
Objective: The current study aimed to investigate psychiatric consequences of obesity and the relationship between componenets of the 
metabolic syndrome and psychiatric disorders in children. Our second aim was to elucidate which of the anthropometric parameters or 
metabolic components were most strongly associated with psychiatric disorders. 
Methods: The study included 88 obese and overweight children with a body mass index (BMI) greater than 85th percentile. The patients 
were evaluated for psychiatric disorders by a single child and adolescent psychiatrist. Forty patients diagnosed with psychiatric disorders 
and 48 patients with normal psychiatric evaluation were compared in terms of anthropometric and metabolic parameters. BMI, BMI-
standard deviation score and BMI percentile, waist circumference, waist to hip ratio, blood pressure and pubertal stage of all patients 
were recorded. Fasting serum glucose, insulin, lipid profile and homeostatic model assessments of insulin resistance (HOMA-IR) were 
measured to evaluate the metabolic parameters. Serum and 24 hour urine cortisol levels were measured. 
Results: HOMA-IR in the group with psychiatric disorders was found to be significantly higher than in the group without psychiatric 
disorders (6.59±3.36 vs 5.21±2.67; p=0.035). Other anthropometric measurements and metabolic parameters were not significantly 
different between the two groups. 
Conclusion: An understanding of the relationships between obesity related medical comorbidities and psychiatric pathologies is 
important to encourage patients and their families to make successful healthy lifestyle changes and for weight management in terms of 
appropriate treatment. 
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ORI GI NAL AR TIC LE

What is already known on this topic?

What this study adds?

Childhood adiposity has been reported to be related to mental health conditions such as depression, behavioral and emotional disorder, 
anxiety and mood disorder. BeLue and colleagues reported that adolescents who were obese were 1.6 times more likely to have 
depression or anxiety. Other research has demonstrated obese children are 3.1 times more likely to have anxiety symptoms and 3.6 
times more likely to have depressive symptoms compared to their same-age peers.

Our findings suggest that insulin resistance, rather than obesity-related metabolic comorbidities, is more predictive of psychiatric illness. 
The results of our study underline the importance of assessing psychiatric functioning in obese children, particularly those with insulin 
resistance. We recommend routine screening of these children for the identification of psychiatric disorders. 
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Introduction

Childhood obesity is an important public health problem 
worldwide. The prevalence of obesity in children has 
risen dramatically in recent years. Childhood obesity has 
various and considerable adverse consequences for health 
outcomes (1).

There is an increasing recognition of the relationship 
between mental illness and obesity. Childhood overweight 
and obesity are reported to be more strongly associated 
with psychiatric comorbidities as compared to their healthy-
weight peers, including those with a lower health-related 
quality of life, lower self-esteem and body image concerns 
(2,3). It is known that overweight and obese children are 
exposed to some difficulties in social life, such as pervasive 
peer victimization, weight-related teasing, weight stigma 
and bullying (4,5). These may complicate their physical and 
medical health outcomes (1,6).

Obesity related psychiatric comorbidities include a variety 
of psychiatric illness (2). In a study by Britz et al (7), more 
than 40% of the obese adolescents in their sample met 
Diagnostic and Statistical Manual of Mental Disorders, 4th 

edition DSM-4 criteria for a psychiatric illness. Increased 
lifetime rates for low mood (42.6%), anxiety (40.4%), 
substance use (36.2%), somatoform (14.9%) and eating 
(17.0%) disorders were reported in the obese group 
as compared with the general population. In a large 
population study sample from the United States, 43297 
children aged between 10-17 years were evaluated; 15% of 
them were overweight and 16% were obese. In this study 
obese children compared with children classified as of 
normal weight were more likely to have internalizing and 
externalizing problems. Attention deficit and hyperactivity 
disorder (ADHD), conduct disorder, depression, learning 
disability and developmental delay were found to be more 
common in obese children (8).

It is still not clear whether psychiatric disorders and 
psychological problems are causes or consequences of 
childhood obesity or whether common factors promote 
both obesity and psychiatric disturbances in children and 
adolescents. The first aim of this study was to investigate 
psychiatric consequences of obesity and to evaluate 
the associations between childhood obesity related 
comorbidities and psychiatric disorders in children. The 
second aim was to identify which of the anthropometric or 
metabolic parameters related to obesity had an effect on 
mental health. To this end, we compared obese children 
with and without mental disorders to reveal differences in 
anthropometric and metabolic parameters. 

Methods

This study was conducted in Manisa Celal Bayar University 
Pediatric Endocrinology and Child Psychiatry Clinics. A total 
of 88 obese and overweight children with a body mass 
index (BMI) value greater than the 85th percentile for age 
and sex, according to growth charts from the Center for 
Disease Control and Prevention (CDC-2000), aged nine to 
17 years, who attended or were referred to our pediatric 
endocrinology outpatient clinic for evaluation of obesity 
and related comorbidities, were included in the study. We 
excluded individuals with developmental delays, chronic 
diseases, a history of drug use, a previous diagnosis of 
psychiatric disorders, those with any disease affecting the 
endocrine system (for example hypothyroidism or Cushing’s 
disease) or suspected syndromes associated with obesity 
such as Prader-Willi and Laurence-Moon-Biedl syndromes. 

