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Abstract: Over the last several decades, juvenile obesity has become a far more common problem worldwide. Since childhood
obesity accounts for the bulk of obesity in adults, paediatricians should be concerned about it and should implement treatments
during this time. Obesity has a number of negative effects on children, including insulin resistance type 2 diabetes, cholesterol,
polycystic ovary syndrome, pulmonary and orthopaedic illnesses, and psychological issues. It is also linked to higher morbidity
and mortality in adulthood. Obesity is a condition that is influenced by both hereditary and environmental factors. Since there
are few effective treatments for this condition, obesity prevention is essential. To safeguard youngsters, food control and
exercise must be promoted,encouraged, and given top priority.
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INTRODUCTION

Every person aspires to have healthy kids who will live long lives and become healthy adults. The
cornerstone for a healthy adult life is a good childhood. Childhood habits have a long-term effect on one's
health and happiness. To foster healthy behaviours for optimum health, parents, families, communities, and

society all have a duty.1 Due to the fact that many unique adult health issues have their roots in childhood,
it is obvious that in many nations this goal may not be realised for a number of years. "Childhood Obesity"
is one of these health issues. Every mother desires to have plump children. As a result, obesity is now the
most prevalent and significant nutritional disease among children. Many moms think that children will
eventually shed the puppy fat they had as young children. The risk of adult obesity, however, seems to be

higher among children who are fat before the age of five.2-5

Regardless of age, sex, or ethnicity, childhood obesity is a global epidemic that transcends geographical
and economic boundaries. It also affects all socioeconomic levels. It has become an epidemic not just in
affluent nations but also in emerging nations like India that are going through a fast epidemiological

transformation.6

Obesity has recently emerged as one of the most prevalent nutritional illnesses in the world, approximating
a pandemic and also being dubbed the disease of the 21st century that threatens the profitability of

providing basic healthcare.7 Globally, the incidence of childhood obesity is rising quickly. In the last 30
years, childhood obesity has increased by a factor of three. Currently, there is an epidemic-like rise in the
prevalence of obesity and overweight children and adolescents that has affected, globally, 20–25 percent of
children and 45–50 percent of teenagers9. Previously thought to be the curse of wealthy western nations, it
has already reached pandemic proportions in China and India as well. India and other developing nations
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find themselves in the odd circumstance of having to cope with both extremes of the nutritional problem

continuum. On the one hand, the pandemic of malnutrition has long been popular.8

It has been shown that the foetal stage and the first few months of life are crucial for the child's future
development. It has been shown that nutrition is significant as a tendency for lower and accelerated
deposition of fats leading to obesity throughout these early phases of 3 development, which include the
impacts of nursing and weaning. The export of the western way of life, together with inappropriate diets
and low levels of physical activity, seem to pose a serious threat to the population growth that many

nations would want to see. Fast food and sugar-laden soft drinks were discovered to be important.9

Effective intervention on the suggested idea of food and physical activity inside the family, school, and
community setting from a young age was shown to be important in Europe, Asia, and the Pacific nations
where sedentary lifestyle was on the rise.

The teenage years are a key time for development. Physical changes include development, the beginning of
females' menarche, a rise in muscle and fat mass, and higher-than-average nutritional requirements all occur
during this time. The key factor believed to be driving the pandemic is urbanisation, which has a
tremendous influence on socioeconomic level, lifestyle, and the globalisation of food markets. Additionally,
societal elements including shifting dietary customs and attitudes toward food also have a role in the

prevalence and occurrence of obesity. Obese or very overweight people run a number of risks.10

There is now strong evidence that fat is a multi-factorial illness, with genetic, demographic, and lifestyle
factors all contributing. Age, race, and gender are inborn characteristics that can't be changed, and neither

can family history of obesity. Lifestyle factors that contribute to obesity are typically reversible.11 In fact,
prior studies have indicated that bad eating habits and inactivity, as well as sedentary behaviour, are all
contributing factors to juvenile obesity. Studies have shown that various lifestyle variables, such as soda
intake or computer usage, are linked to childhood obesity. Adolescents' BMI was shown to be linked to

bad eating habits and inactivity, according to data on lifestyle variables connected with obesity.12-15

Weight gain and obesity are both caused by an imbalance in calorie intake and calorie expenditure.
Because of sedentary jobs, changing transportation modes, and rising urbanisation, there has been a
worldwide rise of energy-dense meals that are rich in fat and an increase in physical inactivity.

Overweight and obese children are typically the consequence of environmental and sociological shifts, as
well as the absence of supporting policies in areas such as health, agriculture, transportation, urban
planning, environment, food processing/distribution/marketing/education. Marketing and the price of food
and drink may have an especially negative impact on children. Obesity in children is clearly linked to the
marketing of harmful foods and beverages to youngsters. Energy-rich, nutrition deficient meals are also

readily available at a cheap cost.16

Infants who are exclusively breastfed during the first six months of life are less likely to become
overweight or obese. Continuous sleep deprivation makes the brain more sensitive to food odours,
according to a research by the Cognitive Neuroscience Society (2017). As a result, they're more prone to

nibble on junk food.17-18
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According to Dr.Choubey, 60 per cent of instances of obesity are caused by bad dietary habits, and cases
in the 11-18-year-old age bracket have climbed by 15 to 20 percent in recent years

