
INTRODUCTION
Public health research over the last two decades has shown
a rapid increase in the prevalence of obesity, not only
among adults, but especially among adolescents, and a less
increase among young children (WHO, 2017b; 2017c;
2017d). According to the World Health Organisation's
(WHO) European Childhood Obesity Surveillance Initiative
(COSI) project, the prevalence of overweight and obesity
among children aged 6–9 is very high in the European re-
gion. Interstate analysis shows that Cyprus, Spain, Greece,
and Italy have the highest prevalence of overweight and
obesity. According to the COSI project, the lowest preva-
lence of overweight and obesity is in Tajikistan and
Turkmenistan and obesity prevalence are declining in

Greece, Italy, Portugal, and Slovenia, with insignificant re-
ductions in Ireland and Spain. Belgium, Czech Republic,
and Norway have a constant prevalence of overweight and
obesity. However, less informative data are available from
Bulgaria, Latvia, and Lithuania. It is possible that there is a
growing prevalence of overweight in these countries, espe-
cially among Latvian girls and among Bulgarian and Lithu-
anian boys (WHO 2017a; 2018; Fijaùkowska et al., 2020).
Children are at increased risk of overfeeding due to calo-
rie-rich foods with high levels of fat, sugar, and salt, while
nutrition is poor in terms of nutritional value. Children who
are obese in pre-school and school age are also at risk of be-
ing obese in adulthood (Zhao et al., 2011; Sahoo et al.,
2015).
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Obesity is considered a global epidemic worldwide. During the COVID lockdown, many daily hab-
its changed not only for adults, but also for children. These changes are likely to further increase
the prevalence and severity of obesity, which could lead to early health problems and chronic dis-
eases. Therefore, it is important to identify preventable and non-preventable risk factors of obe-
sity, which would be useful in planning long-term obesity prevention programmes in the country.
The aim of the study was to investigate the prenatal and postnatal obesity risk factors in obese
and normal weight children and adolescents. The prospective study from 2013 to 2018 included
198 children and adolescents — 181 children with obesity and 17 children with normal body
weight who attended a paediatric endocrinologist. No statistically significant differences in prena-
tal risk factors of obesity were found between normal weight and obese children in the study: birth
weight (p = 0.530), excessive weight gain during pregnancy in mothers (p = 0.787), type 2 diabe-
tes mellitus in the family (p > 0.999). No statistically significant difference was found for the
postnatal risk factor of obesity — duration of exclusive breastfeeding (p = 0.120), a statistically
significant difference was only observed in parental obesity prevalence between children with nor-
mal weight and obesity (p = 0.004). Therefore, it is important to involve all family members to
change children’s daily habits.
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The COVID-19 pandemic had a negative impact on the
whole world and changed many daily habits not only for
adults, but also for children. Since March 2020, there have
been major changes in children's daily lives, with numerous
limitations — studying at school was replaced by on-line
learning, reducing time of direct contact with peers, increas-
ing screen time and reducing physical activity time accord-
ingly. The literature shows that during the pandemic, chil-
dren had a marked increase in body mass index (BMI)
compared to pre-pandemic rates (Cushieri et al., 2020).
BMI was significantly influenced by a sedentary lifestyle,
as children spent more time at screens, slept longer, and had
limited opportunities to engage in physical activities
(Stavridou et al., 2021). The pandemic is likely to further
increase the prevalence of obesity among children and ado-
lescents, affecting childhood obesity stage, leading to early
health problems and chronic diseases. Therefore, early
weight management, especially in children, would be im-
portant to prevent serious health risks that impair the quality
of life and life expectancy (Rundle et al., 2020). For this
reason, it is important to know the preventable and
non-preventable risk factors of obesity in children. This is
especially useful when launching long-term obesity preven-
tion programmes in a country, as well as for weight man-
agement programme methodology. Integral parts of obesity
prevention are not only the promotion of physical activities
and healthy eating, including the consumption of fruits and
vegetables as important components of weight loss among
children and adolescents, but also parental education (Evans
et al., 2012; Yan et al., 2014; Zolotarjeva et al., 2018).
However, in order to prevent obesity in children, it is im-
portant not only to educate parents, but also to educate and
involve primary health care professionals (O’Donnell et al.,
2017). Studies have found that only 25.7% of physicians
have reported overweight or excess weight gain in children
for parents (Holt et al., 2011).

