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ABSTRACT:

The study aims to assess the impact of over weight on quality of life in preparatory
school children. A survey study was conducted in ElI-Nahda and Eaasmat Afefy Preparatory
schools in Assiut City during academic year2005\2006. The systematic random sample was
used for this study on every fourth class. The total sample was 440 students girls. Every
class contains about 55 girls. Three tools were designed specifically to collect data; first tool:
Questionnaire sheet to assess demographic data; second tool: to assess weight and height of
students and BMI and third tools : Quality Of Life (QOL) questionnaire sheet. The original
scale was constructed by Lehman (1986) to assess (QOL) of students. Study showed that
mean age of studied students was 13 years mean weight was 51.6 Kg, and mean height was
154 cm. The majority of students were normal weight 72.3% but 16.8% of students were at
risk for overweight, only 3.6% of them were overweight and 2.5%obese, 4.8% of sample were
under weight. Statistically significant differences were observed between the three
categories of overweight in levels of QOL; while the majority of students had low Quality Of
Life (83.8%) compared to only 16.2% moderate level (QOL) and no high (QOL) in the three
categories. The school is an ideal setting for promotion of new health behaviors school
health nurse and specialists in pediatric nursing should work in collaboration with teachers
and other educator in the community to achieve positive outcome related to childhood
overweight and obese.

INTRODUCTION: obesity, presence of clustering of cardiovascular
risk factors, and psychological problems (Reilly

Obesity is defined as an

excessively high amount of body fat or adipose etal, 2003).

tissue in relation to lean body mass (National Quality Of Life (QOL) is a broad concept
Center for Education in Maternal and Child with multiple dimensions [domains] that include
Health. 2002). Also it is a biological meaning as the subjective sense of physical and mental well
it identifies those children who are most likely to ~ Peing. A more specific use of the term is health
experience co morbidity, such as persistence of related [QOL] which focuses on the changes in
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physical and mental health domains that may
cause diseases. (Amarantos et al., 2001, Vellas et
al. 1999 and Silventoinen et al., 2004).

Childhood overweight has become a major
public health concern in the United States. The
prevalence of overweight is increasing at such a
dramatic rate throughout the country that it has
been described as a pandemic (Kimm &
Obarzenek, 2002). The National Health and
Nutrition Examination Survey (NHANES) data
from 1999 to 2002, which includes all US race
and ethnic groups, indicates that 31% of
children of ages 6-19 years are either overweight
with a Body Mass Index (BMI) greater than the
95th percentile of the reference population or at
risk for overweight with a BMI between the
85th and 95th percentiles (U.S. Department of
Health and Human Services (USDHHS, 2004a).

Pediatric overweight is associated with
increased medical morbidity and negative
psychological functioning (Banis et al., 1988 &
Goldfield et al., 1995). Limitation prior research
also suggests that obesity affects significantly
the [QOL] of adolescence, (Ravens-Sieberer et
al. 2001, Muller et al., 2001, Wake et al 2002,
Schwimmer et al., 2003, Friedlander et al. 2003,
and Williams et al 2005)

The use of definition of obesity based on
body mass index is acceptable as an outcome
measure, but no definition of obesity is ideal
(Cole et al., 2002, and Reilly et al., 2002).

The prevalence of obesity has become one
of the most common health concerns in the
United States. The prevalence of over weight
among children and adolescents has been
increasing at an alarming rate (Strauss and
Pollack 2001, Ogden et al., 2002). Obesity carry
a burden on the children in their future lives. It
has become the most prevalent nutritional
problem in Egypt. It occurs in all groups and is
more prevalent in meals than males. The
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problem seems to develop at a young age (Amin
et al,, 1996). Eid et al., (1986) reported that
26.8% of girls aged 6-17 years were obese.

Potential risk factors associated with the
risk of overweight are birth weight, parental
obesity, sleep duration and television viewing
remained independently (Dorosty et al., 2000).
Parental obesity may increase the risk of
overweight through genetic mechanisms or by
shared familial characteristics in  the
environment such as food preferences (Lee &
Birch, 2000).