The study was approved by the Local Ethics Committee 
of Celal Bayar University, Faculty of Medicine in Manisa 
(number/date: 20478486-382/11.11.2015), and written 
informed consent were taken from the primary caregiver 
and patient, before the study. 

All overweight and obese patients underwent a thorough 
physical examination, laboratory evaluation and psychiatric 
assessment. The assessments were all performed by 
specially trained clinical research staff. 

Height was measured in all subjects by a wall-mounted 
stadiometer and weight by a calibrated scale. All subjects 
were measured with no clothing other than undergarments. 
BMI was calculated as weight (in kilograms) divided by 
square of height (in metres). BMI-standard deviation (SD) 
score and BMI percentiles were calculated using age and 
gender specific norms published by the CDC (9). Obesity 
was defined as a BMI ≥95th percentile and overweight as a 
BMI ≥85th for age and sex (10).

Waist circumference (WC) was measured with a non-
stretchable tape to the nearest 0.1 cm, midway between 
the lowest rib and the highest point of the iliac crest parallel 
to the floor, without clothing and during expiration in a 
standing and relaxed position (as recommended by the 
World Health Organization Expert Committee, 1995). Hip 
circumference (HC) was measured in centimetres around 
the widest portion of the buttocks. Waist-to-hip ratio was 
calculated by dividing the WC by the HC. 

Findings for pubertal development were recorded 
according to the classification of Tanner and Whitehouse 
(11). A testicular volume of ≥4 mL in males, and a breast 
development of stage 2 and over in females, were considered 
to be findings consistent with puberty.
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Blood samples were taken in the morning after 10 to 12 hours 
of night-time fasting (water permitted) for glucose, insulin 
and lipids including triglycerides (TG), total cholesterol and 
high-density lipoprotein (HDL), low-density lipoprotein 
cholesterol and serum cortisol measurements. A 24 hour 
urine sample was collected for cortisol measurement. 

Insulin resistance was evaluated according to the 
homeostasis model assessment-insulin resistance index. 
Different cut-off values for prepubertal and pubertal stages 
were used to determine the status of insulin resistance 
(prepubertal >2.5, pubertal >4.0) (12).

Oral glucose tolerance test was performed after overnight 
fasting for 12-14 h. After glucose drink containing 1.75 g/
kg glucose to a maximum of 75 g, blood samples were 
obtained every 30 min for 120 min for measurement of 
plasma glucose and insulin.

Blood pressure was taken with the appropriate cuff, 
systolic blood pressure (SBP) and diastolic blood pressure 
(DBP) were measured twice in the supine position, after 
a ten minute rest, using the right arm and a calibrated 
sphygmomanometer and the mean of these two BP values 
were calculated. 

According to the International Diabetes Federation (IDF), 
metabolic syndrome (MetS) can be diagnosed in children 
ten to 16 years old when the following criteria are fulfilled: 
a WC ≥90th percentile, together with two more risk factors 
defined as a fasting blood glucose level ≥100 mg/dL (5.6 
mmol/L), a serum TG level ≥150 mg/dL (1.7 mmol/L) or 
being under treatment for elevated TG, HDL cholesterol 
<40 mg/dL (1.03 mmol/L) or being under treatment for 
low HDL and with a SBP ≥130 or DBP ≥85, or being under 
treatment for hypertension. For children 16 years and older, 
adult criteria can be used. Ethnic-specific WC percentiles 
for the Turkish population are ≥94 cm for men, ≥80 cm for 
women and a sex-specific cut off level for HDL are <40 mg/
dL (1.03 mmol/L) in men or <50 mg/dL (1.29 mmol/L) in 
women. For children younger than ten years of age, MetS 
cannot be diagnosed, but vigilance is recommended if WC 
is ≥90th percentile (13).

Psychiatric measurements included the following:

1. Kiddie Schedule for Affective Disorders and Schizophrenia 
for School Age Children-Present and Lifetime Version was 
used (14). This is a semi-structured interview developed 
by Kaufman et al (14), to evaluate present and lifetime 
psychopathology in children and adolescents according to 
DSM-3-R and DSM-4 criteria. The reliability and validity study 
of the Turkish translation was conducted by Gökler et al (15). 
Psychiatric evaluation of obese patients was performed by 

the same clinician. The individuals were classified into two 
groups as follows: (i) obese group with normal psychiatric 
evaluation; (ii) obese group with psychiatric disorder. 

2. A sociodemographic form was developed by the study 
coordinators, and included questions on parental education 
and vocation, physical/mental illnesses in the family and 
information about the patient. 

Statistical Analysis

Statistical analysis of the study was performed using the 
Statistical Package for Social Sciences 15.0 program (IBM 
Inc., Chicago, Ill., USA). Descriptive data were presented 
as number ± SD, frequency and percentage values. 
Sociodemographic data, medical, anthropometric and 
physical measurements for cases with and without a 
psychiatric disorder were analysed using the chi-square test 
for categorical variables, t-test for those that were normally 
distributed and the Mann-Whitney U test for data that were 
not normally distributed. 

