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Objectives: To evaluate the effect of gender and puberty on cardiovascular risk factors (CVRF) in obese children and adolescents.

Methods: One thousand four hundred and nine obese patients [age 9.7 (2.2–17.9) y; 646 Male] were studied. Subjects were stratified according to Tanner pubertal staging and age into prepubertal ≤ and >6 ys (G1 and G2), pubertal stage 2–3 (G3), and pubertal stage 4–5 (G4). Waist circumference (WC), systolic and diastolic blood pressure (SP, DP), fasting plasma glucose, insulin, post Oral Glucose Tolerance Test glucose and insulin, and lipids were evaluated. Insulin resistance was evaluated by HOMA index. Patients with no CVRF were considered metabolically healthy (MHO).

Results: The percentage of MHO patients was 59.8% in G1 while was consistently around 30% in the other groups. WC was more frequently abnormal in G2 males. Pubertal progression was associated with a decrease in WC abnormalities. SP was more frequently abnormal in G4 males and pubertal progression was associated with higher prevalence of abnormal SP in males. Pubertal progression was associated with an increase in hypertension rate in both sexes. HOMA was more frequently abnormal in G2 and G3 females. HDL, LDL, and TG were more frequently abnormal in G2 females. Dyslipidemia rate was higher in G2 females. Pubertal progression was associated with higher prevalence of abnormal HDL in males.

Conclusions: Sex and pubertal status influence the frequency of abnormalities of CVRF in obese children and adolescents. CVRF are already present in prepubertal age. Identifying patients with higher risk of metabolic complications is important to design targeted and effective prevention strategies.
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INTRODUCTION

Childhood obesity is one of the major public health problems. In recent decades, the prevalence of obesity has considerably increased worldwide due to sedentary lifestyle and high calories diets (1–3). A recent report estimated that 603.7 million of adults and 107.7 million of children worldwide are obese (3). Childhood obesity is associated with high prevalence of morbidity and mortality in adulthood (4). Early complications of obesity include abnormal glucose metabolism (hyperglycemia, insulin resistance, type 2 diabetes mellitus), dyslipidemia and hypertension which are components of the metabolic syndrome (1). Treatment of obesity is difficult and discouraging, then more effort should be addressed to prevent overweight and obesity and their complications (1).

The influence of puberty and sex on obesity related cardiovascular risk factors (CVRF) has been shown in a number of studies (5–9). In adult patients, it is known that men <50 years have a higher metabolic risk than women, and women >50 years have a higher metabolic risk than men (10, 11). The effects of sex and puberty on CVRF in children and adolescents have been reported in some studies, with conflicting results (5–7, 12–14). Puberty is characterized by changes in fuel metabolism and fat mass distribution, cholesterol, leptin, and adiponectin levels, and a reduction of insulin sensitivity (15, 16). The lifestyle changes that occur during puberty also influence the metabolic health status of these subjects. These changes are different between boys and girls (17), and hormonal changes occurring during puberty are not the only responsible factors (17–19), although the mechanisms underlying this phenomenon is not clearly understood.

The aim of this study was to evaluate the effect of sex and pubertal maturation on CVRF in a large group of children and adolescents with obesity.

SUBJECTS AND METHODS

Subjects

Data were collected from 1,409 children and adolescents with obesity referred to our Endocrine Unit between 2000 and 2016. The study was approved by our ethic committee and written informed consent was obtained from the parents or legal guardians for all patients. All patients included in the study had simple obesity, and possible organic or genetic causes were excluded.

In all subjects height, weight, pubertal status [according to Tanner and Whitehouse (20)], waist circumference (WC), systolic and diastolic blood pressure (SP and DP, respectively) were measured. Waist circumference was measured with an anthropometric tape midway between the lower rip margin and the iliac crest at the end of a gentle expiration. Blood pressure was measured in supine position using a sphygmomanometer with appropriated sized cuff. Body mass index (BMI) was calculated as weight divided by height squared. According to the Endocrine Society guidelines (1), patients were defined obese if BMI ≥95th percentile. BMI-SDS, a more valuable tool for comparing data from patients of different age and sex, was derived from the Italian reference data (21). According to this definition, the 95th percentile corresponds to 1.65 SDS. WC percentiles (WCp) were defined for all patients according to Cook et al. (22). SP and DP percentiles were defined for all patients according to Lurbe et al. (23).

