
Tryggvi Helgason, barnalæknir 
Kennsla læknanema á 5. ári 12. sept 2022

Offita barna 
Samfélagslegur læknisfræðilegur 

vandi?



Er offita sjúkdómur?

• Kunnið þið astma vel? 

• Hjartasjúkdóma? 

• Offitu?



Mánudagur í móttöku

Annar er 85 kg Hinn er 150 kg

Hvor er með betri lífsstíl?
Var fyrir ári 75 kg Var fyrir ári 160 kg

Yale body image





Fitufordómar



Fitufordómar



Barbie gerð “miðlungs”

mynd frá 
Nickolay Lamm



Er fita óholl?

• Fita er nauðsynleg öllum frumum líkamans 

• Komumst ekki af án fitu 

• Hluti af eðlilegu mataræði 

• Magn brún/hvít fita
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Úr einu í annað



úr Talnabrunni Landlæknis, sept 2012, 
unnið úr gögnum Ískrár og Brynhildar Briem

Staðan á Íslandi

>10 þúsund

2500-3000



Líkamsþyngdarstuðull
Heilsuvernd	
skólabarna	

Ársskýrsla	2021-2022

ALLT	LANDIÐ

Bekkur Fjöldi % Fjöldi % Fjöldi % Fjöldi %

1.Bekkur	KK 1.786 82% 270 12% 101 5% 12 0,6%

1 . Bekkur	KVK 1.558 76% 340 17% 133 6% 24 1,2%

4.	Bekkur	KK 1.686 73% 419 18% 176 8% 13 0,6%

4.	Bekkur	KVK 1.535 71% 469 22% 141 7% 23 1,1%

7.	Bekkur	KK 1.799 72% 461 18% 214 9% 31 1,2%

7.	Bekkur	KVK 1.649 71% 506 22% 148 6% 28 1,2%

9.	Bekkur	KK 1.617 72% 390 17% 224 10% 17 0,8%

9.	Bekkur	KVK 1.544 75% 340 16% 160 8% 24 1,2%

Samtals: 13.174 74% 3.195 18% 1.297 7% 172 1,0%

Kjörþyngd Ofþyngd Offita Of	létt



Ofþyngd	-	Offita
Heilsuvernd	
skólabarna	

Ársskýrsla	2021-2022Offita

Hlutfall	offitu	hjá	drengjum	fer	hækkandi,	var	7,3%	í	fyrra	og	
6,8%	árið	þar	áður



Ofþyngd	-	Offita
Heilsuvernd	
skólabarna	

Ársskýrsla	2021-2022Offita

	Hlutfall	stúlkna	með	offitu	er	6,8%,	var	6,6%	í	fyrra	og	6%	
árið	þar	áður



Ofþyngd	-	OffitaÞróun	ofþyngdar/offitu
Heilsuvernd	
skólabarna	

Ársskýrsla	2021-2022



Ofþyngd	-	OffitaÞróun	ofþyngdar/offitu
Heilsuvernd	
skólabarna	

Ársskýrsla	2021-2022



Hvað er offita??

• Ofþyngd (20%) 

• Þéttvaxinn, búttaður, mjúkur, rúnnaður   -    forstig 

• Offita (5%) 

• Hlutfall fitu í líkamanum er komið yfir ákveðið stig 
og farið að valda álagi á líkamann og áhættu á 
fylgisjúkdómum



Líkamsþyngdarstuðull

• Einfaldasta ráðið til að meta 
offitu 

• Útreiknuð stærð  

Þyngd í kg 

(Lengd í m)2
= LÞS



Copyright ©2000 BMJ Publishing Group Ltd.

Cole, T. J et al. BMJ 2000;320:1240

Alþjóðlegar viðmiðunar línur 
samkvæmt Cole 2000



Líkamsþyngdarstuðull

• Besta einfalda ráðið til að 
meta offitu 

• Útreiknuð stærð  

Þyngd í kg 

(Lengd í m)2
= LÞS



20



21



Mikilvæg virkni í Sögu - sækja vaxtargögn



23



24

Skilnaður

Atferlismótun

Flytja

Veikindi og 
áfall í fjölskyldu

Heilsuskólinn



úr Talnabrunni Landlæknis, sept 2012, 
unnið úr gögnum Ískrár og Brynhildar Briem

Staðan á Íslandi

>10 þúsund

2500-3000



Apar og menn eru 99% eins

Nature  
9. mars 
2006



Hvað gerðist eiginlega??