Results

In this study, 88 obese children and adolescents were 
evaluated. The mean age of the participants was 13.20±2.44 
(range 9-17) years. Fifty-nine (67%) were female and 
29 (33%) were male. The mean weight and height of the 
subjects were 73.94±16.93 kg and 155.93±11.56 cm, 
respectively. The number of subjects attending school was 
84 (95.5%). 

Psychiatric disorder was found in 40 (45.5%) of the children 
and five of them had multiple psychopathologies. These 
disorders consisted of anxiety disorders in 31 subjects 
(35.2%), depressive disorders in two (2.3%), oppositional 
defiant disorders in two (2.3%) and comorbid anxiety and 
depressive disorders in five subjects (5.7%). 

Demographic, clinical and metabolic parameters were 
compared in children with and without mental disorder and 
the results are presented in Tables 1, 2 and 3. The group 
with mental disorders was not statistically different from 
the group without mental disorder in terms of age, sex, 
family history of psychiatric and chronic disorders, parents’ 
employment status, pubertal status, degree of obesity and 
MetS components. Insulin resistance was significantly higher 
in children diagnosed with psychiatric disorder and school 
attendance was found to be significantly lower (p=0.035). 

Discussion

The worldwide rates for overweight and obesity in 
children has increased rapidly among all age groups and 
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Table 1. Demographic and clinical characteristics of obese patients with and without psychiatric disorders

Sociodemographic characteristics Obese patients with 
psychiatric disorders 
(n=40)

Obese patients without 
psychiatric disorders 
(n=48)

p

Age (years) 13.7±2.48 12.38±2.36 0.083

Gender
  Male 
  Female

11
29

18
30

0.368

Family history of psychiatric disorder
  Positive
  Negative

15
25

10
38

0.100

Family history of chronic disorder
  Positive
  Negative

18
22

28
20

0.284

Mother’s occupation status
  Working
  Unemployed

8
30

15
33

0.334

Father’s occupation status
  Working
  Unemployed

31
6

46
2

0.073

School attendance
  Positive
  Negative

36
4

48
0

0.039

Clinical characteristics

Tanner stage 
 Prepubertal (1)
 Pubertal (2-5)

3
37

1
47

0.326

Weight status 
 Overweight 
 Obesity 
 Morbid obesity

8
26
6

9
26
13

0.382

Data about the occupation status of the parents is missing in some families (2 related to the mother/3 related to the father)

Table 2. Metabolic characteristics of obese patients with and without psychiatric disorders

Metabolic syndrome components Obese patients with 
psychiatric disorders 
(n=40)

Obese patients 
without psychiatric 
disorders (n=48)

p

Waist circumference (cm) 99.10±11.20 94.67±10.20 0.056

Increased WC - n (%) 40 (100%) 47 (97.9%) 0.361

Fasting blood glucose (mg/dL) (mean ± SD) 84.07±7.68 86.75±7.52 0.104

High fasting blood glucose (≥100 mg/dL) - n (%) 1 (2.5%) 3 (6.3%) 0.623

Triglycerides (mg/dL) (mean ± SD) 135.37±70.61 139.34±118.80 0.853

High triglycerides (≥150 mg/dL) - n (%) 11 (27.5%) 11 (22.9%) 0.631

HDL cholesterol (mg/dL) (mean ± SD) 47.12±7.86 46.77±8.64 0.843

Low HDL cholesterol (<40 mg/dL) - n (%) 6 (15%) 12 (25%) 0.296

SBP (mmHg) (mean ± SD) 120.66±11.17 115.77±13.30 0.070

High SBP ≥130 - n (%) 10 (25.0%) 8 (16.7%) 0.425

Diastolic blood pressure (mmHg) (mean ± SD) 77.89±10.95 75.20±11.52 0.272

High diastolic blood pressure - (DBP ≥85) - n (%) 9 (22.5%) 7 (14.6%) 0.406

WC: waist circumference, SD: standard deviation, HDL: high-density lipoprotein, SBP: systolic blood pressure, DBP: diastolic blood pressure



both sexes over the past few decades (16). Childhood 
obesity is associated with several short- and long-term 
consequences (cardiovascular diseases, hypertension, 
hypercholesterolemia, insulin-resistance, type 2 diabetes, 
pulmonary and liver disease in addition to mental disorders) 
(6,17,18,19,20).

In this study, we evaluated psychiatric disorders in children 
who were obese and overweight, and compared the 
anthropometric and biochemical data in individuals with and 
without psychiatric impairment. We also assessed whether 
there is a metabolic or anthropometric difference that may 
be related to psychopathology among obese children and 
investigated the association of psychiatric disorders with 
the MetS, diagnosed according to the criteria of the IDF. 