Morning serum concentrations of glucose (Gly), insulin (Ins), total cholesterol (tCHO), HDL, LDL, triglycerides (TG) were evaluated in all subjects, between 08.00 and 09.00 h, after an overnight fast, in supine position. On the same day, an oral glucose tolerance test [OGTT; 1.75 g of glucose/kg body weight, maximum 75 g; blood samples for glycemia and insulin evaluation taken at 0 and 120 min (Gly OGTT and Ins OGTT)] was performed. Homeostatic model assessment [HOMA index, Glucose (mmol/L) × Insulin (μU/L)/22.5] was used to evaluate insulin resistance.

WC was considered normal if <90th percentile (24, 25). Hypertension was defined as SP or DP ≥95th percentile (1, 26, 27). Impaired fasting glucose (IFG) was defined as glycemia ≥100 mg/dl (5.6 mmol/l) and <126 mg/dl (7 mmol/l). Impaired glucose tolerance (IGT) was defined as glycemia after OGTT ≥140 mg/dl (7.8 mmol/l) and <200 mg/dl (11.1 mmol/l). Diabetes mellitus was defined as glycemia ≥126 mg/dl (7 mmol/l) or glycemia after OGTT ≥200 mg/dl (11.1 mmol/l) (1, 28). IFG, IGT or diabetes mellitus were considered as abnormalities of glucose metabolism. tCHO was considered high if ≥200 mg/dl (5.18 mmol/l). LDL was considered high if ≥130 mg/dl (3.37 mmol/l). HDL was considered low if ≤ 40 mg/dl (1.04 mmol/l). TG was considered high if ≥100 mg/dl (1.13 mmol/l) in subjects younger <10 ys and ≥130 mg/dl (1.47 mmol/l) in those ≥10 ys. Dyslipidemia was diagnosed in patients with at least one abnormal lipid value (1, 27). HOMA was considered normal if <2.5 in prepubertal patients and <4 in pubertal patients (29).

Children with normal SP, DP, Gly, Gly OGTT, Ins, Ins OGTT, HOMA, tCHO, HDL, LDL, and TG were considered metabolically healthy obese patients (MHO), while children with one or more abnormal factor were considered metabolically unhealthy obese patients (MUO).

Patients were analyzed as a single group as well as after subdivision into 4 groups, according to their pubertal status and age: prepubertal ≤6 years (group 1), prepubertal >6 years (group 2), pubertal status 2–3 (group 3), pubertal status 4–5 (group 4).

Assays

Serum glucose was determined by the glucose oxidases method (Autoanalyser, Beckman Coulter, USA). Serum insulin concentrations were measured using reagents provided by Siemens (Lianberis, UK). tCHO, LDL, HDL, and TG were measured by standard routine methods.

Statistical Analysis

Distribution of the data was evaluated using Kolmogorov–Smirnov test. Data were presented as median and interquartile range (IQR) or count and percentage. Comparisons between 2 groups were performed using the Mann-Whitney U-test or Chi-Squared test, according to the type of variables. Comparisons between multiple groups were performed using Chi-Squared test or Kruskal-Wallis test followed by Dunn's test for post-hoc multiple comparison, according to the type of variables. When age distribution was not similar between males and females, and when BMI-SDS distribution was not similar between males and females and between pubertal groups, age- or BMI-SDS-adjusted ANCOVA followed by Bonferroni's test for post-hoc multiple comparison and logistic regression were used to compare characteristics among the study groups, according to the type of variables. Bonferroni correction was applied when appropriate. P ≤ 0.01 was considered significant. All statistical calculations were performed using STATISTICA version 9.1 software (StatSoft Inc., Tulsa, OK, USA) and Graph Pad Prism version 6 (GraphPad Software Inc., La Jolla, CA, USA).

RESULTS

Clinical and biochemical characteristics of the patients are summarized in Table 1. One thousand four hundred and nine obese children and adolescents [646 Male and 763 Female, median age 9.7 ys (range 2.2–17.9)] were included in the study. 66.8% of patients had WCp >90°. Overall, the prevalence of hypertension was 16.3%, the prevalence of abnormalities of glucose metabolism (IFG or IGT) was 7.2%, and increased insulin resistance (measured with HOMA) was present in 43.8% of patients. The prevalence of dyslipidemia (abnormalities of tCHO and/or LDL, HDL, TG) was 35%. CVRF were present even in patients ≤6 ys: 85.1% had abnormal WCp, 20.6% had dyslipidemia, 19.8% had abnormal HOMA, 5.9% had hypertension, and 3.8% had IFG or IGT. The percentage of MHO patients was 59.8% in prepubertal patients ≤6 ys while was consistently around 30% in the other groups.