The aim of the study was to investigate the prenatal and
postnatal risk factors of obesity in obese and normal weight
children and adolescents. The study was performed in the
outpatient department of the Children's Clinical University
Hospital (CCUH).

MATERIALS AND METHODS

The study, from 2013 to 2018, prospectively included 198
children and adolescents who attended a paediatric endocri-
nologist and/or had been admitted to a day hospital in
CCUH. Anthropometric data of the participants were ob-
tained — weight, height, waist circumference; blood pres-
sure was measured; stretch marks and acanthosis nigricans
were evaluated; BMI was calculated and evaluated in BMI
percentile charts for children according to age and sex; and
a survey of parents or legal representative on prenatal and
postnatal risk factors for obesity was conducted.

Anthropometric and blood pressure data from study

participants. Weight was determined by weighing the chil-
dren in lightweight clothing and without shoes (Rice Lake

weighing systems) to the accuracy of 0.1 kg. Length was
measured to the accuracy of 0.1 cm using a stadiometer
(Dr. Keller I). Waist circumference (WC) was measured to
the accuracy of 0.1 cm with an elastic tape placed midway
between the pelvic bone and the rib cage. During the mea-
surement, the abdomen had to be relaxed and the child had
to exhale. Blood pressure in each patient was measured un-
der standard conditions using a calibrated automatic device
with the appropriate cuff size.

Calculation and evaluation of BMI for study partici-

pants.

BMI for the study participants was calculated according to
the formula: body weight (kg) / height (m2). BMI was then
assessed using age and sex BMI percentile (pc) charts ap-
proved by the Centre for Disease Prevention and Control:

• underweight if BMI < 5 pc;

• normal weight if BMI � 5 pc and < 85 pc;

• overweight if BMI � 85 pc and < 95 pc;

• obesity if BMI � 95 pc.

Among the children and adolescents enrolled in the study,
181 children had a BMI greater than 95 pc for age and gen-
der, which meets the definition of obesity, and 17 children
had a BMI between � 5 pc and < 85 pc, which met the defi-
nition of normal weight. None of the children in the study
met the criteria for being overweight or underweight.

Taking into account the child's BMI index and age, three
study groups were established:

1) children ten years of age and older with obesity – group I
(n = 143);

2) children under ten years of age with obesity – group II
(n = 38);

3) children with normal weight – control group (n = 17).

This age distribution was chosen according to the definition
of metabolic syndrome (MS) by the International Diabetes
Federation.

Parent’s survey on prenatal and postnatal risk factors of

obesity. Parents or legal representatives of children were in-
terviewed about prenatal (birth weight of the child; weight
gain during pregnancy in the mother; family history of type
2 diabetes mellitus) and postnatal (duration of exclusive
breastfeeding; parental obesity) obesity risk factors. They
were asked about:

1) birth weight of the child – they were asked to indicate the
weight in grams. Birth weight of 4 kg or more (� 4 kg)
was considered a risk factor (Kleiser et al., 2009);

2) duration of exclusive breastfeeding — they were asked to
indicate the duration in months. Duration of exclusive
breastfeeding less than 6 months (< 6 months) was con-
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sidered a risk factor (Evans et al., 2012; Yan et al.,
2014; Qiao et al., 2020);

3) weight gain during pregnancy for the mother — they
were asked to indicate the weight gain during pregnancy
in kilogrammes. Weight gain during pregnancy of 20 kg
or more (� 20 kg) was considered a risk factor (Kleiser
et al., 2009);

4) family history of type 2 diabetes mellitus (T2D) – 1st
and/or 2nd degree relatives (Annis et al., 2005);

5) parental obesity — no obesity (= normal weight) for both
parents or obesity for both parents (mother only, father
only) (Reilly et al., 2005; Martínez-Villanueva et al.,
2019).

