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Ce nu este cunoscut, deocamdata, la subiectul abordat

Factorii de risc ai obezitatii la copii sunt studiati pe larg,
insa impactul acestor factori si interactiunea dintre ei, luand
in consideratie cresterea alarmantd globald a numarului de
copii cu exces al masei corporale, ramane o temad pentru dis-
cutie.

Ipoteza de cercetare

Pe fundalul factorilor eredo-colaterali, un rol important in
aparitia si progresarea excesului masei corporale primare la
copii 1l are factorul familial, dominant din perioada concepti-
onala si primele zile ale vietii copilului.

Noutatea adusa literaturii stiintifice din domeniu.

Articolul elucideaza date privind rolul factorilor de risc
ai obezitatii la copii in perioada de pubertate (factori pre- si
perinatali, socioeconomici, familiali, obiceiuri alimentare si
practicarea activitatii fizice) si date privind impactul acestor
factori In dezvoltarea bolii.

Rezumat

Introducere. Obezitatea a fost atribuita unor factori
diversi, printre care: factorii genetici, de mediu, metabolici, de
comportament, eredo-colaterali, culturali si socioeconomici.
Cresterea alarmanta a numadrului de copii obezi, Inregistrata
in ultimii ani in tarile in curs de dezvoltare, dicteaza necesita-
tea cercetdrii aprofundate a naturii acestei stari.
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What is not known yet, about the topic

Risk factors for obesity in children are widely studied, but
the impact of these factors and the interaction between them,
taking into account the global alarming increase in the num-
ber of children with excess body mass, remains a topic for
discussion.

Research hypothesis

On the basis of heredo-collateral factors, an important role
in the occurrence and progression of excess body mass in
children has the family factor, dominant during the conceptu-
al period and in the early days of the child’s life.

Article’s added novelty on this scientific topic

The article elucidates data on the role of risk factors for
obesity in children during puberty (pre- and perinatal fac-
tors, socio-economic, familial, eating habits and physical ac-
tivity) and data on the impact of these factors on the develop-
ment of the disease.

Abstract

Introduction. Obesity has been attributed to various fac-
tors, including genetic, environmental, metabolic, behavioral,
heredo-collateral, cultural and socioeconomic factors. The
alarming increase in the number of obese children in recent
years in developing countries dictates the need for in-depth
research into the nature of this condition.



Childhood obesity risk factors

Material si metode. in studiu au fost inclusi 246 de copii
cu varste cuprinse intre 10 si 16 ani (varsta medie 12,3+1,6
ani). Conform IMC, toti copiii au fost repartizati in doua lo-
turi: copii normoponderali (n=90) si supraponderali/obezi
(n=156). Copiii si parintii lor au completat un chestionar, care
cuprindea date privind caracteristica medico-sociala a fami-
liei, evaluarea anamnezei obstetrical-ginecologice, precum si
cea pre- si perinatald, anamneza eredo-colaterala (completat
de catre parinti), studierea anchetei alimentare si a activitatii
fizice (completat de catre copii).

Rezultate. Din toti factorii studiati, au predominat: facto-
rii eredo-colaterali - prezenta obezitatii In familie (OR=8,49,
95%CI=4,51 - 15,98), prezenta HTA in familie (OR=1,78,
95%CI=1,06 - 3,01); factorii perinatali - obezitatea mamei in
sarcina (OR=3,97,95%CI=2,10 - 7,51) si fumatul in timpul sar-
cinii (OR=3,46, 95%CI=1,01 - 12,46); factorii primului an de
viata: durata alimentatiei la san pana la 6 luni (OR=3,79, 95%
CI=1,98 - 3,56), precum si diversificarea precoce (OR=1,78,
95%CI=1,05 - 3,02); obiceiuri alimentare - lipsa micului de-
jun (OR=6,45, 95%CI =2,21 - 18,79), alimentatie frecventa de
unul singur (OR=2,13, 95%CI=1,24 - 3,67), consumul de sare
(OR=3,59, 95%CI=1,38 - 9,38) si al produselor de tip fast-fo-
od (OR=2,16, 95%CI=1,12 - 4,14). Nivelul activitatii fizice nu
a prezentat diferente semnificative la copiii supra- si normo-
ponderali, Insa timpul petrecut la calculator / TV mai mult de 3
ore, precum si efectuarea temelor mai mult de 3 ore (OR=1,77,
95%~CI=1,04 - 3,02) zilnic au constituit factori de risc.

Concluzii. Excesul ponderal la adolescent este un rezultat al
interactiunii mai multor factori de risc eredo-colaterali si com-
portamentali. Astfel, profilaxia obezitatii trebuie sa fie inceputa
din perioada preconceptionald, continuata in timpul sarcinii si
din primele zile ale vietii copilului, prin modul sanatos de viata.

Cuvinte cheie: copii, exces ponderal, obezitate, factori de
risc.

Introducere

Prevalenta excesului de greutate la copii si adolescenti este
in crestere 1n tarile dezvoltate (in anul 2013, 23,8% dintre ba-
ieti si 22,6% dintre fete fiind supraponderali/obezi), urmate
de tdrile In curs de dezvoltare (12,9% dintre baieti si 13,4%
dintre fete). Epidemia globald contemporang, determinata de
excesul ponderal al copiilor, cauzeaza multe dezbateri privind
natura acestui fenomen. Actualmente, toti factorii care con-
tribuie la aparitia acestei stdri trebuie abordati intr-un mod
cuprinzator, fiind rezumati In 6 categorii. Primul grup de fac-
tori sunt factorii genetici si biologici (anamneza eredo-colate-
rala, indicele de masa corporala al parintilor, sexul, indltimea,
varsta si rasa). Al doilea grup reprezinta factorii de risc ai
primului an de viatd, cum ar fi modul de nastere si greutatea
la nastere, cresterea in primul an etc. In al treilea grup sunt
inclusi factorii perinatali: comportamentul mamei, adaosul
ponderal si factorii nocivi in timpul sarcinii, alaptarea etc. Cel
de-al patrulea grup reprezinta obiceiurile alimentare in fa-
milie, frecventa meselor, preferintele pentru anumite tipuri
de alimente nesdndtoase, consumul de bauturi dulci, grasimi,
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Material and methods. The study included 246 children
aged between 10 and 16 (mean age 12.3+1.6). According to
BM], all children were divided into two groups: normal (n=90)
and overweight / obese (n=156). The children and their par-
ents completed a questionnaire, which includes data of the
family’s medical and social characteristics, the assessment of
the obstetrical-gynecological anamnesis as well as the pre-
and perinatal anamnesis, the heredo-collateral anamnesis
(completed by the parents), the study of the food survey and
the physical activity (completed by children).