In our study, a psychiatric disorder was detected in 40 out 
of 88 obese and overweight patients (45.45%). We consider 
that this is a very high percentage of patients who are 
diagnosed during screening. Anxiety disorder was found 
as the most common psychiatric disorder among our study 
sample. According to the data obtained from a review of nine 
previous studies about the relationship between childhood 
adiposity and mental health (1), our study findings were 
consistent in relating childhood adiposity with mental 
health conditions such as depression, behavioral and 
emotional disorder, anxiety and mood disorder. BeLue et 
al (21) reported that adolescents who were obese were 1.6 
times more likely to have depression or anxiety. Pervanidou 
et al (22) demonstrated that obese children are 3.1 times 
more likely to have anxiety symptoms and 3.6 times more 
likely to have depressive symptoms compared to same-age 

peers. In a study by Fox et al (23), 102 adolescents were 
evaluated and in the overall sample, 34% had symptoms 
consistent with depression and 32% symptoms of anxiety. 
Similar results have been found in studies from Turkey. 
In the study by Taner et al (24), 54 obese children were 
evaluated and psychopathology was detected in 50% of 
these children. In the study of Topçu et al (25), there were 
significant differences among obese and control groups in 
terms of the total score of state-trait anxiety inventory-C and 
child depression inventory. Our study results are consistent 
with studies conducted in both Turkey and other countries. 

There are many articles evaluating the relationship between 
ADHD and obesity in the literature. In the study of Erermis 
et al (26) obese cases admitted to the endocrine clinic 
were evaluated and 13.3% of them were diagnosed with 
ADHD. Cortese et al (27) analyzed 42 studies including 
a total of 48,161 ADHD and 679,975 control subjects 
and found a significant relationship between obesity and 
ADHD in children. In another review, Cortese and Tessari 
(28) presented seven studies evaluating the prevalence of 
ADHD in individuals referred for obesity treatment. All 
these studies, except one, have confirmed significantly 
higher rates of ADHD in individuals with obesity compared 
to normal weight controls. Conversely, there were no cases 
diagnosed with ADHD in our study. In children, ADHD affects 
academic achievement and social adjustment negatively in 
the school setting, and is mostly recognized and diagnosed 
during the primary school period. In this present study, a 
known mental illness or drug use were among the exclusion 
criteria and the mean age of the children was 13.2. Thus 
most of them were of the secondary school age. In this age 
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Table 3. Metabolic syndrome related components in obese patients with and without psychiatric disorders (mean ± 
standard deviation values are given) 

Metabolic syndrome related components Obese patients with 
psychiatric disorders 
(n=40)

Obese patients without 
psychiatric disorders 
(n=48)

p

BMI (kg/m2) 30.74±4. 51 29.41±4.50 0.173

BMI SDS 2.02±0.37 2.00±0.38 0.849

Hip circumference (cm) 108.63±11.38 105.67±10.29 0.225

Waist/hip ratio 0.91±0.062 0.89±0.051 0.186

Total cholesterol (mg/dL) 162.40±30.29 161.20±31.75 0.858

LDL cholesterol (mg/dL) 86.09±28.45 41.74±22.72 0.303

Two-hour 75-g OGTT glucose (mg/dL) 123.35±23.21 123.45±24.15 0.983

Insulin (mU/L) 29.46±13.23 24.31±11.79 0.057

HOMA-IR 6.59±3.36 5.21±2.67 0.035

Cortisol 11.34±5.01 11.98±5.30 0.569

24-hour urine cortisol (µg/24 h) 119.07±76.08 104.63±49.53 0.290

BMI: body mass index, SDS: standard deviation score, OGTT: oral glucose tolerance test, LDL: low-density lipoprotein, HOMA-IR: homeostatic model 
assessments of insulin resistance



group, children have high rates of previous ADHD diagnosis 
and were therefore presumably excluded from this study 
which explains why we did not find any ADHD diagnosis in 
the study group.

It has been reported that when obesity is accompanied 
by a psychiatric disorder, the children become disoriented 
to obesity treatment along with a decrease in their school 
performance. Also, their body sense becomes more negative 
and their quality of life more distorted (24,29). With the 
diagnosis and treatment of the existing psychiatric disorder 
and improved self-esteem or improvement in other factors 
associated with mental health, obese individuals may be 
more successful in increasing their motivation (30). The 
present study emphasizes the importance of mental health 
assessment prior to treatment in order not to miss diagnoses 
that may affect the outcome of the treatment. Establishment 
of multidisciplinary teams and psychiatric evaluation are 
important in the effective treatment of obesity. 

The relationship between obesity and mental disorder has 
not yet been clearly elucidated and questions such as which 
one triggers the other or vice versa or whether they co-
occur remain to be clarified. The association of psychiatric 
disorders such as depression and anxiety disorders with 
MetS are relatively well-documented in adults (31). There 
are only limited data on the nature of the association 
between obesity related MetS and other comorbidities and 
psychiatric disorders in children. 

A number of studies have documented the association 
of depressive symptoms or disorders with the MetS 
(32,33,34,35). It was reported that the MetS in childhood 
predicted higher levels of depressive symptoms in adulthood 
(36). The association of the MetS with anxiety disorder has 
received significantly less attention and the results of the 
studies on this issue are controversial. Some authors have 
reported more severe anxiety symptoms and more frequent 
anxiety disorders in MetS patients, while other researchers 
have not confirmed this association (37,38,39,40).

