Between 1995 and 2007,
the portion size of meat-based dishes and fruits increased, whilst portion size of foods such as soft
drinks, ice cream, potato chips and chocolate, dairy foods, and vegetables decreased. Reductions
in portion size were thought to be explained in part by availability of smaller sizes of numerous
commercially available packaged foods in Australia [20].
More recent national dietary intake data were published as part of the Australian Health Survey
in 2011–2012 [1]. Therefore, the current study objective is to evaluate whether portion sizes of common
food items consumed by Australian children aged 2–16 have changed between 2007 and 2011-12.
2. Materials and Methods
2.1. Study Population
The current study compared dietary data from two nationally representative cross-sectional
surveys of Australian children and adolescents between 2–16 years; the 2007 ANCNPAS [21] and the
2011–2012 National Nutrition and Physical Activity Health Survey (NNPAS) [1].
2.2. Data Collection
Data collection has been described in detail elsewhere and methods used in both surveys were
similar [20,22,23]. Data for both the ANCNPAS and NNPAS were collected by trained interviewers
using 24-h recalls. The ANCNPAS and the NNPAS were both conducted using the computer-assisted
personal interview (CAPI) and the computer assisted telephone interview (CATI) techniques [22,23].
The CATI was excluded from the current analysis in order to ensure results were comparable to
results from the 1995–2007 analysis [20]. In the 2011–2012 NNPAS, dietary intake information was
collected using an adapted version of the Automated Multiple-Pass Method (AMPM) developed by
the Agricultural Research Service of the United States Department of Agriculture [24]. This interview
process was designed with the purpose to increase respondents’ memory of the foods eaten in the last
24 hours. Food Model Booklets containing two-dimensional aids, including images of serving vessels,
amorphous mounds, generic shapes, and selected foods were used to help the respondents estimate
the amount they consumed [22].
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2.3. Data Handling
The data handling process for ANCNPAS has been summarised previously [20]. Figure 1
illustrates
Children 2017,data
4, 69 flow used to handle NNPAS data for the current analysis. Foods commonly consumed
3 of 8
from the Australian Child and Adolescent Eating Survey (ACAES) food frequency questionnaire
were used to categorize 2011–2012 data for analysis [20,25]. Similar food categories were used in the
1995–2007 analysis (see Supplementary Table
Table S1).
S1).

Figure 1. Flow chart describing data manipulation process of the 2011–2012 National Nutrition
and Physical Activity Health Survey (NNPAS) data. ACAES: Australian Child and Adolescent
Figure 1. Flow chart describing data manipulation process of the 2011–2012 National Nutrition
Eating Survey.
and Physical Activity Health Survey (NNPAS) data. ACAES: Australian Child and Adolescent
Eating Survey.