Results. From all the studied factors, predominated:
heredo-collateral antecedents - the presence of obesity in the
family (OR=8.49, 95%CI=4.51 - 15.98), the presence of hy-
pertension in the family (OR=1.78, 95%CI=1.06 - 3.01); peri-
natal factors - mother’s obesity during pregnancy (OR=3.97,
95%CI=2.10 - 7.51) and smoking during pregnancy (OR=3.46,
95%CI=1.01 - 12.46); first year factors: breast feeding under
6 months (OR=3.79,95% CI=1.98 - 3.56) and early food diver-
sification (OR=1.78,95% CI=1.05 - 3.02); eating habits - skip-
ping of breakfast (OR=6.45, 95%CI=2.21 - 18.79), frequent
alone eating (OR=2.13, 95%Cl=1.24 - 3.67), salt consump-
tion (OR=3.59, 95%CI=1.38 - 9.38) and fast food products
(OR=2.16, 95%CI=1.12 - 4.14). The level of physical activity
did not show significant differences in overweight and normal
weight children, but the time spent at the computer / TV more
than 3 hours, as well as doing lessons / homework more than
3 hours (OR=1.77,95%CI=1.04. - 3.01) daily, were considered
risk factors.

Conclusions. Adolescent overweight is a result of the in-
teraction of several heredo-collateral and behavioral risk fac-
tors. Thus, obesity prophylaxis should be started from the
preconception period, continued during pregnancy and early
childhood, through healthy lifestyle.

Key words: children, overweight, obesity, risk factors.

Introduction

Prevalence of overweight in children and adolescents is
increasing in developed countries (in 2013, 23.8% of boys
and 22.6% of girls were overweight / obese), followed by de-
veloping countries (12.9% of boys and 13.4% of girls). The
global epidemic of obesity in children causes many debates
about the nature of this phenomenon. Currently, all the fac-
tors contributing to the emergence of this condition have to be
addressed in a comprehensive manner, being summarized in
6 categories. The first group of factors are genetic and biologi-
cal factors (heredo-collateral anamnesis, parental body mass
index, sex, height, age and race). The second group represents
the risk factors of the first year of life, such as birth weight,
first year weight gain etc. The third group includes perinatal
factors: mother behavior, weight gain, harmful factors during
pregnancy, breastfeeding etc. The fourth group is the fam-
ily eating habits, the frequency of meals, the preferences for
certain types of unhealthy foods, the consumption of sweet
drinks, fats, large portions, the consumption of fast food prod-
ucts etc. The next group refers to physical activity, along with



portii mari, consumul produselor de tip fast-food etc. Urma-
torul grup se referd la activitatea fizica, impreuna cu timpul
petrecut la calculator si in fata televizorului, ocupatii in timpul
liber si durata somnului. Ultimul grup include factorul de me-
diu, care Impiedica sau incurajeaza activitatea fizica si accesul
la alimente sanatoase [1]. Impactul fiecarui factor, corelatiile
dintre ei, precum timpul si modul de actiune, sunt pe larg dis-
cutate, rezultatele, In multe cazuri, fiind controversate.

Scopul studiului actual a fost evaluarea multilaterala a fac-
torilor de risc, ce pot contribui la aparitia excesului de masa
corporala la copii in perioada de pubertate.

Material si metode

In perioada 2013-2016, a fost realizat un studiu retrospec-
tiv, de tip caz-control, care a inclus 246 de copii cu varsta cu-
prinsa intre 10 si 16 ani, media varstei - 12,3+1,6 ani. Toti co-
piii au fost repartizati in doua loturi. Drept criteriu de reparti-
zare al copiilor a servit IMC, calculat cu ajutorul formulei: IMC
= masa corporala (kg)/talia (m?) si apreciat conform varstei si
sexului copilului, respectand criteriile Organizatiei Mondiale a
Sanatatii (OMS). Astfel, copiii cu valorile IMC intre percentilele
5 si 85, au fost considerati normoponderali, copiii percentila
>85 - supraponderali, copiii cu IMC, percentila >95 - obezi.

Aplicand criteriile sus-mentionate, a fost obtinut lotul de
cercetare - 156 de copii cu IMC mai mare de percentila 85
pentru varsta si sex (lotul S); lotul de control - 90 de copii cu
IMC sub percentila 85 pentru varsta si sex (lotul N).

Criterii de includere 1n studiu pentru lotul de baza au fost:
(1) copii cu varsta de la 10 ani pana la 15 ani 11 luni si 29
de zile; (2) lipsa diagnosticului precedent de obezitate secun-
dara in cadrul unor maladii endocrine, genetice, neurologice,
cu manifestari clinice respective si diagnostic confirmat; (3)
acordul parintilor / al tutorelui legitim si al elevilor (de la 14
ani) de participare in studiu.

Criterii de excludere au fost: (1) diagnosticul confirmat de
obezitatea secundara in cadrul unor maladii endocrine, gene-
tice, neurologice, cu manifestari clinice respective; (2) refuzul
parintilor si/sau al elevilor de a participa in studiu.

Participarea in studiu a fost benevol3, in baza consimtaman-
tului informat, semnat de catre parinti/parinti si copii de la var-
sta de 14 ani. Cercetarea a fost aprobata de Comitetul de Eti-
ca a Cercetdrii al Universitatii de Stat de Medicina si Farmacie
,Nicolae Testemitanu” (proces-verbal nr. 16 din 02.04.2014).

Examinarea a inclus aprecierea datelor antropometrice
(talia, masa corporald, IMC, circumferintele corporale), cal-
cularea procentului tesutului adipos prin metoda impedantei
bioelectrice. Chestionarul a cuprins date privind caracteristica
medico-sociala a familiei, evaluarea anamnezei obstetrical-gi-
necologice, pre- si perinatale, anamneza eredo-colaterala, stu-
dierea anchetei alimentare si a activitatii fizice.

Datele au fost introduse in tabelul electronic prin interme-
diul programului Microsoft Excell 2007. Pentru compararea
diferentelor dintre loturi, a fost aplicat testul Fisher, criteriul
(chi-patrat) x* Datele sunt prezentate drept medie si interval
de incredere a mediei de 95%. Pragul de semnificatie a fost
considerat statistic semnificativ la un p<0,05.

Factorii de risc ai obezitdtii la copii

the TV and computer time and sleep duration. The latter group
includes the environmental factor that prevents or encourages
physical activity and access to healthy food [1]. The impact of
each factor, the correlations between them, such as time and
mode of action, are widely discussed, the results in many cases
being controversial.

The purpose of the current study was the multilateral as-
sessment of risk factors that may contribute to the occurrence
of body mass excess in children during puberty.