Matarskammtar



Matarval



Offituvaldandi samfélag



Samfélagið



Líkami okkar þróaðist í 
frumskóginum

Meðalbarn í Ameríku sér 30 til 50 klst af matarauglýsingum á ári, 
þar af 90 prósent næringarlítið, orkuríkt fæði

Kaiser family foundation







Seint að sofa
107 börn úr forvarnarverkefni f. offitu í Stokkhólmi.  
Mæld árlega með Actigraph. 2 ->6 ára: 

Table 1

Seinna að sofa 7 mín/ár

Sofa lengur 14 mín/ár

Betri svefngæði 1,4 % á ári

Seinna um helgar 8 mín/ár

Sofa lengur helgar 4 mín/ár

Pediatrics, 3 mars 2020



Seint að sofa (e. 21:00)

Pediatrics, 3 mars 2020



Seint að sofa (e. 21:00)
Miller AL, Kaciroti N, Lebourgeois MK, Chen 
YP, Sturza J, Lumeng JC. 

Sleep timing moderates the concurrent 
sleep duration-body mass index association 
in low-income preschool-age children.  

Acad Pediatr. 2014;14(2):207–213



Lærði mína líffræði á sama tíma og 

ég lærði hvernig menn eiga að umgangast konur 

það mátti reykja í skólanum 

líkamlegar refsingar á börnum voru leyfðar







Transkonur e. 12 mán meðferð





Frumu-hrumleiki/hrörnun  
(e. Cell senescence)

Mynd: NIH





Fituvefurinn er veikur í offitu

Sendir frá sér bólgumiðlandi efni 

Truflar seddustjórnunarkerfin  

Ekki ólíkt öðrum vefjum sem eru veikir



Lungu

Fitulifur

Gallsteinar

Kvensjúkdómar

Slitgigt

Húð
Þvagsýrugigt

Heilaháþrýstingur

Heilablóðfall
Gláka

Kransæðastífla
Sykursýki
Hátt kólesteról
Hár blóðþrýstingur

Brisbólga

Krabbamein

Æðabólgur og æðahnútar

Fylgisjúkdómar offitu
óeðlileg virkni
kæfisvefn
vanöndun

fitulifur
lifrarbólga
skorpulifur

óreglulegar tíðir
ófrjósemi
blöðrur á eggjastokka

brjóst, leg, legháls, ristill, 
vélinda, bris, nýru, 
blöðruhálskirtill



Tíðni orsaka 
og 

fylgisjúkdóma

propriate, and help determine, in rare cases, whether
surgery should be considered. The Weight-control
Information Network (WIN)c can assist clinicians in
identification of pediatric weight-control services.
Only a few centers exist; however, specialists at these
centers may be useful resources for clinicians distant
from these centers who care for patients with severe
complications of obesity. Complications that indicate
referral or consultation include pseudotumor cerebri,
sleep apnea, obesity hypoventilation syndrome, and
orthopedic problems. All of these conditions lead to
serious morbidity, as described above. Children with
massive overweight, even without complications,
may also benefit from referral to or consultation with
a pediatric obesity treatment center for more aggres-
sive therapy than outlined below. Because a defini-
tion of massive overweight does not exist for chil-
dren, providers will need to use their judgment to
identify these children. The Committee felt strongly
that the rare cases of severely overweight children
younger than 2 years of age require evaluation in a
pediatric obesity center before treatment is consid-
ered.

EVALUATION FOR TREATMENT
Readiness to Make Changes

A weight-management program for a parent or an
adolescent who is not ready to change may be not
only futile but also harmful because an unsuccessful
program may diminish the child’s self-esteem and
impair future efforts to improve weight. If a younger
child is not ready for change, the parent who is ready
can modify diet and activity successfully. Families
who are not ready to change may express a lack of

concern about the child’s obesity or believe the obe-
sity is inevitable and cannot be changed, or are not
interested in modification of activity or eating. Clini-
cians may find useful the questions about patient
readiness included in an adolescent version, now
under development, of the Provider-based Assess-
ment and Counseling for Exercise program, cospon-
sored by the Centers for Disease Control and Preven-
tion and the Association for Teachers of Preventive
Medicine.55 Depending on the severity of the obesity,
families who are not ready for change may benefit
from counseling to improve motivation or from de-
ferral of obesity therapy until they are ready. Moti-
vational interviewing,56 a technique used with adults
to prepare them to change addictive behavior, may
have applications in obesity treatment. A practical
way to address readiness is to ask all members of the
family how concerned they are about the patient’s
weight, whether they believe weight loss is possible,
and what practices need to be changed.