Statistical analysis. All obtained data were compiled in an
Excel database and analysed using RStudio V.1.4.1103. For
continuous data, the mean values, the median as the central
trend indicator, the interquartile range (IQR), and the differ-
ence between the 25th quartile and the 75th quartile as the
data set scatter interval were determined. Differences be-
tween the two groups were assessed with the Mann–Whit-
ney, Wilcoxon, or T test, and between three and more
groups — with the Kruskal–Walli’s test. Differences were
considered statistically significant if the significance level
was p < 0.05.

RESULTS

The sex distribution did not differ significantly in the study
groups — 49.7% (n = 71) in group I, 50% in group II (n =
19), and 47.1% (n = 8) in the control group were girls. The
median age for children in group I and control group was
13.1 years (IQR 11.8; 15.1) and 12.7 years (IQR 11.5;
14.2), respectively. The median age of group II children
was 8.1 years (IQR 7.1; 9.1). 1, 9,1). The characteristics of
the population of children included in the study are pre-
sented in Table 1. The highest BMI in group I was 56.8
kg/m2, and 21.7% (n = 31) of children exceeded the BMI
threshold � 35 kg/m2, which corresponds to severe obesity.
The median BMI of the control group was 1.5 times lower
than the median BMI of the children in group I (p < 0.001).
The median waist circumference in children in the control
group was also 1.3 times lower than the median waist cir-
cumference in group I children (p < 0.001). The median

WC and BMI (p < 0.001) were significantly higher in group
II children compared to control group children. In group II,
the highest calculated BMI value reached 43.3 kg/m2, and
7.9% (n = 3) of children already exceeded the limit of �

35 kg/m2 at this age, which is considered to be a very se-
vere degree of obesity. The highest blood pressure during
the study was observed in group I compared to children in
group II and the control group (p < 0.001). Children in
study group II had statistically significantly lower systolic
blood pressure (p = 0.027) compared to controls, but no dif-
ferences in diastolic blood pressure were observed between
these groups (p = 0.761). No statistically significant differ-
ences in prenatal risk factors for obesity were found be-
tween the children in the study. The lowest median birth
weight was observed in children in the control group —
3.5 kg (IQR 3.0; 4.0), but no statistically significant differ-
ences in birth weight were observed between children in the
study group (p = 0.530). The largest number of children
with birth weight � 4 kg were born in study group II –
39.3% (n = 11); in study group I – 29.1% (n = 30) and in
the control group 37.5% (n = 3). There was a high propor-
tion of women with excessive weight gain during pregnancy
in all study groups (p = 0.787). The prevalence of type 2 di-
abetes in the family also did not differ between the study
groups (p > 0.999) (Table 2). In the analysis of postnatal
risk factors of obesity, the lowest median duration of exclu-
sive breastfeeding was found in study group I, only 4.0
months (IQR 2.0; 8.0); group II — 8.0 months (IQR 3.0;
18.0) and in the control group — 14.0 months (IQR 7.5;
22.0), but no statistically significant differences in lactation
duration were found between study groups (p = 0.120). Ex-
clusive breastfeeding for � 6 months was received by 40.3%
(n = 31) of children in group I, 64.7% (n = 11) of group II,
and 66.7% (n = 2) in the control group. Only the postnatal
risk factor of obesity – parental obesity – had a statistically
significant difference between study groups. Summarising
the parents' survey data on weight only between obese or
non-obese parents, differences in parental weight existed for
all study groups (p = 0.004) (Table 3). Parents of both study
group I and II children had high rates of obesity (p = 0.308).
In group I children, obesity of both parents was present in
40.3% of cases, while in the control group only in 11.1% of
cases (p = 0.003). Maternal obesity was more common in
group I children — 24.2% of cases, while paternal obesity
was more common in group II children — 29.6%. Only ma-
ternal obesity was not detected in the control group chil-
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Table 1. Anthropometric parameters and blood pressure of the participants in the study (median with interquartile interval)

Parameter Group I
(n = 143)

Group II
(n = 38)

Control group
(n = 17)

Height, m 1.7 (1.6; 1.7) 1.4 (1.3; 1.5) 1.7 (1.7; 1.8)