Material and methods

A retrospective, case-control study was conducted be-
tween 2013-2016 and included 246 children aged between 10
and 16 years, the mean age — 12.3+1.6 years. All children were
divided into two groups. Child’s distribution criterion served
BM], calculated using the formula: BMI = weight (kg) /height
(m?) and assessed according to the age and sex, according to
the criteria of the World Health Organization (WHO). Thus,
children with BMI values between 5 and 85 percentile were
considered normal weight, children with BMI >85 percentile -
overweight, children with BMI >95 percentile - obese.

Applying the above-mentioned criteria, we obtained the
research group - 156 children with BMI greater than 85 per-
centile for age and sex (group S); control group - 90 children
with BMI under 85" percentile for age and sex (group N).

The criteria for inclusion in the study for the baseline group
were: (1) children aged 10 years to 15 years 11 months and 29
days; (2) lack of previous diagnosis of secondary obesity in en-
docrine, genetic, neurological diseases, with respective clini-
cal manifestations and confirmed diagnosis; (3) the consent
of parents and students (from 14 years of age) to participate
in the study.

Exclusion criteria were: (1) the confirmed diagnosis of sec-
ondary obesity in endocrine, genetic, neurological diseases
with respective clinical manifestations; (2) the refuse of par-
ents and / or students to participate in the study:.

Participation in the study was voluntary on the basis of in-
formed consent signed by parents / parents and children from
the age of 14. The research was approved by the Research Eth-
ics Committee of the Nicolae Testemitanu State University of
Medicine and Pharmacy (minutes no. 16 of 02.04.2014).

The review included the anthropometric data assessment
(height, weight, BMI, body circumferences), the percentage
of bode fat mass by the bioelectric impedance method. The
questionnaire included data on the family’s medical and so-
cial characteristics, assessment of obstetrical-gynecological
anamnesis, perinatal and heredo-collateral history, study of
food research and physical activity.

The data were introduced ana analyzed using the Micro-
soft Excell 2007. To compare the differences between groups,
the Fisher test and the (chi-square) x? criterion were aplied.
Results were considered significant at value of p<0.05.



Childhood obesity risk factors

Rezultate

Lotul N a cuprins 45 de baieti (50,0%) si 45 de fete (50,0%),
dintre care, din mediul urban au fost 69 de copii (76,7%), din
mediul rural - 21 de copii (23,3%). Lotul S a fost constituit din
80 de baieti (51,3%) si 76 de fete (48,7%), din mediul urban
au fost 116 copii (74,4%), iar din mediul rural - 40 (25,6%).
Varsta medie a copiilor din lotul N a fost de 12,3+1,6 ani, din
lotul S - de 12,3+1,6 ani. Diferente statistic importante in func-
tie de varst3, sex, mediul de trai intre loturi nu au fost consta-
tate. Datele antropometrice ale copiilor inclusi in studiu sunt
prezentate in Tabelul 1.

Analizdnd antecedentele eredo-colaterale, a fost estimat
prezenta In familie la rudele de gr. I si de gr. Il a obezitatii, hi-
pertensiunii arteriale (HTA) si a diabetului zaharat (DZ), date-
le fiind prezentate in Tabelul 2.

Evaluand starea medico-sociala a familiei, a fost determi-
nat cd varsta medie a parintilor copiilor supraponderali si
normoponderali nu a avut o diferenta statistic semnificativa.

Tabelul 1. Datele antropometrice ale copiilor inclusi in studiu.
Table 1. Anthropometric data of children included in the study.
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Results

Group N comprised 45 boys (50.0%) and 45 girls (50.0%),
out of them urban - 69 children (76.7%), rural - 21 children
(23.3%). Group S was made up of 80 boys (51.3%) and 76 girls
(48.7%), of them 116 urban children (74.4%) and 40 - rural
(25.6% ). The mean age of children in group N was 12.3%£1.6
years, in group S - 12.3+1.6 years. Statistical differences by
age, sex, living environment between lots were not found. The
anthropometric data of the children are presented in Table 1.

We analyzed the heredo-collateral antecedents, and found
presence in the family relatives (first and second degree rela-
tives) obesity, hypertension (HT) and diabetes mellitus (DM),
data presented in Table 2.

Assessing the family’s medical and social status, we de-
termined that the average age of parents of overweight and
normal children did not have a statistically significant diffe-
rence. Out of the total number - 203 children (82.5%) came
from complete families, 25 overweight children (16.03%)

Parametri Lotul N (n=90) Lotul S (n=156) F
Patameters Group N (n=90) Group S (n=156) p
Talia,
aita, em 153,6£10,8 157,7+11,4 3,763 0,348
Height, cm
k;
Greutatea, kg 43,19,8 59,9+12,3 85,98 0,025
Weight, kg
CT, cm
60,9+5,3 76,5+7,11 226,87 <0,001
AC, cm
CC, cm
79,848,3 92,9+8,8 88,84 <0,001
HC, cm
CG,
om 27,4427 31,7+3,0 80,96 <0,001
NC, cm
CB, cm
20,07+2,65 26,44+2,46 227,2 <0,001
AC, cm
TAT, %
19,72+4,25 29,12+4,96 142,4 <
TBE % 0,001

Notd: CT - circumferinta taliei, CC - circumferinta coapselor, CG - circumferinta gatului, CB - circumferinta bratului, TAT - tesut adipos total.
Note: AC - abdomen circumference; HC - hip circumference; NC - neck circumference; AC - arm circumference; TBF - total body fat.

Tabelul 2. Antecedente eredo-colaterale (obezitatea, HTA, DZ) la copiil inclusi in studiu.
Table 2. Heredo-collateral antecedents (obesity, HT, DM) in children included in the study.

Parametri Lotul N (n=90) Lotul S (n=156) X2
Parameters Group N (n=90) Group S (n=156) p
Obezitate in familie:
Obesity in the famil:

= absentd / absent 74 (82,22%)* 55 (35,26%)*

= rudele gr. | / 1 degree relatives 9 (10,00%)* 79 (50,64%)*

= rudele gr. Il / 2" degree relatives 7 (7,78%) 22 (14,10%) 52,296 <0,001
Hipertensiune arteriala in familie:
Arterial hypertension in the family:

= absentd / absent 51 (56,67%)* 66 (42,31%)*

= rudele gr. I/ 1° degree relatives 10 (11,11%)* 36 (23,08%)*

= rudele gr. [I/ 2" degree relatives 29 (32,22%) 54 (34,62%) 6,941 0,031
Diabet zaharat in familie:
Diabetes mellitus in the family:

= absent/ absent 70 (77,78%)* 93 (59,62%)*

= rudele gr. [/ 1* degree relatives 3 (3,33%)* 20 (12,82%)*

= rudele gr. [I/ 2" degree relatives 17 (18,89%) 43 (27,56%) 10,097 0,006




Majoritatea copiilor din esantionul general de studiu au pro-
venit din familii complete - 203 copii (82,5%), iar din familii
monoparentale - 25 de copii (16,03%) supraponderali si 9
copii normoponderali (10%). Parintii copiilor supraponderali,
mai frecvent, au avut studii superioare decat parintii copiilor
normoponderali: tatii - in 37,80% din cazuri in lotul S si In
28,90% din cazuri din lotul N, mamele - in 46,2% in lotul S
versus 40,0% in lotul N, dar diferentele au fost statistic ne-
semnificative (p>0,05). Neangajati in campul muncii au fost
17 tati (18,90%) ai copiilor normoponderali si 12 tati ai co-
piilor supraponderali (7,70%) (x*=7,675, p=0,022). In randul
mamelor, neangajate au fost 16 mame ale copiilor normopon-
derali (17,80%) si 17 mame din lotul copiilor supraponderali
(10,90%), insa fara diferente semnificative (p>0,05).