A parent who has an eating disorder (bulimia,
anorexia nervosa, or binge-eating disorder) may find
changes in the family’s diet and activity difficult. A
therapist with experience in eating disorders should
evaluate the parent and family before the start of a
weight-control program to assess the need for indi-
vidual counseling or family treatment. Parents with
histories of eating disorders also may find present
management of the child’s eating difficult. If such a
parent seems to overregulate the child’s food intake
or set no limits and indulge the child, a therapist
should further evaluate the parent or family before
treatment.

cWeight-control Information Network (WIN) is a service of the National
Institute of Diabetes and Digestive and Kidney Diseases. WIN assembles
and disseminates information on weight control, obesity, and nutritional
disorders to health professionals and the general public. Contact WIN at 1
WIN Way, Bethesda, MD 20892-3665; (800) 946–8098; http://www.
niddk.nih.gov//NutritionDocs.html.

TABLE 2. Smoothed 95th Percentiles of Triceps Skinfold
Thickness for NHANES I Subjects adapted with permission20

Males 95th Percentile Females 95th Percentile

Years mm Years mm
6–6.9 14 6–6.9 16
7–7.9 16 7–7.9 18
8–8.9 17 8–8.9 20
9–9.9 19 9–9.9 22

10–10.9 21 10–10.9 24
11–11.9 22 11–11.9 26
12–12.9 23 12–12.9 28
13–13.9 24 13–13.9 30
14–14.9 23 14–14.9 31
15–15.9 22 15–15.9 32
16–16.9 22 16–16.9 33
17–17.9 22 17–17.9 34
18–18.9 22 18–18.9 34
19–19.9 22 19–19.9 35

* Triceps skinfold measurement: determine the midpoint between
the acromion and olecranon process on the posterior surface of the
right arm and mark it. With the patient’s arm relaxed, grasp the
skinfold !1 cm above the midpoint, taking care to exclude muscle
from the grasp. Measure skinfold thickness with calipers at the
midpoint. Repeat the measure two to three times.76

TABLE 3. Approximate Prevalence of Obesity-associated
Conditions

Prader–Willi 1/25 000 Population77

Other genetic
disorders

Unknown (often reportable)

Hypothyroidism 1–2/1000 School children78

Cushing’s syndrome 1/140 000 Population in Japan79

Slipped capital
femoral epiphysis

1/3 300 "25 Years and #95th
percentile weight80

Blount’s disease Probably equals slipped capital
femoral epiphysis33

Pseudotumor cerebri 1–2/8000 Obese adults and
adolescents81

Sleep apnea 1/100 In pediatric obesity clinic36

Obesity
hypoventilation

Less frequent than sleep apnea36

Gall bladder disease 1–2/100 In women #30 kg/m2(41)

NIDDM 1/1400 Children age 10–1947

Polycystic ovary
syndrome

1–3/4 Adolescent and adult women
with oligomenorrhea or
amenorrhea82

Hypertension 1/4 Obese children 5–11 years
(blood pressure #90 Percentile)83

Dyslipidemias 1–3/30 Young adults with BMI
#28 kg/m2(84)

1–2/5 Children with TSF #85
percentile have total cholesterol
in 5th quintile85

Case definition, size, and characteristics of the population studied
all affect the reported prevalence. The prevalence of these condi-
tions in obese children in a primary pediatric practice may differ
markedly.

http://www.pediatrics.org/cgi/content/full/102/3/e29 5 of 11
 at Albert Schweitzer Ziekenhuis on July 21, 2005 www.pediatrics.orgDownloaded from 



Prader Willi heilkenni 
3ja ára drengur

1:25.000
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Information Network (WIN)c can assist clinicians in
identification of pediatric weight-control services.
Only a few centers exist; however, specialists at these
centers may be useful resources for clinicians distant
from these centers who care for patients with severe
complications of obesity. Complications that indicate
referral or consultation include pseudotumor cerebri,
sleep apnea, obesity hypoventilation syndrome, and
orthopedic problems. All of these conditions lead to
serious morbidity, as described above. Children with
massive overweight, even without complications,
may also benefit from referral to or consultation with
a pediatric obesity treatment center for more aggres-
sive therapy than outlined below. Because a defini-
tion of massive overweight does not exist for chil-
dren, providers will need to use their judgment to
identify these children. The Committee felt strongly
that the rare cases of severely overweight children
younger than 2 years of age require evaluation in a
pediatric obesity center before treatment is consid-
ered.

