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Abstract Background: Obesity among children, adolescents and adults has emerged as one of the most serious public health 
concerns in the 21st century. The worldwide prevalence of childhood obesity has increased strikingly over the past 3 
decades. Aims and Objectives: To Study Clinical profile of children with Obesity at tertiary health care centre. 
Methodology: This was a cross sectional study carried out in the Children and adolescents at tertiary health care centre 
during the one year period i.e. March 2017 to March 2018, so in the one year period there were 80 patients diagnosed 
with obesity by Body Mass Index (BMI) Growth charts. The data was entered to excel sheets and analyzed by Excel 
software for windows 10. Result: The average age of the children was 10.22 ± 3.62 Yrs. and range was 2-20 Yrs. The 
majority of the patients were males i.e. 51.25% and females were 48.75%. The most common complains of patient were 
Excess weight gain in 97.5%, GERD in 28.75%, Indigestion in 21.25%, Constipation in 18.75%, Shortness breath in 
11.25%, C/o Stretch marks on abdomen in 10%, Small penis specially in adolescent boys was 3.75%, Amenorrhea in 
2.5%. The most common cause of obesity was Exogenous Obesity with Insulin resistance in 72.5%, Exogenous Obesity 
in 11.25%, Apparently healthy individuals were 7.5 %, Exogenous Obesity+ Insulin resistance+PCOD in 2.5%, 
Exogenous Obesity+ Insulin resistance+ +PCOD+ Vit.D Def in 1.25%, Exogenous Obesity+ Insulin resistance+ +PCOD 
in 1.25%, Exogenous Obesity+ Insulin resistance+Vit.D def. in 1.25%, Pradder willi syndrome in 1.25%, Infantile 
syndrome in 1.25% Conclusion: It can be concluded from our study that the most common complains of patient were 
Excess weight gain, GERD, Indigestion, Constipation. The most common cause of obesity was Exogenous Obesity with 
Insulin resistance, PCOD, Vit.D Deficiency in combination. 
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INTRODUCTION 
Obesity among children, adolescents and adults has 
emerged as one of the most serious public health concerns 
in the 21st century. The worldwide prevalence of 
childhood obesity has increased strikingly over the past 3 
decades1. Obesity is a multifactorial condition and has 
also been described as a phenotype of numerous 
pathologies1,2.Over the past three decades, the prevalence 

of obesity among children and adolescents in most 
developed countries, and more recently in developing 
countries, has significantly increased3,4. In 2010, World 
Health Organization (WHO) estimated that 43 million 
preschool-aged children (that is 35 million in the 
developing world) were overweight or obese, and the 
worldwide prevalence has risen from 4.2% (95% CI 3.2–
5.2%) in 1990 to 6.7% (95% CI 5.6–7.7%) in 20105. In a 
2010 systematic review, it has been shown that the 
prevalence of overweight and obesity in children and 
adolescents in Western Europe, the USA, Japan and 
Australia reached a plateau, although many developing 
countries are still encountered with a rising prevalence 
rate6. Based on an Iranian national survey in 2007, the 
prevalence of overweight and obesity in school age 
children was 10.1% and 4.79% respectively, according to 
the national cut-offs7. In another study in 2011, the 
prevalence of overweight and obesity among Iranian 
school children was 9.27% and 3.22% respectively8. 
Mirhosseini et al in 2012, reported prevalence of 
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overweight and obesity in adolescent Iranian girls, 14.6% 
and 3.4% respectively9. Not only is obesity the most 
common cause of insulin resistance in children, but also it 
is related to dyslipidemia, type 2 diabetes, and long-term 
vascular complications10. In one study about 
cardiovascular risk factors and body fat distribution in 
Iranian girls, adiposity, particularly truncal adiposity, was 
related to metabolic problems such as blood pressure and 
triglyceride abnormalities and consequently 
cardiovascular problems9. As we know during recent 
years, the prevalence of these chronic diseases has 
increased among children11. On the other hand, the risk of 
morbidity from coronary artery disease and arthritis in 
adulthood is higher in overweight adolescents, even if 
they have normal weight as adults12. In addition, 
childhood obesity increases the same risk in 
adulthood13 and as obese parents would reproduce 
overweight offspring, these children will become parents 
to overweight children consecutively14 So we have 
studied the clinical profile of the patients with childhood 
obesity at tertiary health care centre. 
 