Studiind informatia aferenta spatiului locativ, a fost con-
statat ca 64 de copii (26,02%) locuiau in apartamente cu 1-2
camere, iar 182 de copii locuiau in apartamente cu 3 si mai
multe camere (73,98%). Mai frecvent, au fost identificate 2
si mai multe camere in lotul copiilor normoponderali - 82 de
copii (91,1%), fata de lotul copiilor supraponderali - 100 de
copii (64,1%) (x*=30,104, p<0,01). La fel, camera separata au
avut mai multi copii din lotul N - 75 de copii (83,33%) versus
104 copii (66,67%) din lotul S (x?=8,000, p=0,005).

Analiza factorilor nocivi familiali: fumatul pasiv in familie
a fost mentionat de 86 de copii (55,13%) supraponderali si
de 31 de copii (34,44%) normoponderali (x*=9,790, p=0,002).

De la prima sarcina au fost nascuti 57,30% de copii, de la a
II-a sarcina - 27,6%, de la a IlI-a, a IV-a, a V-a - 15,04%, fara o
diferenta statistica intre loturi (p>0,05). S-a determinat cd ma-
mele copiilor din lotul S mai frecvent au suportat un avort me-
dical in antecedente (11,50%), in comparatie cu mamele copi-
ilor din lotul N (3,30%) (x*=4,921, p=0,027). De asemenea, s-a
constatat cd un avort spontan in antecedente au suportat doar
mamele copiilor din lotul S (10,30%) (x?=9,873, p=0,002).

Masa corporald medie Tnainte de sarcina la mamele copi-
ilor supraponderali a fost de 63,3+10,7 kg, iar la mamele co-
piilor normoponderali - de 58,3+9,2 kg (F=13,601, p=0,000).
Adaosul ponderal mediu in sarcina actuala la mamele copiilor
supraponderali a constituit 14,6+6,7 kg, iar la mamele copiilor
normoponderali - 10,2+4,9 kg (F=29,73, p=0,000). Obezitate
in sarcina au prezentat 84 de mame (34,15%), dintre care, 15
mame ale copiilor din lotul N (16,7%) si 69 de mame ale copi-
ilor din lotul S (44,2%) (x*=19,28, p=0,000).

Sarcind complicata cu gestoza au avut 123 de mame
(50,0%), fara diferente statistice intre loturi. Anemia in sar-
cina a fost inregistratd la 55 de mame (35,26%) din lotul S,
in comparatie cu 19 mame (21,11%) - la copii din lotul N
(x*=5,43, p=0,020). Iminenta de avort spontan s-a inregistrat
la 11 mame (12,22%) ale copiilor din lotul N si la 39 de mame
(25,00%) ale copiilor din lotul S (x*=5,754, p=0,016).

Au fumat nainte de sarcind si/sau In timpul sarcinii
17 mame (10,90%) ale copiilor supraponderali si 3 mame
(3,33%) ale copiilor normoponderali, (x*=4,372, p=0,037).

Nasterea la termen s-a produs in 219 cazuri (89,02%); 13
copii (5,28%) au fost nascuti prematur (inainte de saptamana
37 de gestatie), 14 copii (5,69%) au fost suprapurtati, fara di-
ferente statistice intre loturi. La fel, diferenta statistica nu s-a
depistat pentru masa corporala la nastere, care a variat Intre

Factorii de risc ai obezitdtii la copii

and and 9 normal weight children (10%) came from single
parent families. Parents of overweight children had superior
education when compared to parents of normal weight chil-
dren: fathers - in 37.80% of cases in group S and in 28.90%
of cases in group N, mothers - in 46.2% in group S versus
40.0% in group N, but the differences were not statistical-
ly significant. Seventeen fathers (18.90%) of normal wei-
ght children and 12 fathers of overweight children (7.70%)
(x3=7.675, p=0.022) did not work. Among mothers, 16 mo-
thers of normal weight children (17.80%) and 17 mothers
from the overweight group (10.90%) were unemployed, wi-
thout significant differences.

Studing information regarding living space, we established
that 64 children (26.02%) lived in apartments with 1-2 rooms,
and 182 children lived in 3 and more rooms (73.98%). More
often we have identified 2 and more rooms in the group of
normal weight children - 82 children (91.1%) over the over-
weight group - 100 children (64.1%), (x*=30.104, p<0.01).
Similarly, separate room had more children in group N - 75
children (83.33%) versus 104 children (66.67%) of group S
(x*=8.000, p=0.005).

Analysis of familial harmful factors: passive smoking in the
family was reported by 86 overweight children (55.13%) and
31 normal weight children (34.44%) (x*=9.790, p=0.002).

From the first pregnancy, 57.30% of children were born,
from the second pregnancy - 27.6%, the 3, 4, 5% pregnancy
- 15.04%, with no difference statistic between batches. The
mothers of S group children more often suffered medical abor-
tions more often (11.50%) compared to the mothers of N gro-
up children (3.30%) (x*=4.921, p=0.027). We also found that
only the mothers of children in group S (10.30%) (x*=9.873,
p=0.002) had a spontaneous miscarriage.

The average body weight before pregnancy in mothers of
overweight children was 63.3210.7 kg, and for mothers of
normal weight children - 58.3#9.2 kg (F=13.601, p=0.000).
The average weight load in current pregnancy in mothers of
overweight children was 14.6+6.7 kg, and in mothers of nor-
mal weight children - 10.2+4.9 kg (F=29.73, p=0.000). Obesity
in pregnancy was reported by 84 mothers (34.15%), of which
15 mothers of children in group N (16.7%) and 69 mothers of
children in group S (44.2%) (x*=19.28, p=0.000).

Gestosis in pregnancy was found in 123 mothers (50.0%),
with no statistical differences between batches. Anemia in
pregnancy was recorded in 55 mothers (35.26%) of group
S compared to 19 mothers (21.11%) of children in group N
(x*=5.43, p=0.020). The imminence of spontaneous abortion
was recorded in 11 mothers (12.22%) of children in group N
and 39 mothers (25.00%) of children in group S (x°=5.754,
p=0.016).