EVALUATION FOR TREATMENT
Readiness to Make Changes

A weight-management program for a parent or an
adolescent who is not ready to change may be not
only futile but also harmful because an unsuccessful
program may diminish the child’s self-esteem and
impair future efforts to improve weight. If a younger
child is not ready for change, the parent who is ready
can modify diet and activity successfully. Families
who are not ready to change may express a lack of

concern about the child’s obesity or believe the obe-
sity is inevitable and cannot be changed, or are not
interested in modification of activity or eating. Clini-
cians may find useful the questions about patient
readiness included in an adolescent version, now
under development, of the Provider-based Assess-
ment and Counseling for Exercise program, cospon-
sored by the Centers for Disease Control and Preven-
tion and the Association for Teachers of Preventive
Medicine.55 Depending on the severity of the obesity,
families who are not ready for change may benefit
from counseling to improve motivation or from de-
ferral of obesity therapy until they are ready. Moti-
vational interviewing,56 a technique used with adults
to prepare them to change addictive behavior, may
have applications in obesity treatment. A practical
way to address readiness is to ask all members of the
family how concerned they are about the patient’s
weight, whether they believe weight loss is possible,
and what practices need to be changed.

A parent who has an eating disorder (bulimia,
anorexia nervosa, or binge-eating disorder) may find
changes in the family’s diet and activity difficult. A
therapist with experience in eating disorders should
evaluate the parent and family before the start of a
weight-control program to assess the need for indi-
vidual counseling or family treatment. Parents with
histories of eating disorders also may find present
management of the child’s eating difficult. If such a
parent seems to overregulate the child’s food intake
or set no limits and indulge the child, a therapist
should further evaluate the parent or family before
treatment.

cWeight-control Information Network (WIN) is a service of the National
Institute of Diabetes and Digestive and Kidney Diseases. WIN assembles
and disseminates information on weight control, obesity, and nutritional
disorders to health professionals and the general public. Contact WIN at 1
WIN Way, Bethesda, MD 20892-3665; (800) 946–8098; http://www.
niddk.nih.gov//NutritionDocs.html.
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NIDDM 1/1400 Children age 10–1947
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1–3/4 Adolescent and adult women
with oligomenorrhea or
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(blood pressure #90 Percentile)83
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#28 kg/m2(84)
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 at Albert Schweitzer Ziekenhuis on July 21, 2005 www.pediatrics.orgDownloaded from 
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Blóðrannsóknir

• Fastandi! 

• Insúlín og blóðsykur 

• Total chol, TG og HDL 

• TSH og FT4 

• ALAT-ómun af lifur ef þarf



Þátttakendur	við	fyrstu	skoðun
Meðaltal	±	SD	eða	n	(%)

	Kyn						
						stúlkur	
						drengir

101	(56	%)	
79	(44	%)

Aldur	(ár) 11,5	±	2,91

Hæð	(cm) 153,5	±	16,1

Þyngd	(kg) 74,8	±	24,95

BMI	(kg/m2)	 30,7	±	5,26

BMI-SDS 3,5	±	0,80

Mittismál	(cm) 102,1	±	14,1

Mitti/hæð 0,66	±	0,06
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BLÓÐPRUFUR
Fyrstu blóðprufur

Eðlileg	gildi
HáU	insúlín	-	þarf	meðferð
Fitulifur	staðfest	m.	ómun
Önnur	frávik

Ásdís Eva Lárusdóttir
BS-verkefni í læknadeild
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BLÓÐPRUFUR
Fyrstu blóðprufur

Eðlileg	gildi
Frávik

Anna Rún Arnfríðardóttir
BS-verkefni í læknadeild
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Kæfisvefn í 
börnum

How to Measure the Quality
of Breathing in Children?

'DYLG�7KRU�-RQVVRQ���-RQ�6NLUQLU $JXVWVVRQ���+DOOD +HOJDGRWWLU���
$WOL -RVHIVVRQ���5DJQDU %MDUQDVRQ�����7U\JJYL +HOJDVRQ�

� )DFXOW\�RI�0HGLFLQH��8QLYHUVLW\�RI�,FHODQG��� 1R[ 0HGLFDO�
��&KLOGUHQ�̧V�0HGLFDO�&HQWHU��/DQGVSLWDOL 8QLYHUVLW\�+RVSLWDO