After excluding food items consumed by <5% of the 2011–2012 sample, 71 food items remained
for the current comparison. The sweetened drink concentrate called ‘cordial’ was excluded as
consumption was measured differently between the two surveys.
Portion size is defined as the population mean amount of a food or beverage (weight in grams)
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After excluding food items consumed by <5% of the 2011–2012 sample, 71 food items remained for
the current comparison. The sweetened drink concentrate called ‘cordial’ was excluded as consumption
was measured differently between the two surveys.
Portion size is defined as the population mean amount of a food or beverage (weight in grams)
that is consumed during one eating occasion. When an individual consumes the same food or beverage
on two different eating occasions on one day, such as a glass of milk, the mean of these two amounts
on that day are used for that individual.
2.4. Data Analysis
Data analysis was conducted by sex and age category (2–4, 5–8, 9–12, 13–16 years) using STATA
11.2 (StataCorp, College Station, TX, USA). Differences in demographic characteristics were evaluated
using chi-squared or independent t-tests. Median portion sizes for 2007 and 2011–2012 were compared
using Mann–Whitney U tests (p < 0.05). To correct for multiple testing, a Bonferroni correction was
applied, with p-values multiplied by the maximal number of comparisons (n = 71).
3. Results
The sample included 7349 children aged 2–16 years from ANCNPAS (n = 4801) and NNPAS
(n = 2548). Supplementary Table S2 summarises their demographic characteristics. The mean age of
children between 2–4 years was significantly higher in 2011–2012 compared to 2007, while children
aged 5–8 years were significantly younger in 2011–2012. The proportion of children in the different
age groups did not differ significantly. In all age groups, the body mass index (BMI) status differed
significantly between 2007 and 2011–2012, with a lower proportion being of normal weight in 2011–2012.
However, the proportion of children with an unknown weight status reported increased substantially
in 2011–2012. This is explained by a change in methodology between the two surveys: while both
surveys took anthropometric measurements on a voluntary basis, the 2011–2012 survey did not collect
self-reported height and weight. In the two lowest age groups, a higher proportion of 2011–2012
intakes were reported as being unusual compared to 2007. In all age groups, mean daily energy intake
decreased significantly (p < 0.05) between 2007 and 2011–2012.
3.1. Portion Size Outcomes
For each age category, a total number of 57 foods (2–4-year-olds), 60 foods (5–8-year-olds),
64 foods (9–12-year-olds), and 57 foods (13–16-year-olds) were analysed (see Supplementary Table S3).
Irrespective of gender, of all food portion size comparisons analysed, portion size for 77% (n = 185) had
not changed significantly, while for 23% (n = 54) there was a significant change. Portion size of 15%
(n = 36) of the foods had significantly increased, with significant reductions observed for 8% (n = 18).
Supplementary Table S4 shows all foods for which portion size was found to change significantly
between 2007 and 2011–2012. Irrespective of gender, in the 9–12 age category, a larger number of
significant changes was observed compared to other age categories. The portion size of meat-based
items increased across most age groups, with plain meat and sausages significantly greater in all age
groups. For all children, the portion sizes of mince dishes and mixed chicken dishes increased by 106%
and 96%, respectively. Water intake increased by 50–150 mL. Foods that significantly increased across
the entire child population, and in at least half of the subgroups were fruit juice, pasta, and carrots.
The portion size of bacon or ham, hot chips and tomatoes significantly decreased across the whole
group and in more than half of the subgroups.
The portion size of 37 food items did not change significantly across the whole group or in
any of the population subgroups. Packaged foods and several vegetables and fruits which were
consumed in small portion sizes, i.e., an amount less than national intake recommendations in 2007
were in this category. In addition to the observed changes in portion size, the percentage of children
consuming specific vegetables and fruits decreased between 2007 and 2011–2012. In 2011–2012 a much
smaller number of vegetables was consumed by at least five percent of the sample, which resulted
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in a relatively large number of vegetables being excluded from the current analysis (Supplementary
Tables S4 and S5).
Supplementary Table S3 shows the portion size (grams) changes between ANCNPAS 2007 and
the NNPAS 2011–2012 and Supplementary Table S6 depicts the Percentage of Australian children
consuming selected ACAES food categories, in the 2007 ANCNPAS and the 2011–2012 NNPAS.
4. Discussion
The current study investigated changes in portion size between 2007 and 2011–2012 of foods
commonly consumed by Australian children aged 2–16 years. Although no definite conclusions
can be drawn when comparing the changes found in the 1995–2007 analysis with those of the
2007–2011/12 analysis, given each covers a different timeframe, the current analysis provides a
useful overview of recent trends in portion size relative to past analyses.
The change in median portion size of items varied by age, sex, and food groups. While the portion
sizes of many meat-based dishes increased, the change in portion size for many vegetables and fruits
was relatively small.
Between 2007 and 2011–2012, the portion size of a larger percentage of the foods evaluated had
not significantly changed, compared to the 1995–2007 analysis (77% versus 61%). Additionally, in the
1995–2007 analysis, the portion size of a larger proportion of the foods evaluated had significantly
decreased (i.e., 24%) compared to the foods evaluated in the current analysis (i.e., 8%).
The disparity between portion size of many meat-based main meal items and recommended
daily intake warrants further evaluation, especially for young children (4–7 years) where the AGHE
recommendation is 0.5–1 serving from the meat group per day [26]. This is important as dietary
patterns are reported to track from childhood to adulthood [27]. While meat is an important source of
iron, zinc, vitamin B12, and protein for adults, excessive intakes have been linked to higher risk of
conditions such as colorectal cancer [28] and breast cancer [29–31].
While portion sizes of main meals prepared outside home have increased greatly [32], the current
study did not make a distinction between meals prepared at home versus those consumed outside the
home. However, considering this increase in meals consumed away from home [4,33], this may have