Duration of night time sleep may alter risk
of obesity through growth hormone secretion or
because sleep reduces the child’s exposure to
factor’s in the environment that promote
overweight, such as food intake in the evening.
Alternatively, duration of night time sleep may
be a marker for some other variable such as
level of physical activity- that is children who
are more physically active sleep at night.
Television viewing may confer risk through a
reduction in energy expenditure because
watching television is associated with dietary
intake, or because large amount of time spent
sedentary may contribute to impairment of the
regulation of energy balance by uncoupling food
intake from energy expenditure (Gortmarker et
al., 1999).

Recently, researches have begun to
document the impact of elevated BMI on Health
Related Quality Of Life (HRQOL) is a construct
that attempts to provide a generalized
assessment  of  well being  measured
along multiple dimension, including physical
functional, psychological and social well being
(CDC 1994). One recent study found serious
adverse consequences of obesity on HRQOL in
a clinical sample of severely obese children and
adolescents 5 to 18 years of age (Schwimmer et
al., 2003).
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It is within the school setting that children
are socialized to accept the standards and values
of their society. As the values and standards of
health change, the school is an ideal setting for
promotion of new health behaviors. Specialists
in nursing should work collaboratively with
teachers and other educators in the community
to achieve positive outcomes related to
childhood overweight.

Aim of the study:

To assess the impact of over weight on
(QOL) among preparatory school children.

MATERIAL AND METHODS:
Setting:

This study was conducted in East and West
of Assiut City (ElI-Nahda and Eaasmat Afefy
preparatory Girls Schools).

Sample:

A convenience sample of this study
comprised 440 preparatory school students aged
12-14.5 years; 220 in every school. Every school
includes 20 classes; 10 in every grade. The
systematic random sample was used for this
study every fourth class. Every class contains
about 55 students. Grade 8 was not included
because of the policy regulations of Ministry of
Education policy, so only grade 7 and grade 9 is
found in the year 2005/2006.

Tools:

First tool: An interview questionnaire sheet to
assess demographic data which include
student’s name and age, family number,

father’s and mother’s education, occupation,
density and income.
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Second tool: To assess weigh and height of
students and BMI.

Third tool: (QOL) questionnaire sheet. The

original scale was constructed by Lehman 1986

to assess (QOL) of students. The scale was

modified by the researchers to measure the

current concept under study. It consists of 44

items divided into six domains or subscales as

follows:

- First subscale comprising 8 items covering the
physical health.

- Second subscale consists of 12 items reflecting
emotional status.

- Third subscale include 8 items representing
student’s social relationship.

- The fourth consists of 6 items related to
independence.

- The fifth subscale include 4 items representing
home environment.

- The last subscale consists of 6 items to collect
data about spiritual concerns and personal
beliefs.

Responses were measured on a 3 point
Likert Scale ranging from 0-2 in which the
higher the score, the better the QOL.

The total score was 88; a student who
obtained a score less than 44 points were
considered to have a low QOL, while those who
scored between 44 to less than 66 points were
considered to have a moderate QOL, and finally
those who scored more than 66 points were
considered to have high QOL.

Fourth tool: Sheet to assess factors affecting
overweight which include data about eating
habits, soft drink, eating during watching T.V,
sleep disturbance, sleep time, sleep after launch
and exercise.

Methods:
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1-A pilot study was carried out on 5% of
children and it was excluded from the study
sample to test the feasibility and the clarity of
the questionnaire and to estimate the length of
time needed to fill the sheet. As a result of the
pilot study, the necessary modification in the
sheet was done and the final form was
developed.

2-Data collection: permission was obtained
from the Under Secretary of Education in
Assiut Governorate. Also, permissions from
school mangers to allow the students to
participate in the study was obtained with
permission from students to share in the study.

Data were collected from students during
the academic year 2005/2006.

The interview was conducted at school 2
days per week. The number of students was
about 8 per day and the average time taking to
fulfill the sociodemographic sheet was 20
minutes, 10 minutes to measure weight and
height and calculate BMI and plotting it on
percentile chart, and additional 20 minutes for
(QOL) sheet (for overweight students) only the
sociodemographic sheet was distributed to the
students after explaining it to them by the
researchers, then they were asked to fulfill the
sheet. Weight and height were measured to all
students using a balance scale. BMI was
calculated to all students by dividing their
weight in Kg by/height in meters square of
(Kg/m?).

Weight status was defined by using
Egyptian BMI percentile charts (El-Zanety,
2001). The age and gender specific BMI growth
charts provide a statistical definition of weight
status for ages ranging from 2 to 21 years.