Smoking before or during pregnancy was recorded in 17
mothers (10.90%) of overweight children and 3 mothers
(3.33%) of normal weight children (x?=4.372, p=0.037).

Term birth occurred in 219 cases (89.02%), preterm birth
-1in 13 cases (under 37 weeks of pregnancy) (5.28%), 14 chil-
dren (5.69%) were overlapped with no differences statistics.
Similarly, statistical difference was not found for body mass at
birth, which varied between 1800 and 5200 g, with an avera-
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1800 si 5200 g, cu valoarea medie de 3379+501 g (p>0,05).
Circulara de cordon in anamneza a fost Inregistrata la 13 co-
pii (14,4%) din lotul N si la 57 de copii (28,2%) din lotul S
(x*=6,071, p=0,014).

Copiii normoponderali au fost alimentati natural un timp
mai Indelungat: in primele 3 luni au fost alimentati natural
8 copii (8,80%) din lotul N si 38 (24,40%) - din lotul S. Mai
mult de 6 luni au fost alimentati la san 70 de copii (77,80%)
normoponderali si doar 94 de copii (60,2%) supraponderali
(F=5,107, p=0,025). Evaluand influenta duratei alimentatiei la
san asupra IMC, s-a constatat cd acei copii care au fost alimen-
tati la san timp de 1-3 luni au avut cele mai Inalte valori ale
IMC, TAT etc (Tabelul 3).

Diversificarea precoce (4-6 luni) a fost realizata, mai frec-
vent, la copii supraponderali - 81 de cazuri (51,92%), in com-
paratie cu 34 de cazuri (37,78%) - la copii normoponderali
(x*=4,587, p=0,032).

Evaluand ancheta alimentara a copiilor inclusi in studiu,
s-a constatat ca majoritatea copiilor se alimenteaza de 3 ori
pe zi - 147 de cazuri (59,75%), de 2 ori pe zi - 28 de copii
(11,38%), mai frecvent, copiii din lotul S (6,67% copii nor-
moponderali versus 14,10% copii supraponderali). Copiii din
lotul N se alimenteaza mai frecvent, de 4 ori pe zi: 38,89%
copii normoponderali versus 23,08% copii supraponderali
(x?=8,387, p=0,015). Regulat servesc micul dejun 206 parti-
cipanti (83,74%). Numarul copiilor care nu iau micul dejun
acasa este considerabil mai mare in randul copiilor suprapon-
derali: 4 normoponderali (4,44%) si 36 (23,08%) suprapon-
derali (x*=14,55, p<0,001).

Niciodata nu iau masa in fata televizorului si/sau calcula-
torului 42 de copii normoponderali (46,67%), fatd de 46 de
copii supraponderali (29,49%) (x*=7,513, p=0,057). Regu-
lat, se alimenteaza 1n fata televizorului sau calculatorului 18
copii (20,0%) din lotul N si 42 de copii (26,92%) din lotul S.
Copiii supraponderali, mai frecvent, se alimenteaza de unul
singur. Zilnic, obisnuiesc sa se alimenteze de unul singur 11
copii normoponderali (12,22%) si 33 de copii supraponde-
rali (21,29%). Niciodata nu se alimenteaza singuri 40 de copii
(44,44%) din lotul N si 50 de copii (32,26%) din lotul S, dife-
rentele insa nu sunt statistic semnificative.
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ge of 3379501 g (p>0.05). History of umbilical cord around
neck was recorded in 13 children (14.4%) of the N group and
57 children (28.2%) of the S group (x?=6.071, p=0.014).

Normal weight children were naturally fed for a longer pe-
riod: 8 children (8.80%) of group N and 38 (24.40%) of gro-
up S were naturally fed in the first 3 months. For more than
6 months, 70 normal weight children (77.80%) and only 94
overweight children (60.2%) were breast-feeded (F=5.107,
p=0.025). Assessing the influence of breastfeeding on BMI,
we found that children who had been breast-fed for 1-3 mon-
ths had the highest BMI, TBF values (Table 3).

Early diversification (4-6 months) was performed more
frequently in overweight children - 81 cases (51.92%), com-
pared with 34 cases (37.78%) in normal children (x?=4.587,
p=0.032).

From the food survey of the children enrolled in the study,
we found that most children eat 3 times a day - 147 cases
(59.75%), twice a day - 28 children (11.38%); (6,67% nor-
moweight children versus 14.10% overweight). Children in
group N are eating more frequently 4 times a day: 38.89%
of normal children versus 23.08% of overweight children
(x*=8.387, p=0.015). Breakfast is regularly served by 206
participants (83.74%). The number of children not serving
breakfast at home is considerably higher among overweight
children: 4.44% (4 cases) vs 23.08% (36 cases) (p<0.001).

Forty two children with normal weight never eat watching
TV or computer (46.67%) compared to 46 overweight chil-
dren (29.49%) (x*=7.513, p=0.057). Eighteen children from
group N regularly eat and watch TV or computer (20.0%)
and 42 children (26.92%) of group S. Overweight children
more often eat alone: every day, 11 regular (12.22%) and
33 overweight children (21.29%) are used to eating on their
own. Forty children (44.44%) of the N group and 50 children
(32.26%) of group S never eat alone, but the differences are
not statistically significant.

Less salty foods are preferred more often by families of
normal weight children - 13 cases (14.44%) compared to the
families of overweight children - 7 cases (4.49%) (x*=0.058,
p=0.018). Salted foods are preferred by 13 normal weight

Tabelul 3. Durata alimentatiei la san si valorile antropometrice ale copiilor.
Table 3. Duration of breast-feeding and anthropometric values of children.

Alimentatie la san
Parametri Breast-feeding
0-3 luni (n=46)

0-3 months (n=46)

Parameters

Alimentatie la san Alimentatie la san
Breast-feeding
3-6 luni (n=36)

3-6 months (n=36)

Breast-feeding
>6 luni (n=164)
>6 months (n=164)

IMC, kg/m? / BMI kg/m? 23,8439
TAT, % / TBF % 27,8+5,9
Masa corporald, kg Weight, kg 60,6+15,7
CT,cm / AC, cm 75,5+10,9
CC,cm / HC, cm 93,5+12,6
CG,cm / NC, cm 31,6%3,42
CB,cm / AC, cm 26,5+4,1

22,7+4,6 21,7+4,1
26,3£7,9 25,7+7,0
55,5+£16,5 53,5+14,4
72,6%£12,3 71,4117
88,5+12,3 87,5+10,7
30,4£3,5 30,0£3,7
24,9447 23,9+4,3

Notda: CT - circumferinta taliei; CC - circumferinta coapselor; CG - circumferinta gatului; CB - circumferinta bratului; TAT - tesutul

adipos total.