%DFNJURXQG
1R VWDQGDUG JXLGHOLQHV H[LVW IRU WKH GLDJQRVLV RI REVWUXFWLYH VOHHS DSQHD
�26$� LQ DGROHVFHQWV� 7KH $$60 KDV SXEOLVKHG FULWHULD IRU FKLOGUHQ DQG
DGXOWV� DQG ERWK FULWHULD FDQ EH XVHG IRU FKLOGUHQ RYHU �� \HDUV RI DJH� 7KH
FXWRII YDOXH IRU 26$ LQ DGXOWV LV DQ DSQHD K\SRSQHD LQGH[ �$+,� RI �� ZKLOH
WKHUH LV QR FRQVHQVXV IRU D FXWRII YDOXH IRU FKLOGUHQ� 7KLV ODFN RI JXLGHOLQHV
IRU 26$ GLDJQRVLV LQ DGROHVFHQWV OHDGV WR VLJQLILFDQWO\ YDU\LQJ GLDJQRVLV
GHSHQGLQJ RQ WKH FULWHULD XVHG� ,Q WKLV VWXG\ ZH H[SORUH WKH SUHYDOHQFH RI
26$ LQ D JURXS RI DGROHVFHQWV XVLQJ WKH $+,� LQYHVWLJDWH D QRYHO ELRPDUNHU
RI WKH TXDOLW\ RI EUHDWKLQJ DQG FRPSDUH SRO\VRPQRJUDSK\ �36*� WR
SRO\JUDSK\ �3*��

Conclusions
� The prevalence of obstructive sleep apnea ranged from 11 ± 100%

depending on the different AHI criteria and cutoff value used.
� The questionnaire used did not correlate with any of the indices.
� Conventional indices increase with age. BE increases with higher BMI-Z

and SpO2 decreases with higher waist circumference. No correlation
between BE and average SpO2.

� BE may find children with SDB who do not get apneas, hypopneas or
desaturation drops, the children who compensate.

� There is negligible difference between PSG and PG. Interscorer
variability between PG is significant. The difference between pediatric
and adult rules is significant.

Figure 1 ± Prevalence of OSA according to different AHI cutoffs and criteria.
The prevelence ranges from 11% - 100% depending on the scoring criteria and
the AHI cutoff value used.
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Pediatric criteria
Adult criteria

Comparison (reference, test) $+,�UHI AHI test p - value
3*�YV��36* 9.4 9.1 0.60
PG inter-scorer variability 6.0 9.4 < 0.001
PG different nights, same participant 7.6 6.0 0.09
PG pediatric vs. adult rules 6.0 3.0 < 0.001

AHI BE Average SpO2

r p-value r p-value r p-value
AHI 0.07 0.67 -0.05 0.72
BE 0.07 0.67 -0.123 0.42
Average SpO2 -0.06 0.71 -0.123 0.42
Age 0.27 0.07 0.18 0.23 -0.19 0.19
BMI-Z -0.05 0.74 0.37 0.01* -0.28 0.06
Waist circumference 0.18 0.23 0.28 0.06 -0.34 0.02*

Table 2 ± The main clinical markers compared to AHI (adult criteria), the BE
index, and average oxygen saturation. r = correlation,*statistically significant, p < 0.05.

Table 3 ± A subgroup of 8 children underwent a second sleep study using PSG.
These measurements were scored as PG and PSG studies. The mean AHI and
standard deviation were compared between different sleep studies of the same
subjects.

Results

Clinical markers Mean � SD
Age 14.2 � 1.8
BMI 34.2 � 4.7
BMI-Z 3.4 � 0.8
AHI Adult rules 2.3 � 1.9 
AHI Pediatric rules 3.5 � 2.4

Table 1 ± Descriptive statistics for the study group of 47 children. SD = standard
deviation.

)LJXUH � ± �$� 5HVSLUDWRU\ GULYH GHVFULEHV WKH SDWLHQWµV LQWHQGHG EUHDWKLQJ� 7LGDO
9ROXPH LV WKH SRUWLRQ RI WKH UHVSLUDWRU\ GULYH WKDW UHVXOWV LQ EUHDWKLQJ� DQG
2EVWUXFWLRQ LV WKH SRUWLRQ RI WKH UHVSLUDWRU\ GULYH WKDW LV ORVW WR RYHUFRPH DQ
REVWUXFWLRQ LQ WKH DLUZD\� �%� 'XULQJ DLUZD\ REVWUXFWLRQ� WLGDO YROXPH FDQ EH
PDLQWDLQHG E\ LQFUHDVHG UHVSLUDWRU\ GULYH� 7KH SDWLHQW VXIIHUV IURP REVWUXFWHG
EUHDWKLQJ ZLWKRXW KDYLQJ D K\SRSQHD RU DQ DSQHD�
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Figure 3 ± BE for two subjects with the same AHI. BE quantifies the quality of
each breath. AHI is based on a few breaths, while BE is based on every breath
during the night.