Overweight risk was defined as a BMI of
85th through 94th percentile, overweight was
defined as 95th through less than 97th
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percentile and obese was defined as > 97th
percentile. While normal BMI was between 5th
and <85th percentile. Students who fall below
5th percentile were considered as underweight.
After calculating BMI for all students (N=440),
QOL and the fourth questionnaire sheets were
fulfilled only from students who were at risk for

overweight, overweight or obese.

3-Analysis of data: data collected were
coded, tabulated and analyzed using Statistical
Package of Social Science (SPSS) version 11.
Frequency, percentage, mean and standard
deviation were calculated using the computer.
Comparison of tabulated data was done using
chi-square and ANOVA which p-value of 0.05 is
considered significant.

RESULTS:

Table (1) shows distribution of study sample
by socio-demographic characteristics. It was
found that mean age of studied students was 13
years., and their mean weight was 51.6 kg, mean
height was 154 cm While mean family number
was 5.9. As regards fathers, education, near half
of the sample (45.9%) had university and higher
education. According to mothers education, it
was clear that more than one third (34.8%) of
students, mother had university education and
higher. About three fourths of the studied
sample their fathers occupation was employer.
More than half of mother's students work
(55.5%0).

Table (2) shows characteristics of studied
sample according to their (BMI). The majority
of students were normal (72.3%), (16.8%) of
students were at risk for overweight, while only
(3.6%) of them were overweight and (2.5%)
were obese. As regards underweight was
represented by (4.8%) of the sample.
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Table (1): Soico-demographic characteristics of studied sample (N=440)

Items Mean + SD
Age (years) 13.0£0.85
Weigh (kg) 51.6 +13.6
Height (cm) 154 + 8.0
Family size 59+1.6

No %

Father Education:
- lliterate 15 3.4
- Basic education 73 16.6
-Secondary 150 34.1
- University and high 202 45.9
Mother education:
- Nliterate 44 10
- Basic education 60 13.6
-Secondary 183 41.6
- University and high 153 34.8
Father occupation :
- Employer 329 74.8
- Private 111 25.2

Mother occupation :

- House wife 244 55.5
- Working 196 445
Income:

-Low |200 (L.E. /m) 85 19.3
- Moderate 200 - 800 (L.E./m) 199 45.2
- High 1 800(L.E./m) 156 355

Table (2) : Percentile distribution of studied sample according to their (BMI)

Items No %
(BMI) degree:
-Under weight 21 4.8
-Normal 318 72.3
- At risk 74 16.8
-Over weight 16 3.6
- Obese 11 25
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Table (3) shows mean scores of QOL for
different categories of overweight. Statistically
significant differences were found between three
categories of overweight (at risk for overweight,
overweight and obese) and the total score of
QOL and the three domains; physical health
emotional state and social relationship.

Table (4) shows the distribution factors
affecting overweight by different categories. As
regard risk factors for obesity in child hood. 74
of child at risk, 16 over weight and 11 obese.
(90.9%) of obese child’s preferred food rich fat,
81.8% eating between meal, 63.6% take snakes
(soft drink), 50% of them duration of sleep
more than 12 hours and 54.5% practicing
exercise. More over the overweight children
75% of them prefer food rich in fat. 81.3%

eating between meals, 68.8% take soft drink,
57.2% duration of sleep more 12 hours than
57.2% and 56.3% practicing exercise. While at
risk child 58.1% preferred food rich in fat, 63.5
number of meals three meals/day, 81.1% eating
during watching T.V, 71.6% sleep after eating
meal and 81.1% practicing exercise.

Table (5) shows frequency distribution of
levels of QOL for above than normal BMI
students. Statistically significant differences
were observed between three categories of
overweight and levels of QOL. As regards at
risk of overweight students the majority of them
had low QOL(83.8%) compared to only (16.2%)
had moderate QOL while high QOL was not
found in the three categories.