Note: AC - abdomen circumference; HC - hip circumference; NC - neck circumference; AC - arm circumference; TBF - total body fat.



Alimente mai putin sdrate preferd, mai frecvent, familiile
copiilor normoponderali - 13 cazuri (14,44%), fata de fami-
liile copiilor supraponderali - 7 cazuri (4,49%) (x*=0,058,
p=0,018). Alimente sdrate au preferat 13 copii normoponde-
rali (14,44%) si 31 de copii supraponderali (19,87%). Con-
sumul de dulciuri nu a prezentat o diferenta statistica intre
loturi. Astfel, zilnic, consuma dulciuri 37 de copii (41,11%) din
lotul N si 76 de copii (48,72%) din lotul S; de 2-3 ori pe sdp-
tdmana - 48 de copii normoponderali (53,33%) si 77 de copii
supraponderali (49,36%) si ocazional - 5 copii normoponde-
rali (5,56%) si 3 copii supraponderali (1,92%). Fructe si legu-
me proaspete sunt consumate zilnic de catre toti copiii inclusi
in studiu: 67 de copii normoponderali (74,44%) si 102 copii
supraponderali (65,38%). Produse de tip fast-food consuma,
ocazional, 29 de copii normoponderali (32,22%) si 26 de copii
supraponderali (16,67%) (x*=10,346, p=0,016); de 1-2 ori pe
saptamana, astfel de produse consuma 13 copii normoponde-
rali (14,44%) si 40 de copii supraponderali (25,64%).

Evaluand activitatea fizica a copiilor inclusi in studiu, s-a
constatat cd gimnastica matinala este practicata regulat de
catre 36 de copii (40,00%) normoponderali si de 45 de copii
(28,85%) supraponderali. Doua treimi dintre copii (64,96%)
nu fac gimnasticd matinald, predominand copiii suprapon-
derali - 111 cazuri (71,15%) vs. copiii normoponderali - 54
de cazuri (60,0%), Insa fara diferenta statistica. Mersul pe jos
este practicat, in mod egal, de catre copiii din ambele grupe.
Majoritatea dintre ei merg pe jos 6-7 zile In cursul sdptamanii:
normoponderali - 48 de copii (53,33%), supraponderali - 78
de copii (50,0%). Durata mersului pe jos difera in lotul copi-
ilor supraponderali de cel al copiilor normoponderali. Astfel,
merg pe jos pana la 20 de minute 30 de copii supraponde-
rali (19,23%) si 5 copii normoponderali (5,56%), x*=11,297,
p=0,04. Practica mersul pe jos 20-60 de minute zilnic 67 de
copii normoponderali (74,44%) si 87 de copii supraponderali
(55,77%). Mai mult de o ora pe zi, conform recomandarilor
OMS, merg doar o patrime din numarul copiilor - 57 (23,17%),
dintre ei, 18 copii normoponderali (20,00%) si 39 de copii su-
praponderali (25,00%).

Analizand datele, s-a determinat ca o activitate fizica nor-
mald au mai putin de jumatate dintre copiii inclusi in studiu
- 115 copii (46,74%). Din lotul copiilor supraponderali, o ac-
tivitate fizica redusa au prezentat 91 de copii (58,33%), iar
dintre cei normoponderali - 41 de copii (45,56%) (x*°=3,747,
p=0,053).

Din copiii inclusi in studiu, 28 de copii (31,11%) normo-
ponderali si 66 de copii (42,31%) supraponderali petrec la
calculator mai mult de trei ore, zilnic. Alarmant este faptul ca
8 copii normoponderali (8,88%) si 27 de copii supraponderali
(17,31%) isi fac temele, inclusiv, in fata calculatorului, cel pu-
tin 6 ore, zilnic.

Pentru toti factorii analizati, a fost calculat raportul de pro-
babilitate (ratia Odds, OR), rezultatele fiind sumate In Tabelul 4.

Dintre toti parametri studiati, au predominat: din factorii
eredo-colaterali - prezenta obezitatii in familie (OR=8,493,
95%CI=4,51 - 15,98); din factorii perinatali - obezitatea ma-
mei in sarcind (OR=3,966, 95%CI=2,095 - 7,506) si fumatul in
timpul sarcinii (OR=3,457, 95%CI=1,010 - 12,457). Din facto-
rii primului an de viata: durata alimentatieila san panala 6 luni
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children (14.44%) and 31 overweight children (19.87%).
Sweet consumption did not show a statistical difference be-
tween groups. Thus, 37 children (41.11%) of the N group and
76 children (48.72%) of the S group eat sweets daily, 2-3 ti-
mes a week eat sweets 48 normal children (53.33%) and 77
overweight children (49.36%) and occasionally - 5 normal
weight children (5.56%) and 3 overweight children (1.92%).
Fresh fruits and vegetables are eaten daily by all children in-
cluded in the study: 67 normal weight children (74.44%) and
102 overweight children (65.38%). Fast-food products occa-
sionally consume 29 normal weight children (32.22%) and
26 overweight children (16.67%) (x*=10.346, p=0.016); 1-2
times a week, such products consume 13 normal weight chil-
dren (14.44%) and 40 overweight children (25.64%).

By evaluating the physical activity of the children enrolled
in the study, we obtained the following results: morning gym-
nastics is practiced regularly by 36 normal weight children
(40.00%) and 45 overweight children (28.85%). Two thirds
of children (64.96%) do not do morning gymnastics, 111 of
them are overweight (71.15%) and 54 are normal weight
(60.0%), without statistically significant difference. Walking
is practiced equally by children in both groups. Most of them
walk 6-7 days during the week: normal weight - 48 children
(53.33%), overweight - 78 children (50.0%). Walking time di-
ffers in the group of overweight and normal children. Thus, 30
overweight (19.23%) and 5 normal weight children (5.56%)
walk for up to 20 minutes (p=0.04); daily 20-60 minutes wa-
lks is performed by 67 normal weight children (74.44%) and
87 overweight children (55.77%). Only one-fourth of children
(23.17%) walk more than one hour a day, according to WHO
recommendations, of which 18 normal weight (20.00%) and
39 overweight children (25.00%).

Analyzing the data, we determined that normal physical
activity had less than half of the children enrolled in the study
- 116 children (46.74%). Reduced physical activity have 91
children (58.33%) of the overweight group, and of the normal
weight group - 41 children (45.56%) (x*=3.747, p=0.053).

Among the children enrolled in the study, 28 normowei-
ght children (31.11%) and 66 overweight children (42.31%)
spend more than three hours daily on the computer. It is alar-
ming that 8 normal weight (8.88%) and 27 overweight chil-
dren (17.31%) are doing lessons and sit in front of the com-
puter for at least 6 hours a day.