METHODOLOGY 
This was a cross sectional study carried out in the 
Children and adolescents at tertiary health care centre 
during the one year period i.e. March 2017 to March 
2018, so in the one year period there were 80 patients 
diagnosed with obesity by Body Mass Index (BMI) 
Growth charts provided by WHO with respect to age and 
sex was utilized for inclusion of the individuals. All the 
patients or their parents were asked regarding age, 
complains, all of them undergone all routine 
hematological , biochemical testing like CBC , Lipid 
profile special investigations for Insulin resistance like 
HBA1C, HOMA-R, Random blood sugar, OGTT(Oral 
Glucose Tolerance Test) or any other test if required was 
done. The data was entered to excel sheets and analyzed 
by Excel software for windows 10.  
 

RESULT 
Table 1: Distribution of the patients as per the age 

Age   Mean ±SD (Yrs.) Range (Yrs.)  
  10.22 ± 3.62  2-20  

The average age of the children was 10.22 ± 3.62 Yrs. 
and range was 2-20 Yrs.   

Table 2: Distribution of the patients as per the sex 
Sex No.  Percentage (%)  
Male 41 51.25 
Female  39 48.75 
Total  80 100 

The majority of the patients were males i.e. 51.25% and 
females were 48.75% 

 
 

Table 3: Distribution of the patients as per the clinical features 
Clinical feature No. Percentage (%) 

Excess weight gain 78 97.5 
GERD 23 28.75 

Indigestion 17 21.25 
Constipation 15 18.75 

Shortness breath 9 11.25 
C/o Stretch marks on abdomen 8 10 

Small penis 3 3.75 
Amenorrhea 2 2.5 

The most common complains of patient were Excess 
weight gain in 97.5%, GERD in 28.75%, Indigestion in 
21.25%, Constipation in 18.75%, Shortness breath in 
11.25%, C/o Stretch marks on abdomen in 10%, Small 
penis specially in adolescent boys was 3.75%, 
Amenorrhea in 2.5%.  
 

Table 4: Distribution of the patients as per the Final diagnosis 
Final diagnosis No. Percentage (%) 

Exogenous Obesity with Insulin 
resistance 58 72.5 

Exogenous Obesity 9 11.25 
Apparently healthy 6 7.5 

Exogenous Obesity+ Insulin 
resistance+PCOD 2 2.5 

Exogenous Obesity+ Insulin resistance+ 
+PCOD+ Vit.D Def 1 1.25 

Exogenous Obesity+ Insulin resistance+ 
+PCOD 1 1.25 

Exogenous Obesity+ Insulin 
resistance+Vit.D def 1 1.25 

Pradder willi syndrome 1 1.25 
Infantile syndrome 1 1.25 

Total 80 100.00 
The most common cause of obesity was Exogenous 
Obesity with Insulin resistance in 72.5%, Exogenous 
Obesity in 11.25%, Apparently healthy individuals were 
7.5 %, Exogenous Obesity+ Insulin resistance+PCOD in 
2.5%, Exogenous Obesity+ Insulin resistance+ +PCOD+ 
Vit.D Def in 1.25%, Exogenous Obesity+ Insulin 
resistance+ +PCOD in 1.25%, Exogenous Obesity+ 
Insulin resistance+Vit.D def. in 1.25%, Pradder willi 
syndrome in 1.25%, Infantile syndrome in 1.25%  
 