Table 1. Clinical and biochemical characteristics of the patients.
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Sex differences in CVRF in all patients are reported in Table 1. WCp, SP, and Gly were higher in males while Ins, Ins OGTT and HOMA were higher in females. WCp and SP were more frequently abnormal in males, while DP was more frequently abnormal in females. Hypertension was more frequent in male while dyslipidemia was more frequent in females.

Pubertal status differences in CVRF in all patients are reported in Table 1. The progression of puberty was associated with higher BMI-SDS, SP, DP, Ins, Ins OGTT, HOMA, and TG and with lower WCp and HDL. The prevalence of WCp abnormalities decreased with pubertal progression. Group 1 had lower Gly and Gly OGTT than groups 2–4.

Sex differences in CVRF in patients subdivided according to their pubertal status are reported in Table 2. BMI-SDS (groups 1 and 4), WCp (groups 2 and 4), SP (groups 3 and 4), and Gly (group 4) were higher in males. Ins, Ins OGTT, and HOMA in groups 2 and 3, and LDL and TG in group 2 were higher in females. WCp (group 2) and SP (group 4) were more frequently abnormal in males while HOMA in groups 2 and 3 and LDL, HDL, and TG in group 2 were more frequently abnormal in females. Hypertension was more frequent in group 4 male while dyslipidemia was more frequently abnormal in group 2 females.


Table 2. Sex and pubertal status differences in CVRF among the 4 groups.
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Pubertal status differences in CVRF in patients subdivided according to sex are reported in Table 2. In both sexes, SP, DP, Ins, Ins OGTT, and HOMA increased with the progression of puberty. In males, BMI-SDS was higher in group 1, SP was lower in group 3, Gly, Gly OGTT and TG were lower in group 1, and HDL was lower in group 4. In females, BMI-SDS was higher in group 1, WCp decreased with the progression of puberty, Gly and Gly OGTT were lower in group 1, tCHO and LDL were higher in group 2 and TG was higher in group 3.

The percentage of MHO patients was higher in group 1, and WCp was more frequently abnormal in group 2, regardless of sex. Among males, SP was less frequently abnormal in group 2.

In summary:

WC was more frequently abnormal in group 2 males. Pubertal progression was associated with a decrease in WC abnormalities.

SP was more frequently abnormal in group 4 males and pubertal progression was associated with higher prevalence of abnormal SP in males. Pubertal progression was associated with an increase in hypertension rate in both males and female.

The prevalence of Gly abnormalities was similar between males and females, at any pubertal stage considered. Conversely, HOMA was more frequently abnormal in groups 2 and 3 females compared to males.

HDL, LDL, and TG were more frequently abnormal in group 2 females. Dyslipidemia rate was higher in group 2 females. Pubertal progression was associated with higher prevalence of abnormal HDL in males.

Pubertal progression was not associated with change in MHO rate, but MHO rate was higher in group 1.

DISCUSSION

The prevalence of childhood obesity and its complications are increasing worldwide, and, therefore, it is mandatory to recognize high risk categories on which to focus prevention interventions (1–3). Obesity related CVRF in the pediatric population are influenced by sex and pubertal status (5–9). In our group of patients with obesity, impaired insulin resistance and dyslipidemia were the most frequently diagnosed CVRF, with a prevalence of 43.8 and 35%, respectively. 16.3% had hypertension and 7.2% had abnormalities of glucose metabolism. Of note is the fact that these CVRF are already present in preschool children ( ≤6 years). These observation are in agreement with those of previous studies showing that dyslipidemia is frequent in children/adolescents with obesity while hypertension is rare (30–33). Conversely, Martino et al. (34) and Dalla Valle et al. (35) reported a higher prevalence of hypertension (up to 20.8 and 50% respectively).

