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Non-Alcoholic Fatty Liver Disease and Metabolic Syndrome in 41 Cases of Obese School Children
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[ Abstract] Objective: To investigate the relationship between non-alcoholic fatty liver disease ( NAFLD) and metabolic syndrome
(MS) in obese school children. Methods: Forty-one children with NAFLD were studied, and 60 children with simple obesity as control
group. Body weight, height, blood pressure, abdominal circumference, blood biochemistry, fasting plasma glucose and ultrasound
scanning of liver were measured, and incidence of metabolic syndrome and biochemical change were analyzed. Results: Compared with
the control group, NAFLD group showed a higher degree of alanine aminotransferase ( ALT) , aspartate amino transferase (AST), total
cholesterol (TC), but a lower degree of high density lipoprotein cholesterol ( HDL). The incidence of MS was more common in NAFLD
group (41.46% ) than that in the control group (21.67% ). Conclusion: There is a high prevalence of MS in NAFLD individuals

among overweight or obesity children. NAFLD children should change lifestyle, reduce body mass, regulate blood lipids and control

A

diabetes, in order to reverse the liver damage earlier, and prevent further development.
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