For all the factors analyzed, we calculated the odds ratio
(OR), the results being summarized in Table 4.

From all the studied parameters predominated the follow-
ing: out of heredo-collateral factors - obesity in the family;
(OR=8.493, 95%CI=4.51 - 15.98); out of perinatal factors -
mother obesity during pregnancy (OR=3.966, 95%CI=2.095
- 7.506) and smoking during pregnancy (OR=3.457,
95%CI=1.010 - 1.457). Out of factors from the first year of
life predominated: breast-feeding duration under 6 months
(OR=3.786, 95% CI=1.983 - 3.652), as well as early food di-
versification (OR=1.778, 95%CI=1.048 - 3.020); out of eating
habits - skipping breakfast (OR=6.450,95%CI=2.214 - 18.79),
frequent eating alone (OR=2.131, 95%CI=1.238 - 3.666), salt
consumption (OR=3.594, 95%CI=1.377 - 9.378) and fast-
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Tabelul 4. Raportul de probabilitate (ratia Odds) estimat al factorilor analizati.
Table 4. Estimated probability ratio (Odds ratio) of analyzed factors.

Factor de risc OR 95%Cl X2 p
Risk factor

Obezitate in familie 8,49 4,51-15,99 50,48 0,000
Obesity in the family

Obezitate in sarcina 3,967 2,10-7,51 19,28 0,000
Obesity during pregnancy

Micul dejun 6,45 2,21-18,79 14,55 0,000
Breakfast

Consumul de sare 3,59 1,38-9,38 7,58 0,006
Salt consumption

Fumatul in sarcina 3,46 1,01-12,46 4,37 0,037
Smoking during pregnancy

Iminenta de avort spontan 2,39 1,16 - 4,96 5,75 0,016
Imminence of spontaneous abortion

Fumatul in familie 2,34 1,37 - 4,00 9,79 0,002
Smoking in the family

Consum de fast-food 2,16 1,12 - 4,14 5,49 0,019
Fast-food consumption

Alimentatie de unul singur 2,13 1,24 - 3,67 7,58 0,006
Eating alone

HTA in familie 1,78 1,06 - 3,01 4,72 0,030
Hypertension in the family

Introducerea suplimentului 1,78 1,05 -3,02 4,58 0,032
Supplement introduction

Timpul pentru efectuarea temelor 1,77 1,04 - 3,02 4,49 0,034
Homework time

Activitate fizica 1,67 0,99 - 2,82 3,75 0,053
Physical activity

Timpul petrecut la calculator 1,62 0,94 -2,81 3,03 0,082
Time spent at computer

Consumul de fructe si legume 0,61 0,29 -1,29 1,70 0,192

Fruit and vegetables consumption

(OR=3,786, 95%CI=1,983 - 3,562), precum si diversificarea
precoce (OR=1,778, 95%CI=1,048 - 3,020); obiceiuri alimen-
tare - lipsa micului dejun (OR=6,450, 95%CI=2,214 - 18,79),
alimentatie frecventa de unul singur (OR=2,131,95%CI=1,238
- 3,666), consumul de sare (OR=3,594, 95%CI=1,377 - 9,378)
si al produselor de tip fast-food (OR=2,156, 95%CI=1,124 -
4,136). Nivelul activitatii fizice nu a prezentat diferente semni-
ficative la copii supra- si normoponderali, insa timpul petrecut
la calculator / TV mai mult de 3 ore, ca si pregatirea temelor
mai mult de 3 ore (OR=1,772,95%CI=1,042 - 3,015) zilnic, au
fost estimati ca fiind factori de risc.

Discutii

Cresterea masei corporale in timpul copilariei este rezul-
tatul interactiunii mai multor factori, cum ar fi predispozitia
genetica si stilul de viatd, ce apar si influenteaza din frageda
copilarie [2].

in studiul nostru, am stabilit o influenta mare a obezita-
tii in familie, care determind excesul masei corporale la copii.
Aceleasi rezultate au fost demonstrate in mai multe studii [2-
4], unele dintre acestea estimand cd un IMC crescut poate fi

food consumption (OR=2.156, 95%CI=1.124 - 4.136). Levels
of physical activity did not show statistically significant differ-
ences in normal and overweight children, instead, time spent
watching TV or sitting at the computer above 3h, as well as do-
ing homework for more than 3h daily were estimated as risk
factors (OR=1.772, 95%CI=1.042 - 3.015).

Discussion

The increase in body mass during childhood is the result
of the interaction of several factors, such as genetic predispo-
sition and lifestyle, which arise and influence from early chil-
dhood [2].

In our study, we have established a large influence of fa-
mily obesity, which causes excess body mass in children.The
same results have been demonstrated in several studies [2-4],
some of these studies predicting that BMI may be hereditary
in 25-40% of cases, but not only genetic factor is the cause
of obesity in children. The literature review reveals the influ-
ence of parents’ health status, overweight or maternal obesi-
ty, excessive weight gain during pregnancy are predictors of
childhood obesity development [3-6]. In the present study, we



de naturi ereditari in 25-40% din cazuri. ins3, nu doar fac-
torul genetic este cauza obezitatii la copii. Revista literaturii
releva influenta starii de sanatate a parintilor. Astfel, supra-
ponderabilitatea sau obezitatea materng, cresterea excesiva in
greutate 1n timpul sarcinii sunt predictori pentru dezvoltarea
obezititii la copil [3-6]. In prezentul studiu, de asemenea, am
estimat influenta greutatii materne si a obezitatii in sarcina
(OR=3,966, 95%CI=2,095 - 7,506). Fumatul mamei constituie
un alt factor de risc in aparitia obezitatii la copil (OR=3,457,
95%CI=1,010 - 12,457). Un alt studiu demonstreaza ca fuma-
tul mamei in timpul sarcinii reprezinta un factor de risc puter-
nic, la fel ca si un IMC matern crescut, si cresterea ponderala
rapida in primul an de viata [6].

Alimentatia exclusiv la san pana la 6 luni constituie un fac-
tor de protectie. Conform unui studiu care a inclus 14726 de
copii de 2-9 ani, alimentatia exclusiv la san mai mult de 6 luni
este un factor protectiv pentru dezvoltarea excesului de masa
corporala la copii (inclusiv, obezitatea), in comparatie cu copiii
care nu au fost alimentati la san sau care au fost alimentati
doar 4-5 luni [7]. Studii recente arata ca experientele senzo-
riale, legate de alimentatie, Incep in uter si continua in timpul
alaptarii. Aromele alimentelor consumate de catre mama sunt
transmise copiilor intrauterin. Acest fapt, precum si introdu-
cerea corectd a complementului, poate juca un rol important
in stabilirea preferintelor alimentare si in controlul asupra
poftei de mancare [8]. Timpul introducerii complementului si
influenta lui asupra IMC, la fel, reprezinta o tema de discutie. O
analiza minutioasa a rezultatelor unor studii asupra termenu-
lui introducerii complementului a demonstrat ca introducerea
lui pana la 4 luni (in comparatie cu 4-6 luni, sau mai tarziu de
6 luni) este un predictor al obezitatii [9].