Weight, kg 86.0 (71.0; 100.5) 50.0 (43.0; 58.5) 59.0 (50.0; 65.0)

WC, cm 101.0 (96.0; 110.0) 90.0 (84.2; 94.0) 77.0 (74.8; 82.5)

BMI, kg/m2 30.8 (28.0; 33.9) 25.9 (21.9; 28.2) 19.3 (17.3; 21.0)

SBP, mmHg 123.0 (116.0; 132.0) 105.0 (98.0; 111.8) 115.0 (110.0; 120.0)

DBP, mmHg 78.0 (71.5; 83.0) 65.0 (60.0; 74.0) 70.0 (65.0; 76.0)

n, number of children; WC, waist circumference; SBP, systolic blood pressure; DBP, diastolic blood pressure.



dren. In addition, the analysis of the study groups according
to the maternal weight status — obese or non-obese
mother — showed that maternal obesity was found 5.8
times more often of children in group I (p < 0.001) com-
pared to control group children, and approximately two
times more often compared to study group II children (p <
0.001) (Table 4).

DISCUSSION

As the prevalence of obesity in the paediatric population in-
creases worldwide, not only are obesity-related complica-
tions studied, but also factors that increase obesity risk, and
also early complication risk. Research and awareness of
these risks allows for a targeted development of anti-obesity
tactics and prevention programmes for children. Many stud-
ies provide evidence to support the hypothesis that child’s
birth weight is associated with disease risk later in life.
Such associations are well known, especially with small
birth weight and the risk of coronary heart disease, diabetes,
hypertension, and stroke in adulthood. Many researchers
have reported that a birth weight > 4000 g is associated with
a higher risk of obesity compared to a birth weight < 4000
g. The importance of low birth weight, i.e. < 2500 g, in rela-
tion to the risk of obesity in children is currently controver-
sial. Several researchers have observed a positive linear re-
lationship between birth weight and obesity. Analysis of
subgroups representing different stages of growth and pu-

berty (pre-schoolers, school-age children and adolescents)
showed that large birth weight was associated with a higher
risk of obesity from childhood to early adulthood (Schel-
long et al., 2012). Research data show, for example, that
each increase in birth weight of 100 g is associated with a
higher risk of obesity in the future (Zhao et al., 2012). How-
ever, there are also studies that provide conflicting data on
birth weight and the risk of obesity. For example, birth
weight has been found to be directly related to the BMI per-
centile; however, no significant differences in birth weight
were found between overweight / obese children and chil-
dren with normal body weight (Baran et al., 2019).

The German Health Interview and Examination Survey for
Children and Adolescents (KIGGS) showed that the highest
risk of obesity in children was associated with parental obe-
sity, low socioeconomic status, maternal smoking during
pregnancy, excessive weight gain during pregnancy, large
birth weight, excessive screen time and poor sleep quality.
This study found that the children of normal weight mothers
who gained � 20 kg during pregnancy were 2.8 times more
likely to be overweight or obese (HR 2.81; 95% CI
1.6–5.0). Parental overweight showed the strongest associa-
tion with childhood obesity risk. In children, the risk of obe-
sity was 11.2 times higher when both parents were obese
compared to children whose parents were non-obese (HR
11.24; 95% CI 6.4–19.7) (Kleiser et al., 2009). Many other
authors described similar observations. Excessive weight
gain during pregnancy clearly increased the risk of obesity
in children from early age to preschool and school age
(Sridhar et al., 2014; Baran et al., 2020). A study by Shao et

al. (2016) showed that maternal obesity before pregnancy
(HR 2.01; 95% CI 1.53–2.65) and excessive weight gain
during pregnancy (HR 1.65; 95% CI: 1.35–2.03) increases
the risk of obesity in children, while underweight before
childhood is a protective factor for childhood obesity (HR
0.49; 95% CI: 0.39–0.62) (Shao et al., 2016). The risk of
obesity among children was observed to be the lowest in the
group whose mothers were underweight and the differences
in the risk of obesity were highest after the age of five and
persisted into adolescence (Leonard et al., 2017). In addi-
tion, if the mother was overweight before pregnancy, the
risk of obesity in children aged six to 11 years doubled
(Leonard et al., 2017).