Phillips and Perry (31) compared depression and anxiety 
symptoms among metabolically healthy and unhealthy 
obese and non-obese individuals. The risk of anxiety and 
depressive symptoms were found to be greater among 
the metabolically unhealthy, obese subjects than the 
metabolically healthy, non-obese individuals. Increased 
risk for these conditions was not observed among the 
metabolically healthy obese subjects. Hamer et al (41), 
investigated whether the association between obesity and 
depressive symptoms is dependent on an individual’s 
metabolic health and report that the metabolically 
unhealthy obese had increased risk of depressive symptoms 

after a two year follow-up but that this relationship was 
not found in metabolically healthy, obese individuals. 
Furthermore, the data obtained from a recent analysis of 
eight studies by Jokela et al (42), demonstrate that obese 
individuals with a favorable metabolic profile have a slightly 
increased risk of depressive symptoms compared with non-
obese, but the risk is greater when obesity is combined 
with an adverse metabolic profile. Phillips and Perry (31) 
investigated associations between the metabolic risk factors 
and depressive symptoms and anxiety among metabolic 
unhealty, obese subjects. Insulin resistance and abdominal 
obesity were associated with depressive symptoms, only 
insulin resistance remained significant in adjusted models 
for both depressive symptoms and anxiety.

We expected that accompanying obesity-related 
comorbidities or MetS components, rather than obesity 
alone, would relate to impaired psychiatric functioning 
and greater psychiatric distress. In view of the MetS and 
related components, we found that in our sample children 
with psychiatric disorders had higher measures of insulin 
resistance. We know that, obesity related cardiometabolic 
comorbidities are less common in children and tend to occur 
later in life. Insulin resistance, which is the most common 
early onset obesity-related comorbidity, is significantly 
associated with an increase in the frequency of mental 
disorders, even when other metabolic changes have not yet 
begun. We believe that this is an important outcome for this 
study. 

Obesity and mental disorders share some behavioral 
factors and adverse dietary habits but are also related 
to different stress systems such as disturbances in the 
hypothalamic-pituitary-adrenal axis and dysregulation 
of the central serotonin, norepinephrine and dopamine 
neurotransmitter systems which may contribute to 
changes in body composition and metabolic parameters 
(43,44,45,46,47). Endocrinologic abnormalities may play 
a role in the association between psychiatric disorders 
and insulin resistance. It has been shown that fluoxetine, 
improves insulin-mediated glucose utilization independent 
of its effect on body weight (48). These findings indicate 
that the serotonergic system plays a role in the pathogenesis 
of both mental disorders and insulin resistance and may 
have a role linking these two pathogeneses. In the current 
study, our findings suggest that psychiatric disorders may 
affect peripheral insulin sensitivity, possibly via behavioral 
and/or neuroendocrinologic pathways. 

Comorbid psychiatric disorders and related lifestyle factors 
affect the development of insulin resistance in obese 
patients. It may be predicted that adequate treatment 
of psychiatric disorders resulting in improvement of 
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psychopathology related factors, such as an increase in 
daily physical activity, improvement in sleep disturbances, 
or changes in eating behavior will improve the insulin 
resistance. Thus, early diagnosis and adequate treatment 
of an underlying psychiatric disorder in obese children are 
very important for the improvement of impaired insulin 
sensitivity and may serve to decrease the risk of developing 
diabetes, hypertension and cardio-vascular disease in these 
subjects. 

Study Limitations

This study has some limitations. Firstly, it is unclear from 
this study whether obesity worsens psychosocial factors 
or psychosocial factors worsen obesity. There may also 
be other factors affecting these relationships, such as 
personal characteristics of the patient, duration of the 
psychiatric illness and family stress factors which have not 
been analyzed in the present study. Secondly, the severity 
of the mental disorders was not assessed in this study. 
Longitudinal data are needed to understand the nature of the 
relationship between obesity and mental disorders, as well 
as to document any changes in psychosocial functioning 
with reduction in BMI. 

Conclusion

In conclusion, our findings suggest that insulin resistance, 
rather than obesity-related metabolic comorbidities, is 
more predictive of psychiatric illness in younger obese 
patients. The results of our study underline the importance 
of assessing psychiatric functioning among obese children, 
particularly those with insulin resistance. Routine screening 
of these children is recommended for the identification 
of psychiatric disorders and the identification of patients 
who require clinical intervention. In the absence of such 
information, it is unlikely that lifestyle recommendations 
will be successful in weight management of obese patients. 
Also, screening for presence of the MetS in those with 
psychiatric disorder may help to reduce the risk of developing 
cardiovascular disease and type 2 diabetes mellitus. 

Ethics 

Ethics Committee Approval: The study was approved 
by the Local Ethics Committee of Celal Bayar University, 
Faculty of Medicine in Manisa (number/date: 20478486-
382/11.11.2015).

Informed Consent: Written informed consent were taken 
from the primary caregiver and patient, before the study. 

Peer-review: Externally peer-reviewed.

Authorship Contributions

Surgical and Medical Practices: Deniz Özalp Kızılay, Betül 
Ersoy, Şermin Yalın Sapmaz, Concept: Deniz Özalp Kızılay, 
Semra Şen, Şermin Yalın Sapmaz, Design: Deniz Özalp 
Kızılay, Semra Şen, Şermin Yalın Sapmaz, Data Collection or 
Processing: Deniz Özalp Kızılay, Semra Şen, Yekta Özkan, 
Şermin Yalın Sapmaz, Analysis or Interpretation: Deniz 
Özalp Kızılay, Şermin Yalın Sapmaz, Literature Search: 
Deniz Özalp Kızılay, Şermin Yalın Sapmaz, Writing: Deniz 
Özalp Kızılay, Şermin Yalın Sapmaz.