In our study, WCp, SP, and Gly were higher in boys while Ins, Ins OGTT and HOMA were higher in girls. In order to rule out a possible effect of puberty, we evaluated the effect of sex after subdividing the group according to pubertal status. We confirmed that WCp and SP were higher in group 2 and 4 boys, while Ins, Ins OGTT and HOMA were higher in group 2 and 3 girls. Moreover, group 2 girls had higher LDL and TG levels. No sex differences were found in prepubertal patients ≤6 years. We are aware that some result of this analysis, although statistically significant, may not always reflect a biological difference. For example, 5 mmHg difference in SP between boys and girls is not clinically relevant. However, when we looked for sex differences in the prevalence of CVRF abnormalities, we confirmed a higher prevalence of abnormal WC in group 2 boys, SP and hypertension in group 4 boys and HOMA, LDL, HDL, TG and dyslipidimia in group 2. A number of studies have shown, both in the general population and in subjects with obesity, an adverse cardiometabolic profile in boys (5, 6, 14, 30, 31, 35–37), with higher WC, SP, Gly, and TG, and lower HDL (31, 36, 38), but higher Ins and HOMA in girls (35, 38). Conversely, other authors (13, 32, 34) found no sex related differences in CVRF. The mechanism underlying the sex differences in CVRF is not clearly and completely understood. Male and female have different fat distribution and metabolism (different levels of adipose tissue-derived hormones and utilization of fat stores) that may be due not only to the different gonadal hormone milieu, but also to the effect of X or Y chromosome themselves (18, 39, 40). X chromosome dosage plays a role in energy homeostasis and behavior and regulation of food intake (19, 41). Testosterone exposure during fetal life may also cause modifications of hypothalamic structure and function fundamental for energy homeostasis (39). Moreover, gender-related factors like the amount of physical activity, may contribute to differences between males and females (10). In line with these observations, we observed that sex-related differences in the prevalence of some CVRF are already present in prepubertal children with obesity (42, 43).

The physiological changes of puberty driven by the rising secretion of sex hormones are accompanied by changes in body composition, fuel metabolism, lipids levels, blood pressure and reduced insulin sensitivity (5, 9, 12, 15–17, 44). Insulin sensitivity decreases at pubertal onset, reaches lowest levels around pubertal stage 3 and then returns to prepubertal levels when pubertal maturation is completed. The transient decline in insulin sensitivity is normally accompanied by an increase of insulin secretion (7, 12, 45). This compensatory mechanism could be compromised in patients with obesity, with worsening of metabolic health status during puberty and no recovery when pubertal maturation is completed (46). Furthermore, these puberty-related modifications occur differently in boys and girls and in different ethnicities (12, 17). In our study, pubertal progression was associated with an increased prevalence of hypertension in both boys and girls, and HDL abnormalities in boys. Unexpectedly, with the progression of puberty we observed a reduction in the number of patients with abnormal WC and a near stable rate of MHO patients, regardless of sex. IFG and IGT rate and HOMA abnormalities were stable during pubertal progression.

The cross-sectional study design is a clear limitation of the study. However, the large sample size allowed to show significant differences in the prevalence and severity of CVRF related to age, sex and pubertal status. Only few studies have evaluated specifically the effect of sex and puberty on CVRF in the pediatric population excluding possible confounding factors (5–9, 12, 16, 35, 36). Furthermore, since the study was performed in a single center on a large homogeneous population of children and adolescents with obesity, all from Sardinia (Italy), the results are not influenced by ethnicity (47) or by different clinical and laboratory practices. We have not evaluated the impact of lifestyle in our cohort although we are aware that differences in lifestyle (physical activity and diet) may partially account for the sex and puberty-related differences in CVRF. Further studies are needed to clarify this point. In summary, our results show that boys tend to have higher rate of abnormal WCp and hypertension, while girls tend to have higher rate of insulin resistance and dyslipidemia. Moreover, pubertal progression was associated with a more severe obesity stage and higher hypertension rate. According to these results, we are not able to recognize a single group of patients with a higher risk of metabolic abnormalities. However, we have shown that CVRF are present in all groups, and each group have higher risk for different CVRF.

In conclusion, our study confirms that sex and pubertal status influence the prevalence and severity of CVRF in children and adolescents with obesity. CVRF are already present in prepubertal age. Identifying patients with higher risk of metabolic complications is important to design targeted and effective prevention strategies.
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