Short duration of exclusive breastfeeding may also be a risk
factor for childhood obesity, while optimal breastfeeding
duration may reduce the risk of childhood overweight/obe-
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Table 2. Assessment of prenatal risk factors for obesity in children included in the study

Obesity risk factor Group I Group II Control group

Birth weight, kg 3.6 (3.2; 4.1) *
(n = 103)

3.8 (3.5; 4.1)
(n = 28)

3.5 (3.0; 4.0)
(n = 8)

Weight gain during pregnancy � 20 kg 48.2%
(n = 83)

43.5%
(n = 23)

33.3%
(n = 6)

T2D in family 17.0%
(n = 112)

14.8%
(n = 27)

11.1%
(n = 9)

* Median birth weight with interquartile interval; n – the total number of cases analysed; T2D – Type 2 diabetes mellitus

Table 3. Parental obesity in children included in the study

Study groups Obesity for parents, % Normal weight for
parents, %

Group I (n = 124) 79.8 % 20.2 %

Group II (n = 27) 63.0 % 37.0 %

Control group (n = 9) 33.3 % 66.7 %

n, the total number of cases analysed.

Table 4. Maternal obesity in children included in the study

Study groups Obese mothers, % Normal weight
mothers, %

Group I (n = 124) 64.5 % 35.5 %

Group II (n = 27) 33.3 % 66.7 %

Control group (n = 9) 11.1 % 88.9 %

n, the total number of cases analysed.



sity. Meta-analyses suggest that breastfeeding longer than 6
months can reduce the risk of obesity by 13–31% (Horta et

al., 2015). However, although the relationship between the
risk of obesity and the duration of breastfeeding in children
has long been discussed, unfortunately no agreement has
been reached on this issue (Qiao et al., 2020). Many studies
have identified breastfeeding as a protective factor, while
other studies have failed to establish an association between
breastfeeding and childhood obesity risk (Yan et al., 2014).
For example, Toschke et al., reported no association be-
tween breastfeeding for up to six months and obesity in
their study, and other studies have also found no increased
risk of obesity in children who have been exclusively
breastfed for less than four months (Toschke et al., 2007;
Huus et al., 2008).

A positive family history of T2D has been identified as an
important risk factor for chronic disease risk in children.
Children with a family history of diabetes are 2–6 times
more likely to develop T2D than children without a family
history of diabetes. From a comprehensive risk assessment,
the use of a family history in children may be crucial in the
prevention, early detection and treatment of T2D. At a pop-
ulation level, a family history can help to adapt health pro-
motion intervention to specific population groups (Yoon et

al., 2003; Annis et al., 2005). A family history of positive
diabetes is very common in young people with T2D. Many
young people with T2D live with an adult family member
who also has diabetes and is obese. However, it should be
noted that for young people, the consequences of a common
diabetes experience in the family can be both positive and
negative. Several qualitative studies have addressed this is-
sue (Pulgaron et al., 2014). In one study, parents reported a
controversial role in the treatment of their child's diabetes:
although parents acknowledged the opportunity to provide
support and serve as positive examples, they also reported
difficulties in setting a good example of healthy lifestyle
changes. Family members with T2D can have a negative
impact on young people because they accept diabe-
tes-related health complications. If family members have
experienced health problems due to chronic hyperglycae-
mia, such as retinopathy, nephropathy, extremity amputa-
tion, and premature death, these complications may be per-
ceived by young people as an inevitable course of diabetes
(Jones, 1998; Mulvaney et al., 2006).