Financial Disclosure: The authors declared that this study 
received no financial support.

References
1. Sanders RH, Han A, Baker JS, Cobley S. Childhood obesity and its 

physical and psychological comorbidities: a systematic review of 
Australian children and adolescents. Eur J Pediatr 2015;174:715-746. 
Epub 2015 Apr 29

2. Rankin J, Matthews L, Cobley S, Han A, Sanders R, Wiltshire HD, 
Baker JS. Psychological consequences of childhood obesity: psychiatric 
comorbidity and prevention. Adolesc Health Med Ther 2016;7:125-146.

3. Daniels SR. The consequences of childhood overweight and obesity. 
Future Child 2006;16:47-67.

4. Puhl RM. Weight stigmatization toward youth: A significant problem in 
need of societal solutions. Childhood Obesity 2011;7:359-363.

5. Storch EA, Milsom VA, Debraganza N, Lewin AB, Geffken GR, Silverstein 
JH. Peer victimization, psychosocial adjustment, and physical activity 
in overweight and at-risk-for-overweight youth. J Pediatr Psychol 
2007;32:80-89. Epub 2006 Apr 6

6. Pulgaron ER. Childhood obesity: a review of increased risk for physical 
and psychological comorbidities. Clin Ther 2013;35:18-32.

7. Britz B, Siegfried W, Ziegler A, Lamertz C, Herpertz-Dahlmann BM, 
Remschmidt H, Wittchen HU, Hebebrand J. Rates of psychiatric 
disorders in a clinical study group of adolescents with extreme obesity 
and in obese adolescents ascertained via a population based study. Int 
J Obes Relat Metab Disord 2000;24:1707-1714.

8. Halfon N, Larson K, Slusser W. Associations Between Obesity and 
Comorbid Mental Health, Developmental, and Physical Health 
Conditions in a Nationally Representative Sample of US Children Aged 
10 to 17. Acad Pediatr 2013;13:6-13. Epub 2012 Nov 30

9. Kuczmarski RJ, Ogden CL, Guo SS, Grummer-Strawn LM, Flegal KM, 
Mei Z, Wei R, Curtin LR, Roche AF, Johnson CL. 2000 CDC growth 
charts for the United States: Methods and development. Vital Health 
Statistics11 2002;246:1-190.

10. Cole TJ, Bellizzi CM, Flegal KM, Dietz WH. Establishing a standard 
definition for child overweight and obesity worldwide: international 
survey. BMJ 2000;320:1240-1243.

11. Tanner JM, Whitehouse RH. Clinical longitudinal standards for height, 
weight, height velocity, weight velocity, and stages of puberty. Arc Dis 
Child 1976;51:170-179. 

12. Valerio G, Licenziati MR, Iannuzzi A, Franzese A, Siani P, Riccardi G, 
Rubba P. Insulin resistance and impaired glucose tolerance in obese 
children and adolescents from southern Italy. Nutr Metab Cardiovasc 
Dis 2006;16:279-284. Epub 2006 Mar 20

13. Zimmet P, Alberti KG, Kaufman F, Tajima N, Silink M, Arslanian 
S, Wong G, Bennett P, Shaw J, Caprio S; IDFConsensus Group. The 

370

Özalp Kızılay D et al.
Insulin Resistance as Related to Psychiatric Disorders in Obese Children

J Clin Res Pediatr Endocrinol
2018;10(4):364-372



metabolic syndrome in children and adolescents: an IDF consensus 
report. Pediatr Diabetes 2007;8:299-306.

14. Kaufman J, Birmaher B, Brent D, Rao U, Flynn C, Moreci P, Williamson 
D, Ryan N. Schedule for affective disorders and schizophrenia for 
school-age children - present and lifetime version (K-SADS-PL): initial 
reliability and validity data. J Am Acad Child Adolesc Psychiatry 
1997;36:980-988.

15. Gökler B, Ünal F, Pehlivantürk B, Kültür EÇ, Akdemir D, Taner Y. 
Reliability and Validity of Schedule for Affective Disorders and 
Schizophrenia for School Age Children-Present and Lifetime Version-
Turkish Version (K-SADS-PL-T). Turk J Child Adolesc Ment Health 
2004;11:109-116.