According to a recent study by Professor Dolton in the United Kingdom, 35-40 percent of the world's

youngsters are obese because of their parents.19

Childhood obesity is linked to a variety of family behaviours that have changed considerably over the last
several decades, including the decline in breastfeeding and the rise in the use of newborn formula. As
technological items such as televisions and video games keep kids cooped up indoors, less of them go
outdoors to play. School-age children are being driven to school by their parents rather of walking or
bicycling to a bus stop or straight to school. Children's pester power, their capacity to persuade adults to do
what they want, rises as family size decreases. Because of this, they may more easily get their hands on
high-calorie treats like candy and soda. Childhood obesity rates are influenced by the social setting of

family mealtimes.20-21

Childhood obesity has been exacerbated in recent decades as a result of quick and dramatic social change.
For both adults and children, eating and physical activity habits are significantly impacted by the social and
physical settings in which they occur. Obesity has been linked to urbanization-related eating habits such as
frequenting fast-food restaurants and consuming disproportionately large servings both at home and at

restaurants.22-24

MATERIAL AND METHODS

Adolescents with Obesity and overweight were found to be 8.88% and 15.1% respectively. The difference
between the two percentages was around 5 percent, with a 95 percent confidence range for predicting the

difference between two proportions.25

Each group must have a minimum sample size of 350 people.

The participants in the research were adolescents between the ages of 13 and 16 who were in the 7th and
11th grades of school. The primary goal of this research is to examine the impact of fitness on adolescents
who are fat or overweight. Adolescence is a time of rapid physical and mental development, making it an
ideal time to do research on adolescents. As the pubertal phase approaches, the fat mass begins to
accumulate and the elements influencing body composition, such as social, cultural, physical, and
environmental, are critical. Any weight gain at this stage in life is associated with a slew of potential health
issues in the future. The greatest way to ensure that children grow up fit and healthy is to target their fitness

and avoid obesity among this specific demographic.26

RESULTS

Choosing a sample size:There was a 5% risk difference and a 95% confidence range for predicting the
difference between the two proportions based on earlier research that found obesity to be 8.88% and
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overweight to be 15.1 percent among teenagers.27

Data was examined using Microsoft Excel and the Graph Pad Prism version 5.0 statistical programme. For
continuous normal data, Mean SD was used, while for continuous non-normal data, Median IQR  was
used. One-way analysis of variance, Bonferroni's multiple comparison test, Kruskal Walli's multiple
comparison test, and Dunn's multiple comparison test were used to compare three sets of data. Unpaired t-
tests were used to compare continuous normal data between two groups, whereas Mann Whitney U tests
were used to compare continuous non-normal data between two groups. This study was deemed

statistically significant because of its low threshold for significance (p0.05).28

Table 1: Compares the age (years) of girls and boys in the obesity, overweight, and normal weight
categories.

Gender Groups N Range Mean SD P-Value

 

 

Boys

Obese 220 13 to 16 14.48 1.01  

 

0.005

Overweight 184 13 to 16 14.49 1.00

Normal 208 13 to 16 14.21 0.83

Girls

Obese 130 13 to 16 14.48 0.95

0.002Overweight 166 13 to 16 14.20 0.91

Normal 142 13 to 16 14.10 0.86

 

Study of the data:The exam by Kruskal Walli.

Conclusion: Obese, overweight, and normally weighted people all had different ages in the study.29

Table 2: There are several comparisons among obese, overweight and normal groups in relation to
age (years) for both girls and boys

Gender
Multiple

Comparisons Mean Difference Significant?
0.05? P < Summary
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Boys

Obese
Overweight vs 0.01 No NS

Obese vs Normal 0.27 Yes *

Overweight
Normal vs 0.28 Yes *

 

 

 

Girls

Obese
Overweight vs 0.27 Yes *

Obese vs Normal 0.38 Yes **

Overweight
Normal vs 0.11 No NS

 

An analysis of data: The multiple comparisons test developed by Dunn and Bonferrini

Conclusion: For the variable age (years), there was a substantial difference between the obese and the

overweight, the obese and the normal, the overweight and the normal.30

Figure 1: The simple mean bar graph for the comparison of obesity, overweight, and normal
subgroups for the variable age (years) in children and adolescents
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Age differences between obese children and normal-weight children are seen in this graph. Obese males
had a mean value of 14.48 and a standard deviation of 1.01. For males, the average value was 14.49 and
the standard deviation was 1.00. The average weight of males was 14.21 pounds, with an SD of 0.83
pounds. Among obese and OW boys, the mean difference was 0.01, whereas the difference between obese
& normal boys was 0.27, and the difference between OW boys & normal boys was 0.28. There was a P-

value of 0.005, which is less than 0.05. In this way, it is clear that the groups differed significantly.31

Obese females had a mean BMI of 14.48 and an SD of 0.95. Overweight (OW) girls had a mean value of
14.28 and a standard deviation of 0.91. Girls with normal weight had a mean of 14.10 pounds and an SD of
0.86 pounds. There was a mean difference of 0.27 between obese and OW, 0.38 between obese and
normal and 0.11 between obese and normal females. The p-value was 0.02 that was less than the 0.05
cutoff point. This demonstrates that the groups of females differed significantly.

CONCLUSION

Children's obesity and serious co-morbidities have epidemic proportions. Since the 1980s, a number of
hereditary and environmental variables have come together, increasing the incidence of obesity. The
involvement of leptin in controlling energy intake and expenditure, as well as hyperinsulinemia and its side
effects, has been recognised as a part of the pathophysiological changes associated with obesity. It is now
recognised that several additional Exicans and anorexics have an impact on the control of food intake.
However, prevention is essential since there are few effective treatments for this illness. Pediatricians and
medical professionals should keep a tight eye out for any signs of rapid weight gain in proportion to linear
development. To safeguard youngsters, food control & increased physical activity should be encouraged,
promoted, & given top priority. Dietary strategies should promote moderation and diversity with the aim of

establishing healthy eating patterns for life. To get insurance to cover the sickness, advocacy is required.32
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