contributed to an increase in reported portion sizes of both meat-based meals and pizza. Increases in
portion sizes of pizza have also been observed by others [10].
The Australian Dietary Guidelines recommend consumption of a wide variety of vegetables and
fruit [34]. Compared to 2007, a smaller variety of vegetables was consumed in 2011–2012. The total
number of different vegetables consumed by at least 5% of the children in any age groups was 16 in
2007 and 10 in 2011–2012, see Supplementary Tables S3 and S4. The variety in (seasonal) fruits did
not differ between 2007 and 2011–2012. Additionally, the absolute portion size of many vegetables
remains small, with the portion size commonly much smaller than the recommended serving size
of 75 g (vegetable) and 150 g (fruit) specified in the AGHE [26]. This has important implications for
promotion not only of healthy core foods, but for the proportion and variety of core foods served
within meals.
In the 1995–2007 comparison, it is suggested that the portion size of several energy-dense,
nutrient-poor, and packaged foods had decreased as the result of downsizing within packaged foods
sold through Australian supermarkets [20]. Further reductions were not evident based on the results
of the current comparison. Since 2007, the portion size of many energy-dense packaged foods has
remained stable in all population subgroups (e.g., muesli bars, potato crisps, chocolate), or increased
either in the whole sample or in at least one population subgroup (e.g., flavoured milk, cakes, full-fat
salad dressing). One exception was for bacon, with smaller portion sizes reported in most subgroups.
One explanation for stability of portion sizes could be that packages of many processed foods have
not changed substantially since 2007, or only very recently, i.e., for several soft drinks [35]. Although
some chocolate products were markedly downsized in 2009 [35], reported portion sizes of chocolate
remained relatively stable.
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Despite the portion sizes remaining stable since 2007, a reduction in energy intake across all
age groups was observed between 2007 and 2011–2012. Issues thought to contribute to this include
differences in response rates observed in 2007 versus 2011–2012 (40% and 77%, respectively) which
may have confounded misreporting bias, particularly impacting on patterns of under-reporting over
time. Low Energy Reporters (LER) can be identified by comparing a person’s Basal Metabolic Rate
and their reported energy intake, applying Goldberg cut-off values to determine whether the reported
energy intake is plausible. It was found that between 1995 and 2011–2012, the prevalence of LER
increased, as reported in the Australian Health Survey: User’s Guide, 2011–13 [22]. This was thought
to explain the significant 500 kJ/day decrease in reported mean daily energy intake reported in relation
to portion size changes in Australian adults between 1995 and 2011–2012 [36]. While these changes in
patterns of under-reporting could partly explain the observed decrease in energy intake in the current
analysis, the Goldberg cut-off is not applicable to children aged <10 years.
Young and Nestle (2002) [4] examined foods that were representative of food categories that
contribute the most to daily energy intake (e.g., cakes, sodas, steak) and found that the portion sizes
of many products had increased over time. However, this increase is too complex to interpret at the
population level, as the magnitude of changes may not only depend on age, sex, and type of food
consumed. Other factors, including socio-economic status, country-specific marketing and serving
size labelling regulations, and decisions of food producers or restaurant chains are likely to also play a
role [37,38]. Many foods and beverages are heavily marketed to children [11]. Proportional downsizing
of palatable energy-dense foods may stimulate preferences for smaller portion sizes. Additionally,
encouraging the consumption of foods with a lower energy-density, such as fruits and vegetables may
increase intakes of these foods while maintaining satiety [39]. Such initiatives may eventually influence
total food consumption, energy intake, or overall diet quality [7,8,39]. Combining such strategies with
other interventions targeting overweight and obesity in children is important, as recent analyses have
predicted a continued rise in population BMI resulting in one-third of children and adolescents aged
between 5–19 years being overweight or obese by 2025 [40].
The current study has some limitations that should be noted. This includes limitations within the
national health survey dataset and the 24-h recalls, where the portion sizes were estimated rather than
weighed which may have impacted on accuracy. This has previously been described elsewhere [41,42].
Misreporting can occur and results should be interpreted with caution, particularly where interquartile
ranges were large, for example in the reported portion size of water. A larger proportion of the
2011–2012 NNPAS children had a weight listed as ‘unknown’, hence the actual number of children
categorized as underweight, normal, overweight, or obese may be misrepresented and therefore the
results should be interpreted with caution before generalising to the Australian child population.
Further, the food categorisation between years may have differed slightly due to updates within the
national food database, new food product codes and changes in product variety. However, decisions
in the current analysis related to specific food categories were aligned with the 1995 and 2007 foods
included in Supplementary Table S1 with no major differences between food categories over that time.
Strengths of the current study include use of data from a large nationally representative sample.
The methods used to measure dietary intake in 2007 and 2011–2012 were very similar, with 24-h recalls
providing reliable estimates of group level intake [43]. In addition, the use of the AMPM to standardize
the data collection procedure and the use of portion size aids to assist with the recall of consumption
were used [24].
In summary, changes in portion size of commonly selected foods between 2007 and 2011–2012
varied by age, sex, and food group. Changes were observed for many meat-based items, energy-dense
nutrient-poor foods, breads and cereals and some vegetables and fruits. However, the variety and
portion size of many vegetables and fruits remained low. The current findings support the need for
strategies to increase intakes of nutrient-dense core foods and reduce energy-dense, nutrient-poor food
items in children. Potential relationships between portion size and weight status in children in future
longitudinal or intervention studies is also warranted.