16. Ng M, Fleming T, Robinson M, Thomson B, Graetz N, Margono C, 
Mullany EC, Biryukov S, Abbafati C, Abera SF, Abraham JP, Abu-
Rmeileh NM, Achoki T, AlBuhairan FS, Alemu ZA, Alfonso R, Ali MK, 
Ali R, Guzman NA, Ammar W, Anwari P, Banerjee A, Barquera S, 
Basu S, Bennett DA, Bhutta Z, Blore J, Cabral N, Nonato IC, Chang JC, 
Chowdhury R, Courville KJ, Criqui MH, Cundiff DK, Dabhadkar KC, 
Dandona L, Davis A, Dayama A, Dharmaratne SD, Ding EL, Durrani 
AM, Esteghamati A, Farzadfar F, Fay DF, Feigin VL, Flaxman A, 
Forouzanfar MH, Goto A, Green MA, Gupta R, Hafezi-Nejad N, Hankey 
GJ, Harewood HC, Havmoeller R, Hay S, Hernandez L, Husseini A, 
Idrisov BT, Ikeda N, Islami F, Jahangir E, Jassal SK, Jee SH, Jeffreys M, 
Jonas JB, Kabagambe EK, Khalifa SE, Kengne AP, Khader YS, Khang 
YH, Kim D, Kimokoti RW, Kinge JM, Kokubo Y, Kosen S, Kwan G, Lai 
T, Leinsalu M, Li Y, Liang X, Liu S, Logroscino G, Lotufo PA, Lu Y, Ma 
J, Mainoo NK, Mensah GA, Merriman TR, Mokdad AH, Moschandreas 
J, Naghavi M Naheed A, Nand D, Narayan KM, Nelson EL, Neuhouser 
ML, Nisar MI, Ohkubo T, Oti SO, Pedroza A, Prabhakaran D, Roy N, 
Sampson U, Seo H, Sepanlou SG, Shibuya K, Shiri R, Shiue I, Singh 
GM, Singh JA, Skirbekk V, Stapelberg NJ, Sturua L, Sykes BL, Tobias 
M, Tran BX, Trasande L, Toyoshima H, van de Vijver S, Vasankari 
TJ, Veerman JL, Velasquez-Melendez G, Vlassov VV, Vollset SE, Vos 
T, Wang C, Wang X, Weiderpass E, Werdecker A, Wright JL, Yang 
YC, Yatsuya H, Yoon J, Yoon SJ, Zhao Y, Zhou M, Zhu S, Lopez AD, 
Murray CJ, Gakidou E. Global, regional, and national prevalence of 
overweight and obesity in children and adults during 1980-2013: a 
systematic analysis for the Global Burden of Disease Study 2013. 
Lancet 2014;384:766-781.

17. Falkner B, Michel S. Obesity and other risk factors in children. Ethn Dis 
1999;9:284-289.

18. Kelishadi R, Azizi-Soleiman F. Controlling childhood obesity: a 
systematic review on strategies and challenges. J Res Med Sci. 
2014;19:993-1008.

19. Reilly JJ, Methven E, McDowell ZC, Hacking B, Alexander D, Stewart L, 
Kelnar CJ. Health consequences of obesity. Arch Dis Child 2003;88:748-
752.

20. Daniels SR. Complications of obesity in children and adolescents. Int J 
Obes (Lond) 2009;33(Suppl 1):60-65.

21. BeLue R, Francis LA, Colaco B. Mental health problems and overweight 
in a nationally representative sample of adolescents: effects of race 
and ethnicity. Pediatrics 2009;123:697-702.

22. Pervanidou P, Bastaki D, Chouliaras G, Papanikolaou K, Laios E, 
Kanaka-Gantenbein C, Chrousos GP. Circadian cortisol profiles, anxiety 
and depressive symptomatology, and body mass index in a clinical 
population of obese children. Stress 2013;16:34-43. Epub 2012 Jun 4

23. Fox CK, Gross AC, Rudser KD, Foy AM, Kelly AS. Depression, Anxiety, 
and Severity of Obesity in Adolescents: Is Emotional Eating the Link? 
Clinical Pediatr 2016;55:1120-1125. Epub 2015 Nov 18

24. Taner Y, Törel-Ergür A, Bahçıvan G, Gürdağ M. Psychopathology and 
its effect on treatment compliance in pediatric obesity patients. Turk J 
Pediatr 2009;51:466-471.

25. Topçu S, Orhon FŞ, Tayfun M, Uçaktürk SA, Demirel F. Anxiety, 
depression and self-esteem levels in obese children: a case-control 
study J Pediatr Endocrinol Metab 2016;29:357-361.

26. Erermis S, Cetin N, Tamar M, Bukusoglu N, Akdeniz F, Goksen D. Is 
obesity a risk factor for psychopathology among adolescents? Pediatr 
Int 2004;46:296-301.

27. Cortese S, Moreira-Maia CR, St Fleur D, Morcillo-Penalver C, Rohde 
LA, Faraone SV. Association between ADHD and obesity: a systematic 
review and meta-analysis. Am J Psychiatry 2016;173:34-43. Epub 2015 
Aug 28.

28. Cortese S, Tessari L. Attention-Deficit/Hyperactivity Disorder (ADHD) 
and Obesity: Update 2016. Curr Psychiatry Rep 2017;19:4.

29. Lim CS, Espil FM, Viana AG, Janicke DM. Associations between Child 
Anxiety Symptoms and Child and Family Factors in Pediatric Obesity. J 
Dev Behav Pediatr 2015;36:664-672.

30. Wabitsch M, Moss A, Reinehr T, Wiegand S, Kiess W, Scherag A, Holl 
R, Holle R, Hebebrand J. Medical and psychosocial implications of 
adolescent extreme obesity--acceptance and effects of structured care, 
short: Youth with Extreme Obesity Study (YES). BMC Public Health 
2013;13:789.