Table (3): Mean score of (QOL) for different categories of overweight

Categories of overweight
(QOL) domain scores At risk Overweight Obese b valle
(N=74) (N=16) (N=11)
Physical health 8.7+20 74+09 7.7+12 0.025*
Emotional state 124 +25 11+12 112+14 0.038*
Social relationship 9.7+24 95+£25 11.2£1.6 0.045*
Independence 43+1.7 42+13 52415 0.147
Home environment 21+15 1512 19+15 0.403
Spiritual concern and personal beliefs 1.7+19 14+14 1.7+15 0.861

Used ANOVA
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Table (4) : Distribution of factors affecting overweight
Categories of overweight
At risk Overweight Obese
Items
(N=74) (N=16) (N=11) P value
No % No % No %

Food type preferred” :
-Carbohydrate 34 45.9 31.3 54.5 0.984
- Protein 27 36.5 50.0 455 0.375
- Fat 43 58.1 12 75.0 10 90.9 0.020*
- Vitamins & minerals 16 21.6 2 125 4 36.4 0.539
Number of meal/day:
- Two meals 12 16.2 4 25.0 4 36.4
- Three meals 47 63.5 8 50.0 5 455
- Four meals 10 13.5 1 6.3 1 9.1 0.812
- More than four 5 6.8 3 18.8 1 9.1
-Eating between meals 62 83.8 13 81.3 9 81.8
Eating habits":
Snacks:
-Chips& biscuits 40 54.1 8 50.0 9 81.8
-Cake or sandwich 22 29.7 5 31.2 0 0.0
- Eating quickly 36 48.6 8 50.0 5 455 0.034*
- Eating during watching T.V. 60 81.1 9 56.3 6 545
-Soft drink 48 64.9 11 68.8 7 63.6
Sleep Condition :
-Sleep disturbance 36 48.6 7 43.8 2 18.2 0.165
Duration of sleep/day (N=36)
-10- 12 hrs. 17 47.3 42.9 1 50.0 0.032*
- More than 12 hrs. 19 52.8 57.2 1 50.0
- Sleeping after eating meal 53 71.6 50.0 4 36.4 0.050
Exercise”:
-Practicing exercise 60 81.1 9 56.3 6 54.5 0.034*
Type of exercise
-Walking 27 45 5 55.6 2 333 0.034*
- Running 21 35 2 22.2 2 33.3
- Hand ball 11.7 2 22.2 2 333 0.773
- Football 5 8.3 0 0.0 0 0.0

Using chi-square test

More than one answer was allowed #
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Table (5): Frequency distribution of levels of QOL for above than normal BMI students

Categories of overweight
At risk Overweight Obese
(QOL) _ _ _
(N=74) (N=16) (N=11) P value
No % No % No %

Low (QOL) | 45 62 83.3 15 93.7 54.5 0.026*
Moderate (QOL) 45-| 68 12 16.2 1 6.3 455 0.040*
High (QOL) 681 0 0.0 0 0.0 0.0 00.00*

Using chi-square test

DISCUSSION:

Over weight and obesity among childhood
are very important, since most over weight
children remain overweight in adulthood
(Lissau, 2004).

Body mass was linked to assessments of
general health and functional health in
adolescents. We found that physical functioning
decreased as BMI moved away from normal
limits. Both underweight and overweight
adolescents reported worse physical functioning
than adolescents with normal BMI. A recent
study by Silventonien et al., 2004 reported on
both mean BMI as well as prevalence of over
weight (BMI> or= 25 kg/m?). Decreasing trends
in BMI were seen in Central and Eastern
European countries. We did not detect a link
between body mass and depression, self-esteem,
or school/social functioning, except among the
very youngest adolescents. Regarding (BMI) of
students, our study indicated the majority of
students were normal (72.3). (16.8) at risk for
overweight, while only (3.6) of them were
overweight and (2.5) were obese. As regards
underweight was represented by (4.8) of the
sample. The same results reported by
(Silventionen et al., 2004) (75.5%) children were
classified as not overweight; (20.2) overweight;
and (4.3%) obese <0.001.
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Even when we created a group of the most
overweight adolescents in Add Health by
creating a category of 'obese" adolescents-
defining obesity as a BMI category at or above
the 97 th percentile plus 2 BMI units-we did not
find that obese adolescents were more likely
than their peers with normal BMI to report
poor emotional, school, or social functioning. A
causal relationship between obesity and
psychological ~ factors  remains  unclear.
Adiposity is very visible, and children tend to
rate disease and minor deformities as preferable
to obesity at 6 yr of age. Children’s perceptions
of obesity emphasize laziness, selfishness, lower
intelligence, social isolation, poor social
functioning, and academic success as well as low
levels of perceived health, healthy eating, and
activity (Epsteine et al., 2001).