Children 2017, 4, 69

7 of 9

Supplementary Materials: The following are available online at www.mdpi.com/2227-9067/4/8/69/S1. Table S1:
Categorisation of NNS 1995, ANCNPAS 2007 and NNPAS 2011–2012 foods, Table S2: Basic demographic data of
participants of the 2007 ANCNPAS and the 2011–2012 NNPAS, Table S3: portion size (grams) changes between
ANCNPAS 2007 and the NNPAS 2011–2012, Table S4: Significant changes in the portion size of ACAES items
between 2007 and 2011–2012, in the whole sample and for several population groups, Table S5: ACAES items that
were consumed by less than 5 percent of the children in all NNPAS 2011–2012 age groups, Table S6: Percentage of
Australian children consuming selected ACAES food categories, in the 2007 ANCNPAS and the 2011–2012 NNPAS.
Acknowledgments: We thank the Australian Bureau of Statistics for access to the ABS CURF data on which the
findings are based.
Author Contributions: J.W., K.C., D.B., and C.C. contributed to the study design and data analysis plan. D.B.
performed statistical analysis under supervision of T.S. and C.C. D.B. drafted the manuscript, with input from
C.C., T.B., K.C., M.R., N.V., T.S., and T.L.B. All authors approved the final version.
Conflicts of Interest: The authors declare no conflict of interest.

References
1.

2.

3.
4.
5.
6.
7.
8.
9.

10.
11.
12.
13.
14.

15.
16.

