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Sir,
Overweight and obesity during childhood/adolescence 
is associated with insulin resistance (IR), dyslipidemia, 
and elevated blood pressure in young adulthood.(1) IR, 
which is strongly associated with central obesity, appears 
early in children in the recent years.(1) The aim of this 
study was to assess IR and cardiometabolic abnormalities 
among south Indian children with BMI ≥ 85th percentile.

A total of 2376 school children in the age group of 8‑13 years 
were randomly selected from four schools representing 
east, west, north, and south zones of Chennai, Tamil Nadu. 
They were screened for overweight, of which 500 children 
satisfied the WHO criteria of BMI ≥ 85th percentile and 
obesity as  ≥ 97th percentile.(2) A total of 261 children 
(M:F, 171:90) willing to participate were instructed to stay 
minimum 8 h fasting and venous blood samples were 
collected. Plasma glucose and lipid profile were estimated 
using standard enzymatic procedures. Fasting insulin was 
estimated by chemiluminescence method, and IR was 
calculated using Homeostasis Model Assessment method. 
Lipid abnormalities constitute cholesterol ≥ 169 mg/dl in 
boys and ≥ 181 mg/dl in girls, triglycerides ≥ 118 mg/dl, 
high density lipoprotein cholesterol (HDL‑C) ≤ 38 mg/dl, 
low density lipoprotein cholesterol (LDL‑C) ≥ 108 mg/dl 
in boys and ≥ 114 mg/dl in girls.(3) Normal cut‑off values 
for fasting insulin and IR as  ≤ 15 µU/ml and  ≤ 3.2, 
respectively, were derived from normoglycemic, normal 
weight children (n = 28) by taking mean + 1SD. Blood 
pressure was recorded and subjects were categorized as 
normal, pre‑hypertensive and hypertensive as per 4th report 
of National High Blood Pressure Education Program.(4) 
Institutional ethical committee approved the study. Written 
consent was obtained from the parents of the children.

According to WHO criteria, 322 children (13.5%) were 
found to be overweight and 178 children (7.5%) obese. 
Out of 500 children, 261 children with a mean age of 
10.5  ± 1.3 years and mean BMI of 22.1  ± 3.2 kg/m2 
showed willingness to participate in the study. 43.7% of 
the children had at least one lipid abnormality.

High total cholesterol was significantly higher among 
boys than girls (33.9 vs. 14.3%; P  < 0.001). A higher 
proportion of girls had fasting hyperinsulinemia than 
boys (45.6 vs. 26.3%; P = 0.001). IR (> 3.2) was higher among 

girls, but was not statistically significant compared with 
boys (33.3 vs. 24.6%) (P = 0.087). Abnormal triglycerides, 
HDL‑C, LDL‑C, elevated glucose levels, and blood 
pressure were observed among the children, with no 
significant difference in gender. This study highlighted a 
high prevalence of cardiometabolic abnormalities among 
overweight children, and gender differences were seen in 
fasting insulin levels with predominance in girls. Similarly, 
Misra et al., reported high prevalence of IR correlating with 
overweight and obesity in postpubertal children.(3) A study 
in North India reported 13.6% of hypertriglyceridemia, 
10.6% of hypercholesterolemia, and 18.2% of low 
HDL‑C levels among normoglycemic children aged 
14‑18 years,(5) whereas the present study on overweight 
children without diabetes reported higher prevalence of 
hypertriglyceridemia and hypercholesterolemia and lower 
prevalence of low HDL‑C levels.

In conclusion, there is a generalized dyslipidemia and 
IR among overweight children, suggestive of probable 
rise in future cardiovascular‑related events. The findings 
may help to plan primary prevention programs towards 
weight reduction and optimum maintenance of lipid 
levels among children.
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Sir,
The phenomenon of child labor was prevalent in all 
over the world in the pre‑industrial revolution period; 
however the problem was not so visible it is today. 
During post‑industrial revolution period the problem 
of child labor become a growing problem particularly in 
developing countries. As per new world wide estimates 
of ILO, There are at least 250 million children among 
5‑14 years of age are engaged in economic activities and 
most of them (120 million) are in developing countries.(1,2) 
In India 5.2% of the children aged 5‑14 years are working 
for others or doing household chores for more than four 
hours a day or doing other family work and the percentage 
in Maharashtra is 5‑14.5%.(3) The reasons of child labor are 
mainly poverty, poor parental support, lack of education 
etc., There is great need to dig out the causes of child labor 
to tackle the issue of child labor in India.

Community based cross‑sectional study was carried out 
in 2007 in the Solapur Municipal Corporation area of 
Western Maharashtra with an objective to find various 
reasons of child labor in Solapur city. Institutional ethics 
committee approval was taken before the start of the 
study. The population of Solapur city as per Census 2001 
was 873037 contributing about 183337 children in the age 
group of 6‑14 years of age. The percentage of child labor 
in Maharashtra varies from 5 to 14.5%. Higher prevalence 
was taken for calculation of sample size for feasibility 
purpose. On that basis the sample size was estimated by 
the formula n = Z2 (1‑ά/2) pq/L2 (Here Z = 1.96, P = 0.145, 
q = 0.855, L = 0.05%). The sample size came to 190 but 
in the present study 300 working children in the age 
group 5‑14 years were studied. Any child in the age group 

of 5‑14 years of age working at least for six months in the 
same job was labeled as child labor. In Solapur city child 
labor were seen in 10‑11 job categories such as garages, 
hotels, vendors, construction sites, domestic work, beedi 
workers etc., So the children were selected from these 
job categories. The selection of child labor was done by 
stratified random sampling method. The children were 
selected randomly from each strata (occupation/job) to 
complete required sample size. Children were studied 
at their work place, the parents consent was not possible 
but verbal consent of their employer was taken before 
interviewing the children. The data was collected by using 
pretested, predesigned proforma.

Out of 300 working children, 153 (51%) were males and 
147 (49%) were females. 178 (59.33%) of the working 
children were in the age group of 12‑14 years, 114 (38%) 
in the age group 8‑11 years and 8 (2.67%) were in 5‑7 years 
age. Male working children were significantly more in the 
age group of 12‑14 years i.e., 106 (69.29%) as compared 
to female working children 72 (48.98%) (Z  =  3.65; 
P  <  0.001). While, female working children were 
significantly more in the age group of 5‑7 years and 
8‑11 years i.e., 6 (4.08%) and 69 (46.93%) respectively as 
compared to males of this age group i.e., 2 (1.3%) and 
45 (29.41%) respectively (Z = 3.65; P < 0.001). The mean 
age of working children was 11.49 ± 2.08 Years. Out of 
300 working children i.e., 226 (75.33%) had taken up the 
job due to inadequate family income followed by desire 
to assist the family to overcome the family financial 
problem by 159 (53%), own interest in work 83 (27.67%) 
and father’s addiction by 81 (27%) children. Death of one 
or both parents was the reason by 78 (26%) children while 
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