Also in line with the present study, Karon et
al., 2005 has carried out a similar study on
adolescents overweight reported significantly
low (QOL).

Carrie et al., (2003) documented the effect
oh high levels of inactivity and television
viewing on childhood obesity, but other
research has been undertaken in countries
where the exposure to television has not been
long term and where levels of television viewing
have not been at very high levels except among
selected children.



Ass. Univ. Bull. Environ. Res. Vol. 10 No. 2, October 2007

As regard risk factors for obesity in child
hood, our study shows that74 of children
were at risk, 16 over weight and 11 obese. The
most critical observation of cause of overweight
is that children preferred types of food (54.5%
of obese) rich carbohydrates, 81.8% eating
between meals 63.6% take snakes (soft drink),
50% of them duration of sleep more than 10
hours and 54.5% practicing exercise. More over
the overweight children 75% of them prefer
food rich in fat. 81.3% eating between meals,
68.8% take soft drink, 57.2% duration of sleep
more than 57.2% and 56.3% practicing
exercise. While at risk child 58.1% preferred
food rich in fat, 63.5 number of meals three
meals/day, 81.1% eating during watching T.V,
71.6% sleep after eating meal and 81.1%
practicing exercise.

The same results reported by Carrie et al.,
(2003) Analysis of snacking behavior found
11.0% of Chines participants reported
consuming calories as snacks. Gortmakeret al.,
1999 and Jahns et al., 2001) the decreased of
physical activity, increased snhacking and
consumption of high- fat, high sugar foods, and
decreased resting metabolic rate associated with
television viewing. Not only can television
viewing replace time spent in physically active
pursuits, but it may also condition the child who
is not hungry to snack when ever he or she is
watching television Robinson (2001).

Carrie et al., (2003) documented the effect of
high levels of inactivity and television viewing
on childhood obesity, but other research by
Wang et al.,, (2002) has been undertaken in
countries where the exposure to television has
not been long term and where levels of television
viewing have not been at very high levels except
among selected children.

Our study supported with Reilly et al.,
(2005) who said that environmental can
determine the risk and the obesity and the most
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critical observers of causes of obesity (Dietz,
2001) believe that evidence suggests a causal
role for sedentary behavior, consumption of
sugar sweetened drinks (Dietz, 2001 & Parson,
1999).

Growth More over about night time sleep
may alter later risk of obesity through hormone
secretion, or because sleep reduces the child’s
exposure to factors in the environment that
promote obesity, such as food intake in the
evening. My study recommended that the use of
formal weight loss programs in health care
settings has increased in recent years. The
school is an ideal setting for promotion of new
health behaviors school health nurse and
specialists in pediatric nursing should work
collaboration with teachers and other educator
in the community to achieve positive outcome
related to childhood overweight and obese.

Community based approaches to weight
management can include interventions in
worksites and homes as well as multi modal
community programs in a variety of regional
locations. Increase researches that deserves
further study including examining the
recruitment and retention of participants into
community and worksite programs .

REFERENCES:

Amarantos E., Martinez A., Dwyer J. (2001):
Nutrition and Quality Of Life in older
adults. J. Gerontology: series; 56A
[special issuell]: 54-64.

Amine E.K., Al-Awadi, and Gaulum Z. (1996):
A study of Prevalence of Obesity Among
Adult Females in Kuait, International
Conference on Health, Environment and
development, Alexandria, 14-17. October.

Banis H. T., Varni. J. W., Wallander, J. L.,
Korsch, B. M., Jay S.M. and dler, R.
(1988): Psychological and  social



Ass. Univ. Bull. Environ. Res. Vol. 10 No. 2, October 2007

adjustment of obese children and their
families, Child Care Health Dev 14; PP.
157-173.

Carrie E. Waller, Shufa Du, and Barry M.
Popkin (2003): Patterns of overweight,
Inactivity, and Snacking in Chinese
Children. Vol. 11 No. 8 August.

CDC (1994): Quality Of Lie as a new public
health measure-Behavioral Risk Factor
Surverillance System, MMWR Morb
Mortal Wkly Rep: 43: 375-380.

Cole T.J. Freeman J.V., Preece M.A. (2002):
Body mass index reference curves for the
Uk, Arch Dis Child 73: 25-29.