DISCUSSION 
A number of factors contribute to pediatric or childhood 
obesity. These can be divided into genetic, behavioral and 
environmental factors. Genetic factors stem from the 
genes of parents, frequently leading to children becoming 
overweight15. Behavioral factors include food 
consumption and drinking of high-calorie sugar-
sweetened beverages that are of low nutritional value, 
which are readily available for children. Consumption of 
the latter in particular has been associated with obesity15. 
Lack of physical activity also contributes to obesity. 
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Children spend a large amount of time using technology 
such as cell phones, television, computers or video 
games. On average, children of 8–18 years spend 7.5 h 
per day using these gadgets and do not participate in 
physical activities and active play15. Concerning 
environmental factors, the home, school, and community 
environments all play an important role in a child's 
development and maintenance of a healthy diet and 
involvement in physical activity. The majority of young 
children are enrolled in schools providing an optimum 
environment whose aim is to reinforce healthy eating and 
physical activity behaviors. When not in school, 
experiences in a child care or home setting continue to 
shape dietary and physical activity behaviors. Another 
crucial factor is the communities in which children reside 
as they provide opportunities for physical activity and 
access to affordable and healthy foods. Obese children are 
more likely to become overweight in adulthood than 
healthy-weight children. This increase in weight 
constitutes a health risk later in life when, as adults, they 
present with problems such as heart disease, diabetes 
(type 2), stroke, various types of cancer and 
osteoarthritis15. In addition, obese children are more 
likely to have cardiovascular risk factors such as high 
cholesterol or high blood pressure, and are more likely to 
have pre-diabetes, which places them at a high risk for 
developing diabetes later in life15.Thus maintaining a 
healthy diet and involvement in physical activity are 
important for preventing obesity and other diseases. The 
rise in the consumption of convenience foods by children 
and adolescents in many nations has a particular 
relevance to the childhood obesity epidemic16. 
Convenience foods incorporate all of the potentially 
adverse dietary factors, including saturated and trans fats, 
a high glycemic index, high energy density and 
increasingly large portions of food. Convenience foods 
are usually low in fiber, micronutrients and antioxidants 
and contain dietary components that affect risk of heart 
diseases, cardiovascular events and diabetes in children. 
There is an association between the consumption of 
convenience foods and total energy intake or body weight 
in adolescents and adults17. Adolescent females who 
consumed convenience foods four times a week or more 
consume ~770–1095 kJ (~185–260 kcal) per day more 
than those who did not consume such food17. Parent-child 
interactions and the home environment may affect 
behavior associated with risk of obesity. Family life has 
changed over the past two decades, with lifestyle habits 
tending towards dining out and greater access to various 
forms of technology, including television, than previous 
years. Owing to larger portions of energy dense foods 
being served at restaurants, energy intake is greater when 
meals are consumed in restaurants compared to 

homemade meals. In addition, unlimited access to 
television has increased the period spent watching by 38 
min per day (27). By contrast, family meals seem to 
decrease time spent on television watching and improve 
the quality of the diet as less saturated and trans fat, less 
fried food, lower glycemic load, more fiber, fewer 
sweetened beverages, and more fruits and vegetables are 
consumed18. Moreover, social support from parents and 
other community members correlates strongly with 
participation in physical activity19. In our study we have 
found The average age of the children was 10.22 ± 3.62 
Yrs. and range was 2-20 Yrs. majority of the patients 
were males i.e. 51.25% and females were 48.75% The 
most common complains of patient were Excess weight 
gain in 97.5%, GERD in 28.75%, Indigestion in 21.25%, 
Constipation in 18.75%, Shortness breath in 11.25%, C/o 
Stretch marks on abdomen in 10%, Small penis specially 
in adolescent boys was 3.75%, Amenorrhea in 2.5%. The 
most common cause of obesity was Exogenous Obesity 
with Insulin resistance in 72.5%, Exogenous Obesity in 
11.25%, Apparently healthy individuals were 7.5 %, 
Exogenous Obesity+ Insulin resistance+PCOD in 2.5%, 
Exogenous Obesity+ Insulin resistance+ +PCOD+ Vit.D 
Def in 1.25%, Exogenous Obesity+ Insulin resistance+ 
+PCOD in 1.25%, Exogenous Obesity+ Insulin 
resistance+Vit.D def. in 1.25%, Pradder willi syndrome in 
1.25%, Infantile syndrome in 1.25% These findings are 
similar to 20 The symptoms in children may vary but 
some of the most common include: Appearance: stretch 
marks on hips and abdomen; dark, velvety skin (known as 
acanthosis nigricans) around the neck and in other areas; 
fatty tissue deposition in breast area (an especially 
troublesome issue for boys), Psychological: teasing and 
abuse; poor self-esteem; eating disorders Pulmonary: 
shortness of breath when physically active; sleep apnea, 
Gastroenterological: constipation, gastroesophageal 
reflux, Reproductive: early puberty and irregular 
menstrual cycles in girls; delayed puberty in boys; 
genitals may appear disproportionately small in males20 

 

CONCLUSION 
 It can be concluded from our study that The most 
common complains of patient were Excess weight gain, 
GERD, Indigestion, Constipation. The most common 
cause of obesity was Exogenous Obesity with Insulin 
resistance, PCOD, Vit.D Deficiency in combination.  
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