Australian Bureau of Statistics. Australian Health Survey: Updated Results, 2011–2012. 2014. Available
online: http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4364.0.55.003Chapter12011-2012 (accessed on
5 March 2015).
Perez-Escamilla, R.; Obbagy, J.E.; Altman, J.M.; Essery, E.V.; McGrane, M.M.; Wong, Y.P.; Spahn, J.M.;
Williams, C.L. Dietary energy density and body weight in adults and children: A systematic review. J. Acad.
Nutr. Diet. 2012, 112, 671–684. [CrossRef] [PubMed]
Malik, V.S.; Pan, A.; Willett, W.C.; Hu, F.B. Sugar-sweetened beverages and weight gain in children and
adults: A systematic review and meta-analysis. Am. J. Clin. Nutr. 2013, 98, 1084–1102. [CrossRef] [PubMed]
Young, L.R.; Nestle, M. The contribution of expanding portion sizes to the US obesity epidemic. Am. J.
Public Health 2002, 92, 246–249. [CrossRef] [PubMed]
Ledikwe, J.H.; Ello-Martin, J.A.; Rolls, B.J. Portion sizes and the obesity epidemic. J. Nutr. 2005, 135, 905–909.
[PubMed]
World Health Organisation. Childhood Overweight and Obesity. 2012. Available online: http://www.who.
int/elena/bbc/portion_childhood_obesity/en/ (accessed on 5 February 2015).
Rolls, B.J. What is the role of portion control in weight management? Int. J. Obes. 2014, 38, S1–S8. [CrossRef]
[PubMed]
Birch, L.L.; Savage, J.; Fisher, J.O. Right sizing prevention. Food portion size effects on children’s eating and
weight. Appetite 2014, 88, 11–16. [CrossRef] [PubMed]
McConahy, K.L.; Smiciklas-Wright, H.; Birch, L.L.; Mitchell, D.C.; Picciano, M.F. Food portions are positively
related to energy intake and body weight in early childhood. J. Pediatr. 2002, 140, 340–347. [CrossRef]
[PubMed]
Piernas, C.; Popkin, B.M. Food portion patterns and trends among, U.S. children and the relationship to total
eating occasion size, 1977–2006. J. Nutr. 2011, 141, 1159–1164. [CrossRef] [PubMed]
Chandon, P.W.B. Is food marketing making us fat? A multi-disciplinary review. Found. Trends Mark. 2011, 5,
1–86. [CrossRef]
Zlatevska, N.D.C.; Holden, S.S. Sizing up the effect of portion size on consumption: A meta-analytic review.
J. Mark. 2014, 78, 140–154. [CrossRef]
Steenhuis, I.; Vermeer, W. Portion size: Review and framework for interventions. Int. J. Behav. Nutr. Phys. Act.
2009, 6, 58. [CrossRef] [PubMed]
Small, L.; Lane, H.; Vaughan, L.; Melnyk, B.; McBurnett, D. A systematic review of the evidence: The effects
of portion size manipulation with children and portion education/training interventions on dietary intake
with adults. Worldviews Evid. Based Nurs. 2013, 10, 69–81. [CrossRef] [PubMed]
McConahy, K.L.; Smiciklas-Wright, H.; Mitchell, D.C.; Picciano, M.F. Portion size of common foods predicts
energy intake among preschool-aged children. J. Am. Diet. Assoc. 2004, 104, 975–979. [CrossRef] [PubMed]
Kerr, M.A.; Rennie, K.L.; McCaffrey, T.A.; Wallace, J.M.W.; Hannon-Fletcher, M.P.; Livingstone, M.B.E.
Snacking patterns among adolescents: A comparison of type, frequency and portion size between Britain in
1997 and Northern Ireland in 2005. Br. J. Nutr. 2009, 101, 122–131. [CrossRef] [PubMed]

Children 2017, 4, 69

17.
18.
19.
20.
21.
22.
23.

24.
25.

26.
27.

28.
29.
30.
31.
32.
33.
34.
35.
36.

37.
38.
39.
40.
41.