Dietz, W.H. (2001): Breast Feeding may help
prevent childhood overweight. JAMA
2001, 285: 2506.

Dorosly A.R., Emmett P.M., Reilly J.J. (2000):
ALSPAC: Study team factors associated
with early adiposity rebound. Pediatrics
2000; 105 :1115-1118.

Eid N. Al-Haoti S., Bourisly N., and Khalafawi
M. (1986): Nutritional anthropometry of
school children in Kuwait. Nut Rep Int:
33: 253-260.

El- Zanety, F. (2001): Egypt Demographic and
Health Survey 2000 ORC. Marco.

Epstein L.H., Roemmich J.N., Raynor H. A.
(2001): Behavioral therapy in the
treatment of pediatric obesity. Pediatr
Clin North Am 48: 981-993

Friedlander, S. L., Larkin, E. K., Rosen, C. L.,
Palermo, T.M., and Redline, S. (2003):
Decreased Quality Of Life associated
with obesity in school-aged children,
Arch Pediatr Adolesc Med 157, PP. 1206-
1211.

Goldfield, A. and Chrisler, J. C., (1995): Body
stereotyping and stigmatization of obese
persons by graders, Percept Motor Skills
81, PP 909-910.

-82-

Gortmaker S.L., Must A., Sobol A.M., Colditz
G. A, Dietz W. H. (1999): Television
viewing as a cause of increasing obesity
among children in the United States.
Arch pediatr Adolesc Med. 1999; 150:
3562-62.

http://www.cdc.gov/nchs/data/U.S.Department
of Health and Human Services (2004a):
Health United States. Retrieved February
5, 2005, from http://www.cdc.gov/nchs
/data/hus/husO4tred.pdf#070

Jahns L., Siega-Riz A.M., and Popkin B.M.
(2001): The increasing prevalence of
snacking among U.S. children from 1977
to 1996. J. pediatr. 138: 493-498.

Karen C. Swallen, Eric N. Reither, Steven A.
Haas, and Ann M. Meier (2005):
Overweight, Obesity, and Health-Related
Quality Of Life Among Adolescents: The
National Longitudinal Study  of
Adolescent Health Pediatrics Vol. 115 No.
2 February 2005, PP. 340-347

Kimm, S.Y.,& Obarzenek, E. (2002): Childhood
obesity: A new pandemic of the new
millennium. Pediatric, 110 (5), 1003-1007.

Lee& Birch L.L. (2000): Development of eating
behaviors among children and
adolescents. Pediatrics 101: 539- 549.

Lehman, A. F (1986): The well being of chronic
mental patients assessing their QOL, of
Archives of General Psychiatry. Vol. 40,
PP. : 369:373.

Lissau I., Overpeck. M.D., Ruan W.J., Due P.,
H., Istein B. E., and Hediger M. 1,
(2004): Body Mass index and overweight
in adolescents in 13 European Countries
israel and the United States-Arch Pediatr
Adolesc Med 2004; 158: 27-33.

Muller, H. L. Bueb, K. Bartels, U. Roth, C,,
Harz, K. and Graf, N. (2001): Obesity
after childhood craniopharyngioma:
German multicenter study on pre-


http://www.cdc.gov/nchs/data/

Ass. Univ. Bull. Environ. Res. Vol. 10 No. 2, October 2007

operative risk factors and Quality Of
Life, Klim Padiatr 213, PP. 244-249.

National Center for Education in Maternal and
Child Health (2000): Bright futures in
Practice: Nutrition.

Ogden C.L., Flegal K.M., Carroll M.D. and
Johnson C.L. (2002): Prevalence and
trends in overweight among US children
and adolescents, 1999-2000. JAMA. 288:
PP.1728-1732.

Parson T. S. (1999): Power C, Summer bell CD.
Childhood predictors of adult obesity:
Systematic review. Int. Obes, 23 (supp)
8 :51-107.

Ravens-Sieberer, U., Redegeld M., and
Bullinger, M., (2001): Quality Of Life
after in-patient rehabilitation in children
in children with obesity, Int. J. Obes
Relat Metab Disord 25 (suppl 1), pp.S63-
S65.

Reillay J., Armstrong, Dorosty., Emmet M., and
Sherriff A. (2005): Early life risk factors
for obesity in childhood: BMJ, doi: 10.
1136\bmj. 38470. 670903. EO(published
20 May 2005).