Incurajarea unui regim alimentar sanitos, acceptarea de
catre familie a alimentelor sanatoase si limitarea celor nesa-
natoase (fast-food, alimente si bauturi foarte dulci) faciliteaza
dezvoltarea obiceiurilor alimentare sanadtoase la copii [8]. Obi-
ceiuri alimentare nesandtoase, cum ar fi lipsa micului dejun
(OR=6,450, 95%CI=2,214 - 18,794), alimentatia de unul sin-
gur (OR=2,131, 95%CI=1,238 - 3,666) si in fata televizorului,
reprezinta factori de risc importanti in studiul nostru. Guo X.
si colab., au realizat un studiu 1n care au participat 35000 de
studenti hispanici cu varstele cuprinse intre 13 si 16 ani. Cer-
cetdrile au demonstrat ca acei copii, care nu iau micul dejun,
sunt obezi de 1,5 ori mai frecvent decét cei care se alimentea-
za dimineata [10]. Prevalenta copiilor supraponderali/obezi a
crescut de la 17,1%, pentru cei care stau intotdeauna impreu-
na la masa, pana la 36,2% - la cei care niciodatd nu mananca
impreuna sau rareori mananca impreuna [11].

Influenta activitatii fizice asupra dezvoltarii obezitatii in
adolescenta este amplu discutata. in studiul nostru, nu am sta-
bilit o diferenta esentiald intre nivelul activitatii fizice si gre-
utatea la copii (OR=1,673, 95%CI=0,992 - 2,822). Acest fapt
poate fi explicat atat prin autoaprecierea nivelului activitatii
fizice de catre copii, cat si prin faptul ca am apreciat durata
activitatii fizice, nu si tipul ei. Lipsa corelatiei dintre nivelul
activitatii fizice si obezitate se discuta si in cadrul altor stu-
dii [6, 12]. Totodata, in studiul nostru am observat ca durata
timpului petrecut la calculator sau TV, precum si timpul pen-
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also estimated the influence of maternal weight and obesity in
pregnancy (OR=3.966, 95%CI=2.095 - 7.506). Smoking in mo-
thers is another risk factor in childhood obesity (OR=3.457,
95%CI=1.010 - 12.457). Another study demonstrates that
mother’s smoking during pregnancy is a strong risk factor,
just like maternal BMI and rapid weight gain in the first year
of life [6].

Exclusive breast feeding up to 6 months is a protective fac-
tor. According to a study that included 14,726 children from
2 to 9 years, exclusive breastfeeding for more than 6 months
is a protective factor for the development of excessive wei-
ght in children (including obesity) compared to children who
were not breastfed at all or fed only for 4-5 months [7]. Re-
cent studies show that eating sensory experiences begin in
the uterus and continue during breastfeeding. The flavors of
the foods consumed by the mother are transmitted to the chil-
dren in the womb. This, as well as the correct introduction of
complement, can play an important role in establishing food
preferences and controlling appetite [8]. The time of insertion
of the complement and its influence on BMI, as well, requires
further studies. A thorough analysis of the results of studies
on the term of insertion of the complement demonstrated that
the introduction of the complement before the age of 4 mon-
ths (compared to 4-6 months or later than 6 months) is a pre-
dictor of obesity [9].

Encouraging a healthy diet, family acceptance of healthy
foods and limiting unhealthy foods (fast food, very sweet fo-
ods and beverages) facilitates the development of healthy
eating habits in children [8]. Unhealthy eating habits such as
lack of breakfast (OR=6.450, 95%CI=2.214 - 18.794), single
feeding (OR=2.131, 95%CI=1.238 - 3.666), and eating in front
of the TV are important risk factors in our study. Guo X. et al.
have conducted a study involving 35,000 Hispanic students
aged between 13 and 16 years. Research has shown that those
children who do not have breakfast are obese 1.5 times more
frequent than those who eat in the morning [10]. The preva-
lence of overweight / obese children rose from 17.1% for tho-
se who always eat together up to 36.2% for those who never
eat together or rarely eat together [11].

The influence of physical activity on the development of
obesity in adolescence is widely discussed. In our study, we
did not establish an essential difference between physical ac-
tivity level and weight in children (OR=1.673, 95%CI=0.992
- 2.822). This can be explained both by the self-report of the
level of physical activity by children and by the fact that we ap-
preciated the duration of the physical activity, not its way. The
lack of correlation between physical activity level and obesi-
ty is also discussed in other studies [6, 12]. At the same time,
in our study we noticed that the time spent at the computer
or TV, as well as the time for doing homework (OR=1.772,
95%CI=1.042 - 3.015) may influence the occurrence of obe-
sity. Similar results regarding TV watching are confirmed by
multiple studies [11, 13, 14].

As in all the studies based on the individual questionnai-
re completion, it is likely that some of the answers will differ
from reality. The questionnaire on physical activity and food
survey is complemented by children, without the involvement
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tru pregatirea temelor (OR=1,772, 95%CI=1,042 - 3,015) pot
influenta aparitia obezitatii. Rezultate similare cu privire la
vizionarea TV sunt confirmate de multiple studii [11, 13, 14].

Ca in toate studiile bazate pe completarea individuald a
chestionarului, exista probabilitatea ca o parte din raspunsuri
sa difere de realitate. Chestionarul referitor la activitatea fizica
si ancheta alimentara sunt completate de catre copii, fara im-
plicarea parintilor, pentru o apreciere mai obiectiva. Nu se cu-
noaste IMC al copiilor inclusi in studiu in diferite perioade de
varstd, pentru a putea preciza impactul unor factori de risc si
dinamica influentei acestora asupra cresterii masei corporale,
ceea ce constituie interesul cercetarilor viitoare.

Concluzii

Excesul ponderal la adolescent este rezultatul interactiunii
mai multor factori de risc, care, in timp si mod diferit, conduc
la aparitia bolii. Astfel, prezenta unor factori de risc precum:
obezitatea materna si factorii nocivi in sarcina, durata alimen-
tatiei la san, timpul introducerii complementului, obiceiurile
alimentare familiale, determina necesitatea unei atitudini
complexe. Profilaxia obezitatii la copii trebuie sa fie inceputa
in sanul familiei, de la etapa preconceptionald, continuata in
timpul sarcinii si, ulterior, din primele zile ale vietii copilului.
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Conclusions
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