31. Phillips CM, Perry IJ. Depressive symptoms, anxiety and well-being 
among metabolic health obese subtypes. Psychoneuroendocrinology 
2015;62:47-53. Epub 2015 Jul 17

32. Kinder LS, Carnethon MR, Palaniappan LP, King AC, Fortmann SP. 
Depression and the metabolic syndrome in young adults: findings 
from the Third National Health and Nutrition Examination Survey. 
Psychosom Med 2004;66:316-322. 

33. Koponen H, Jokelainen J, Keinänen-Kiukaanniemi S, Kumpusalo 
E, Vanhala M. Metabolic syndrome predisposes to depressive 
symptoms: a population-based 7-year follow-up study. J Clin Psychiatry 
2008;69:178-182. 

34. Heiskanen TH, Niskanen LK, Hintikka JJ, Koivumaa-Honkanen HT, 
Honkalampi KM, Haatainen KM, Viinamäki HT. Metabolic syndrome 
and depression: a cross-sectional analysis. J Clin Psychiatry 
2006;67:1422-1427.

35. Pan A, Keum N, Okereke OI, Sun Q, Kivimaki M, Rubin RR, Hu 
FB. Bidirectional association between depression and metabolic 
syndrome: a systematic review and meta-analysis of epidemiological 
studies. Diabetes Care 2012;35:1171-1180.

36. Pulkki-Råback L, Elovainio M, Kivimäki M, Mattsson N, Raitakari OT, 
Puttonen S, Marniemi J, Viikari JS, Keltikangas-Järvine L. Depressive 
Symptoms and the Metabolic Syndrome in Childhood and Adulthood. 
Health Psychol 2009;28:108-116.

37. Roohafza H, Sadeghi M, Talaei M, Pourmoghaddas Z, Sarrafzadegan 
N. Psychological status and quality of life in relation to the metabolic 
syndrome: Isfahan Cohort Study. Int J Endocrinol 2012;2012:380902. 
Epub 2012 May 20

38. Carroll D, Phillips AC, Thomas GN, Gale CR, Deary I, Batty GD. 
Generalized anxiety disorder is associated with metabolic syndrome 
in the Vietnam experience study. Biol Psychiatry 2009;66:91-93. Epub 
2009 Apr 2

39. Takeuchi T, Nakao M, Nomura K, Inoue M, Tsurugano S, Shinozaki Y, 
Yano E. Association of the metabolic syndrome with depression and 
anxiety in Japanese men: a 1-year cohort study. Diabetes Metab Res 
Rev 2009;25:762-767.

40. Skilton MR, Moulin P, Terra JL, Bonnet F. Associations between 
anxiety, depression, and the metabolic syndrome. Biol Psychiatry 
2007;62:1251-1257. Epub 2007 Jun 5

41. Hamer M, Batty GD, Kivimaki M. Risk of future depression in people 
who are obese but metabolically healthy: the English longitudinal 

371

Özalp Kızılay D et al.
Insulin Resistance as Related to Psychiatric Disorders in Obese Children

J Clin Res Pediatr Endocrinol
2018;10(4):364-372



study of ageing. Mol Psychiatry 2012;17:940-945. Epub 2012 Apr 
24

42. Jokela M, Hamer M, Singh-Manoux A, Batty GD, Kivimäki M. Association 
of metabolically healthy obesity with depressive symptoms: pooled 
analysis of eight studies. Mol Psychiatry 2014;19:910-914. Epub 2013 
Dec 3

43. Ströhle A. Physical activity, exercise, depression and anxiety disorders. 
J Neural Transm (Vienna) 2009;116:777-784. Epub 2008 Aug 23

44. Giltay EJ, Geleijnse JM, Zitman FG, Buijsse B, Kromhout D. Lifestyle 
and dietary correlates of dispositional optimism in men: the Zutphen 
Elderly Study. J Psychosom Res 2007;63:483-490.

45. Shinn EH, Poston WS, Kimball KT, St Jeor ST, Foreyt JP. Blood pressure 
and symptoms of depression and anxiety: a prospective study. Am J 
Hypertens 2001;14:660-664.

46. Reaven GM. The metabolic syndrome: requiescat in pace. Clin Chem 
2005;51:931-938. Epub 2005 Mar 3

47. Arnaldi G, Scandali VM, Trementino L, Cardinaletti M, Appolloni G, 
Boscaro M. Pathophysiology of dyslipidemia in Cushing’s syndrome. 
Neuroendocrinology 2010;92(Suppl 1):86-90. Epub 2010 Sep 10

48. Maheux P, Ducros F, Bourque J, Garon J, Chiasson JL. Fluoxetine 
improves insulin sensitivity in obese patients with non-insulin-
dependent diabetes mellitus independently of weight loss. Int J Obes 

Relat Metab Disord 1997;21:97-102.  

372

Özalp Kızılay D et al.
Insulin Resistance as Related to Psychiatric Disorders in Obese Children

J Clin Res Pediatr Endocrinol
2018;10(4):364-372