Reilly J. J., Methven E., Mc Dowell Z.C.,
Hacking B., Alexander D. and Stewart L.
(2003): Health consequences of obesity,
Arch Dis child, 88:748-7 52.

Reilly J. J., Wilson M. L., Summerbell C.D.,
and Wilson A.C. (2002): Obesity:
Diagnosis, prevention, and treatment,
evidence based answers to common
guestions. Arch Dis child 2002, 86-392-4.

Robinson T. N. (2001): Television viewing and
childhood obesity. Pediatrr Clin North
Am.; 48: 1017-1025

Robinson T. N. (1999): Reducing children’s
television viewing to prevent obesity:

-83-

randomized controlled trial JAMA282:
156-157.

Schwimmer J. B., Burwinkle T. M. and Vari J.
W. (2003): Health-related Quality Of Life
of severely obese children and
adolescents. JAMA: 289:1813-1819.

Schwimmer. J. B., Burwinkle, T. M. and Varni,
J.W. (2003): Health-related Quality Of
Life of severely obese children and
adolescents, JAMA 289, pp.1813-1819.

Silventoinen K., Sans S., Tolonen H, Monterde
D., Kuulasmaa K.  Kesteloot H.,,
Tuomilehto J. (2004): Trends in obesity
and energy supply in the WHO MONICA
project. Int Obes Relat Metab Disord;
28: 710- 718.

Strauss R.S., and Pollack H.A. (2001): Epidemic
increase in childhood overweight 1986-
1998. JAMA. 286: PP. 2845-2848.

Vellas B., Guigoz Y., Garry P. J., Nourhashemi
F., Bennahum D., and Nauque S., (1999):
The Mini Nutritional Assessment [MNA]
and its use in grading the nutrition state
of elderly patients. Nutrition; 15 [2]: 116-
122.

Wake, M. Salmon, L., Waters, E., Wright, M.
and Hesketh, K. (2002): Parent-reported
health status of overweight and obese
Australian primary school children: a
cross-sectional population survey, Int. J.
Obes Relat Metab Disord 26, PP.717-724.

Wang Y., Monteiro C., and Popkin B. M.
(2002): Trends of overweight and
underweight in children and adolescent
in the United States, Brazil, China and
Rusia. Am J. Clin. Nutr. 75: 971- 972.

Williams, J. Wake, M. Hesketh, K. Maher, E.
and Waters, E. (2005): Health-related
quality of overweight and obese children,
JAMA 293, pp 70-76.



Ass. Univ. Bull. Environ. Res. Vol. 10 No. 2, October 2007

Lalacy) Aa jal) B JUlY) Al Slall L o8 e ¢ 58l Bal il
**m; b C)LA.A" ‘*U'AJ* b K\E 99 ‘*w‘)i.d‘ .\$ dans

Jagaad daals — Gl pail) S — JUEY) Gyl and ** cdalall daal) (el and®

etas Al cusal By Ladlaey) Majal) B Blall Loy Ao 0jsl Baby Sl adil ual) Ciags
Lial) 8] g Yoo [Yeve bl alad) ol Jagand Adisa L) ude Cieasg dulsey) Aiagil
L) il Al 00 Juad IS dags coniaiall (o JSI Jguad ol (Ao cilaiily dabiiia Lflpde dhi
ubia Ao Aulilly (dg¥) clibd) o Hlaiul cnlibyl) paad cjjlaiud) Casa By dulll £ A0
(BMI) (Alall 035 ubid 48Ul Blaal) dus s

b SLS 0NN IS Ggligy A VY iUl jaal ol Bgiall of dubal) il ciaagl sy
Baliyl clama cldlal) ¢ %V 1A %V YLY A ogilil colS cldlal) ey ¢ aadin Vo f (glshy
(lgoliginng ANAY lial) o dlas) DGR dag WS (0ol oo BB %60 calun %Y.0 (Ol
Goian dags Yy (Addina CulS %11, (%AY.Y Blall el (hiiie Geima cild clidlal) Aule] el
el Blailly JEal el o duysi maln das Homa bl Cuagl By Slall Legit e
coudalls Gaeyptally ciliapaally cilbiawal) Sl Gk oo ddad] Gl pmal) cililllall dabiallg

-84-