� Subject 1
� Age: 15 yrs
� AHI: 1.0
� Height: 168 cm
� Weight: 86 kg
� Breathing Efficiency: 98%

� Subject 2
� Age: 16 yrs
� AHI: 2.6
� Height: 170 cm
� Weight: 113 kg
� Breathing Efficiency: 75%

Methods
Cross-sectional study, a group of 47 obese children 12-18 years of age were
recruited from a tertiary obesity center. All were interviewed, measurements
taken, they all answered the &KLOGUHQ¶V Sleep Habits Questionnaire (CSHQ)
and underwent type III home sleep monitoring (T3 device, Nox Medical,
Iceland). A subgroup underwent a type II home sleep monitoring (A1 device,
Nox Medical, Iceland). Respiratory events were scored according to the
guidelines of the American Academy of Sleep Medicine 2012. Breathing
movements were measured by RIP belts. The quality of each breath was
calculated from the breathing movements.
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Contact info: Tryggvi Helgason, tryggvih@landspitali.is
Nox Medical, research@noxmedical.com

How to Measure the Quality
of Breathing in Children?

'DYLG�7KRU�-RQVVRQ���-RQ�6NLUQLU $JXVWVVRQ���+DOOD +HOJDGRWWLU���
$WOL -RVHIVVRQ���5DJQDU %MDUQDVRQ�����7U\JJYL +HOJDVRQ�

� )DFXOW\�RI�0HGLFLQH��8QLYHUVLW\�RI�,FHODQG��� 1R[ 0HGLFDO�
��&KLOGUHQ�̧V�0HGLFDO�&HQWHU��/DQGVSLWDOL 8QLYHUVLW\�+RVSLWDO

%DFNJURXQG
1R VWDQGDUG JXLGHOLQHV H[LVW IRU WKH GLDJQRVLV RI REVWUXFWLYH VOHHS DSQHD
�26$� LQ DGROHVFHQWV� 7KH $$60 KDV SXEOLVKHG FULWHULD IRU FKLOGUHQ DQG
DGXOWV� DQG ERWK FULWHULD FDQ EH XVHG IRU FKLOGUHQ RYHU �� \HDUV RI DJH� 7KH
FXWRII YDOXH IRU 26$ LQ DGXOWV LV DQ DSQHD K\SRSQHD LQGH[ �$+,� RI �� ZKLOH
WKHUH LV QR FRQVHQVXV IRU D FXWRII YDOXH IRU FKLOGUHQ� 7KLV ODFN RI JXLGHOLQHV
IRU 26$ GLDJQRVLV LQ DGROHVFHQWV OHDGV WR VLJQLILFDQWO\ YDU\LQJ GLDJQRVLV
GHSHQGLQJ RQ WKH FULWHULD XVHG� ,Q WKLV VWXG\ ZH H[SORUH WKH SUHYDOHQFH RI
26$ LQ D JURXS RI DGROHVFHQWV XVLQJ WKH $+,� LQYHVWLJDWH D QRYHO ELRPDUNHU
RI WKH TXDOLW\ RI EUHDWKLQJ DQG FRPSDUH SRO\VRPQRJUDSK\ �36*� WR
SRO\JUDSK\ �3*��

Conclusions
� The prevalence of obstructive sleep apnea ranged from 11 ± 100%

depending on the different AHI criteria and cutoff value used.
� The questionnaire used did not correlate with any of the indices.
� Conventional indices increase with age. BE increases with higher BMI-Z

and SpO2 decreases with higher waist circumference. No correlation
between BE and average SpO2.

� BE may find children with SDB who do not get apneas, hypopneas or
desaturation drops, the children who compensate.

� There is negligible difference between PSG and PG. Interscorer
variability between PG is significant. The difference between pediatric
and adult rules is significant.

Figure 1 ± Prevalence of OSA according to different AHI cutoffs and criteria.
The prevelence ranges from 11% - 100% depending on the scoring criteria and
the AHI cutoff value used.
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Comparison (reference, test) $+,�UHI AHI test p - value
3*�YV��36* 9.4 9.1 0.60
PG inter-scorer variability 6.0 9.4 < 0.001
PG different nights, same participant 7.6 6.0 0.09
PG pediatric vs. adult rules 6.0 3.0 < 0.001

AHI BE Average SpO2

r p-value r p-value r p-value
AHI 0.07 0.67 -0.05 0.72
BE 0.07 0.67 -0.123 0.42
Average SpO2 -0.06 0.71 -0.123 0.42
Age 0.27 0.07 0.18 0.23 -0.19 0.19
BMI-Z -0.05 0.74 0.37 0.01* -0.28 0.06
Waist circumference 0.18 0.23 0.28 0.06 -0.34 0.02*

Table 2 ± The main clinical markers compared to AHI (adult criteria), the BE
index, and average oxygen saturation. r = correlation,*statistically significant, p < 0.05.