8 of 9

Nielsen, S.J.; Popkin, B.M. Patterns and trends in food portion sizes, 1977–1998. J. Am. Med. Assoc. 2003, 289,
450–453. [CrossRef]
Nielsen, S.J.; Popkin, B.M. Changes in beverage intake between 1977 and 2001. Am. J. Prev. Med. 2004, 27,
205–210. [CrossRef] [PubMed]
Vermeer, W.M.S.I.; Poelman, M.P. Small, medium, large or supersize? The development and evaluation of
interventions targeted at portion size. Int. J. Obes. 2014, 38, S13–S18. [CrossRef] [PubMed]
Collins, K.; Watson, J.; Collins, C. Food and beverage portion sizes in Australian children: A secondary
analysis of 1995 and 2007 national data. BMC Public Health 2014, 14, 517. [CrossRef] [PubMed]
Australian Bureau of Statistics. Australian National Children’s Nutrition and Physical Activity Survey, Canberra
(Aust): BASIC CURF [CD-ROM] version 2007. 2007.
Australian Bureau of Statistics. Australian Health Survey: Users’ Guide, 2011–13. 2015. Available online:
http://www.abs.gov.au/ausstats/abs@.nsf/mf/4363.0.55.001 (accessed on 5 March 2015).
Department of Health and Ageing. Australian National Childrens Nutrition and Physical Activity Survey—User’s
Guide; Commonwealth Government of Australia: Canberra, Australia, 2007. Available online: http://www.
health.gov.au/internet/main/publishing.nsf/Content/phd-nutrition-childrens-survey-userguide (accessed
on 5 March 2015).
Bliss, R. Researchers produce innovation in dietary recall. Agric. Res. 2004, 52, 10–12.
Watson, J.F.; Collins, C.E.; Sibbritt, D.W.; Dibley, M.J.; Garg, M.L. Reproducibility and comparative validity
of a food frequency questionnaire for Australian children and adolescents. Int. J. Behav. Nutr. Phys. Act. 2011,
6, 62. [CrossRef] [PubMed]
Kellett, E.S.A.; Schmerlaib, Y. The Australian Guide to Healthy Eating; Australian Government Department of
Health and Ageing: Canberra, Australia, 1998.
Mikkilä, V.R.L.; Raitakari, O.T.; Pietinen, P.; Viikari, J. Consistent dietary patterns identified from childhood
to adulthood: The cardiovascular risk in Young Finns Study. Br. J. Nutr. 2005, 93, 923–931. [CrossRef]
[PubMed]
Carr, P.R.; Walter, V.; Brenner, H.; Hoffmeister, M. Meat subtypes and their association with colorectal cancer:
Systematic review and meta-analysis. Int. J. Cancer 2016, 138, 293–302. [CrossRef] [PubMed]
Armstrong, B.; Doll, R. Environmental factors and cancer incidence and mortality in different countries, with
special reference to dietary practices. Int. J. Cancer 1975, 15, 617–631. [CrossRef] [PubMed]
Carroll, K.K.B.L. Dietary fat and mammary carcinogenesis. Nutr. Cancer 1985, 6, 254–259. [CrossRef]
Rose, D.P.; Boyar, A.P.; Wynder, E.L. International comparisons of mortality rates for cancer of the breast,
ovary, prostate, and colon, and per capita food consumption. Cancer 1986, 58, 2363–2371. [CrossRef]
Young, L.R.; Nestle, M. Reducing portion sizes to prevent obesity: A call to action. Am. J. Prev. Med. 2012, 43,
565–568. [CrossRef] [PubMed]
Baur, L.A. Child and adolescent obesity in the 21st century: An Australian perspective. Asia Pac. J. Clin. Nutr.
2002, 11, S524–S528. [CrossRef] [PubMed]
National Health and Medical Research Council. Australian Dietary Guidelines 2013. Available online:
https://www.nhmrc.gov.au/guidelines-publications/n55 (accessed on 22 March 2015).
Moreno, L.A.; Rodríguez, G. Dietary risk factors for development of childhood obesity. Curr. Opin. Clin.
Nutr. Metab. Care 2007, 10, 336–341. [CrossRef] [PubMed]
Zheng, M.; Rangan, A.; Meertens, B.; Wu, J.H.Y. Changes in typical portion sizes of commonly consumed
discretionary foods among Australian adults from 1995 to 2011–2012. Nutrients 2017, 9, 577. [CrossRef]
[PubMed]
Benton, D. Portion size: What we know and what we need to know. Crit. Rev. Food Sci. Nutr. 2013, 55,
988–1004. [CrossRef] [PubMed]
Watson, W.L.; Kury, A.; Wellard, L.; Hughes, C.; Dunford, E.; Chapman, K. Variations in serving sizes of
Australian snack foods and confectionery. Appetite 2015, 96, 32–37. [CrossRef] [PubMed]
Ello-Martin, J.A.; Ledikwe, J.H.; Rolls, B.J. The influence of food portion size and energy density on energy
intake: Implications for weight management. Am. J. Clin. Nutr. 2005, 82, 236S–241S. [PubMed]
Haby, M.M.; Markwick, A.; Peeters, A.; Shaw, J.; Vos, T. Future predictions of body mass index and
overweight prevalence in Australia, 2005–2025. Health Promot. Int. 2012, 27, 250–260. [CrossRef] [PubMed]
Willet, W. Nutritional Epidemiology, 3rd ed.; Oxford University Press: New York, NY, USA, 2013.

Children 2017, 4, 69

42.
43.

9 of 9

Rangan, A.M.; Kwan, J.S.L.; Louie, J.C.Y.; Flood, V.M.; Gill, T.P. Changes in core food intake among Australian
children between 1995 and 2007. Eur. J. Clin. Nutr. 2011, 65, 1201–1210. [CrossRef] [PubMed]
Australasian Child & Adolescent Obesity Research Network. Available online: http://www.acaorn.org.au/
streams/nutrition/assessment-methods/24hr-recall.php (accessed on 8 March 2015).
© 2017 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