Table 3 ± A subgroup of 8 children underwent a second sleep study using PSG.
These measurements were scored as PG and PSG studies. The mean AHI and
standard deviation were compared between different sleep studies of the same
subjects.

Results

Clinical markers Mean � SD
Age 14.2 � 1.8
BMI 34.2 � 4.7
BMI-Z 3.4 � 0.8
AHI Adult rules 2.3 � 1.9 
AHI Pediatric rules 3.5 � 2.4

Table 1 ± Descriptive statistics for the study group of 47 children. SD = standard
deviation.
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Methods
Cross-sectional study, a group of 47 obese children 12-18 years of age were
recruited from a tertiary obesity center. All were interviewed, measurements
taken, they all answered the &KLOGUHQ¶V Sleep Habits Questionnaire (CSHQ)
and underwent type III home sleep monitoring (T3 device, Nox Medical,
Iceland). A subgroup underwent a type II home sleep monitoring (A1 device,
Nox Medical, Iceland). Respiratory events were scored according to the
guidelines of the American Academy of Sleep Medicine 2012. Breathing
movements were measured by RIP belts. The quality of each breath was
calculated from the breathing movements.
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Fjórða rannsókn læknanema: 

BS verkefni um stigun offitu - Berta Guðrún 
Ólafsdóttir

Rannsóknir



Edmonton stigun: Breytur

Geðheilbrigði 
• Raskanir 
• SDQ-skali 
• Annað

Félagsstaða 
• Uppruni, menntun, 

starf forráðamanns 
• Fjöldi heimila 
• Stríðni/einelti  
• Fjarvera úr skóla 
• Annað

Stoðkerfi 
• Sjúkraþjálfun 
• Slipped Capital 

Epiphysis 
• Blount sjúkdómur

Efnaskipti 
• Blóðprufur 
• Sykursýki týpa 2 
• Háþrýstingur 
• Fitulifur 
• Acanthosis Nigricans 
• PCOS

Inngangur	–	Markmið	–	Efni	og	aðferðir	–	Niðurstöður	-	Ályktanir		



Inngangur	–	Markmið	–	Efni	og	aðferðir	–	Niðurstöður	-	Ályktanir		

Edmonton- stigun alvarleika offitu



Samfélagið



Nammibarinn

• Algengt að kaupa 
3-400g af nammi 

• Dagsþörf barns af 
hitaeiningum 

• Nánast engin næring



Hreyfingarleysi
• Skjátími sem verðlaun 

• Sjónvarp = veisla 

• Tölvuleikir 

• Enginn úti að leika 

• Samskipti um tölvu 

• Keyrð í skóla og milli staða



Svefn

• Of lítill svefn 

• eykur hættu á offitu 

• => verri einbeiting og 
hegðun 

• verri námsárangur



Morgunmatur

• Mikilvægur fyrir 
seddustjórnun dagsins 

• Gengur betur í skólanum 

• Sleppa morgunmat? 

• Æfa sig upp í kjarn-
góðan morgunverð



Grænmeti

Grænmetissölumaðurinn 
e. Achimboldo

Grænmetissölumaðurinn  
e. Achimboldo

• Vantar hjá ísl. börnum 

• Of einhæft 

• Seinlegt að borða 

• Næringarríkt 

• Orkusnautt 

• Mettandi 

• Nánast ómögulegt að borða 
of mikið



Grænmeti
• Vantar hjá ísl. börnum 

• Of einhæft 

• Seinlegt að borða 

• Næringarríkt 

• Orkusnautt 

• Mettandi 

• Nánast ómögulegt að borða 
of mikið Grænmetissölumaðurinn  

e. Achimboldo



Einfalt en ekki auðvelt
• Af hverju að leggja þetta á sig? 

• Skemmtilegt 

• Líður betur 

• Betra úthald 

• Hegðun



Börn með offitu sem 
grennast ekki verða 
fullorðnir með offitu



Snjókarlinn
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Snjókarlinn
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Snjókarlinn
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EINSTAKT 
TÆKIFÆRI

Standa í stað í þyngd 

Ekki markmið að léttast í kílóum talið 

Einfalt, ekki satt?

76



Þverfaglegt teymi  
Sjö starfsstéttir 
Anna Sigríður Ólafsdóttir, næringarfræðingur 
Berglind Brynjólfsdóttir, sálfræðingur 
Berglind Jónsdóttir, barnalæknir 
Berglind Lilja Guðlaugsdóttir, næringarfræðingur 
Brynja Bjarnason, móttökuritari 
Íris ósk Jónsdóttir, íþróttafræðingur 
Marta Ólafsdóttir, íþróttafræðingur (leyfi) 
Ragnar Bjarnason, barnalæknir 
Sigrún Þorsteinsdóttir, sálfræðingur 
Tryggvi Helgason, barnalæknir 
Úlfhildur Fenger, hjúkrunarfræðingur 
Zinajda Alomerovic Licina, félagsráðgjafi 

Heilsuskóli 
Barnaspitalans
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Teymisfundir x1 í viku 60- 90 mín  
 Hjúkrunarfræðingur, sálfræðingur, læknir, félgasráðgjafi  
 Klínisk mál tekin fyrir 

Stærri teymisfundir x1-2 í mánuði  90 mín 
 Allir mæta  
 Fyrirfram ákveðin dagskrá, send út með fyrirvara 

Vinnudagar x2 -3 ári frá kl. 09-16 
 Dagskrá ákveðin með góðum fyrirvara 
  Skipulag næstu mánuði 
  Hugmyndavinna 
  Rannsóknarvinna – verkefni nemenda 
  Samstarf  t.d. Við Æfingastöðina, Heilsugæslu, Hjólakraft  
 ofl. 

Teymisvinnan

78



Börn 1-18 ára velkomin 

BMI yfir 25 aldursstaðlað með klár lífsstílsvandamál 

flestir yfir 30 aldursstaðlað 

Ósk foreldra eða fagaðila 

Oft tengd hegðunar- eða geðvandamál 

hænan og eggið

HVERJIR KOMA

79



Alls 487 börn frá stofnun í nýjasta yfirlitinu.  
Fjöldi koma, miðgildi 6. 
Við inntöku: 

Hvaða börn? 

80

n Meðaltal ± SF eða 
%

Stærsta 
gildi

Minnsta 
gildi

Stúlkur 
Drengir

244 
243

50% 
50%

Aldur 
(ár) 487 10,8 ± 3,2 18,0 2,2

Hæð 
(cm) 487 149,6 ± 18,4 191,7 94,3

Þyngd 
(kg) 487 68,6  ±  26,8 161,5 19,5

LÞS (kg/
m2) 487 28,8 ± 5,6 51,3 17,08

LÞS - 
SFS 487 3,4 ± 1,0 7,8 1,0
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5 5 ávaxta- og grænmetisskammtar
Gætið þess að borða FIMM skammta af ávöxtum OG grænmeti á HVERJUM 
DEGI! Tvo til þrjá ávaxtaskammta og þrjá eða fleiri grænmetisskammta. 
Ávextir og grænmeti innihalda nauðsynleg vítamín og steinefni fyrir góða 
líðan og heilsu. 

Hugmyndir: 
Ávextir: Epli, bananar, bláber, vínber, appelsínur, perur, mangó, melóna
Grænmeti: Gulrætur, tómatar, paprika, blómkál, agúrka

2 Hámark 2 klukkustundir  
af skjátíma á dag
Skjátími = sjónvarp + tölva + tölvuleikir. 

1
1 klukkustund af hreyfingu á dag
Best er að fjölskyldan hreyfi sig saman. 
Gönguferð, dans, eltingaleikur, hjóla, synda, sippa, viðra hundinn, fótbolti, 
körfubolti, línuskautar, hlaupa, hjólabretti, skíði, skauta, golf..... 

Finnið þá hreyfingu sem ykkur finnst skemmtileg og hentar öllum. Börn 
læra af því sem þau sjá og eru dugleg að hreyfa sig ef foreldrarnir leggja 
áherslu á hreyfingu.

0-1 Engir sykraðir drykkir
Gosdrykkir, ávaxtasafar með viðbættum sykri/sætuefnum og íþróttadrykkir 
innihalda mikið af sykri, sætuefnum og oft koffíni. Koffín er örvandi og 
ávanabindandi efni sem ekki er mælt með fyrir börn.
Öll næringarefni sem fást úr ávaxtasafa og fleiri til eru einnig í ávextinum 
sjálfum! Höldum neyslu á hreinum ávaxtasafa í hófi (hámark 1 glas á dag).
Hafið drykkavalið einfalt fyrir börn. Vatn og mjólk eru bestu kostirnir.

Heilbrigður  lífsstíll
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