Several studies have analysed the impact of parental obesity
on the risk of childhood obesity and the risk of early com-
plications of obesity. Most studies link parental BMI and
overweight/obesity to the risk of obesity in their offspring,
both childhood and adulthood (Reilly et al., 2005;
Martínez-Villanueva et al., 2019). The family's predisposi-
tion to obesity seems to be particularly important in the de-
velopment of obesity in preschool children. In studies on
children under ten years of age who were obese and normal
weight, parental overweight/obesity was an important pre-
dictor in the risk of obesity in adulthood. For example, a
1958 British birth cohort study (n = 16794, offspring n =
2908) found that an increased risk of overweight and obe-

sity in offspring was associated with increased parental
BMI and rapid parental weight gain in both childhood and
adulthood (Li et al., 2009; Nielsen et al., 2015). Studies
linking parental BMI to childhood obesity risk have ob-
served a different effect of maternal and paternal weight:
high paternal BMI increases the risk of overweight/obesity
in both boys and girls, while increased maternal BMI re-
duces the risk of obesity in adolescent girls. In contrast, a
stronger effect of maternal obesity on the child was found in
a small longitudinal study (n = 197) in girls aged five to
seven years, as well as in other studies on Native American
and Native Pima American children. However, children
from families with both obese parents are at highest risk of
being overweight/obese (Whitaker et al., 2010; Shafaghi et

al., 2014; Veena et al., 2014; Nielsen et al., 2015).

When comparing the literature data with the results of our
study, the obtained results on the risk factors of obesity in
children and adolescents do not overlap in part. Our results
show that birth weight does not differ between obese and
normal weight children, although a large birth weight was
observed in children under 10 years of age. However, all
study groups had a high proportion of children with birth
weight � 4 kg. The duration of exclusive breastfeeding also
did not differ between obese and normal weight children.
Children aged 10 years and older who were obese had re-
ceived exclusive breastfeeding for six months or more in
40.3% of cases, but no statistically significant differences in
breastfeeding duration were demonstrated. A positive his-
tory of T2D in family and excessive weight gain during
pregnancy in mother were equally common in obese and
normal weight children. Our study found that only the prev-
alence of parental obesity differed between obese and nor-
mal weight children. Parental obesity was common in
79.8% of obese children and only in 33.3% of normal
weight children. Maternal obesity was not observed in chil-
dren with normal weight.

The study data are limited by inconsistencies in absolute
numbers between prenatal and postnatal risk factors of obe-
sity, as they are not always correct or not reported in par-
ents' surveys. These data are presented as non-existent in
the study analysis. The small sample of respondents also
limits the collection, analysis and interpretation of research
data. However, the obtained results allowed us to achieve
the research goals and allowed us to compare the data with
other studies, which indicate a qualitative research result.
Further research is needed, in particular on the interaction
between parents and children in obesity and its impact on
the risk of chronic diseases, pathogenetic mechanisms, and
future complications.

CONCLUSIONS

Our study did not show differences in the prenatal risk fac-
tors of obesity in obese and normal weight children. There
were also no statistically significant differences in the dura-
tion of exclusive breastfeeding between children with nor-
mal weight and obesity. However, our study found that the
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prevalence of parental obesity differed between obese and
normal weight children. Maternal obesity was not common
in children with normal weight.
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PRENATÂLU UN POSTNATÂLU APTAUKOÐANÂS RISKA FAKTORU NOVÇRTÇJUMS BÇRNIEM UN PUSAUDÞIEM AR
APTAUKOÐANOS UN NORMÂLU SVARU

Aptaukoðanâs tiek uzskatîta par globâlu epidçmiju visâ pasaulç. Covid lokdauna laikâ mainîjâs daudzi ikdienas paradumi ne tikai
pieauguðajiem, bet arî bçrniem. Iespçjams, ka tas vçl vairâk palielinâs aptaukoðanâs izplatîbu un smaguma pakâpi, kas var izraisît agrînas
veselîbas problçmas un hroniskas slimîbas. Tâpçc ir svarîgi izvçrtçt novçrðamos un nenovçrðamos aptaukoðanâs riska faktorus, tas bûtu
noderîgi, plânojot ilgtermiòa aptaukoðanâs profilakses programmas valstî. Pçtîjuma mçríis bija izpçtît prenatâlus un postnatâlus
aptaukoðanâs riska faktorus normâla svara bçrniem un bçrniem ar aptaukoðanos. Prospektîvâ pçtîjumâ no 2013. lîdz 2018. gadam tika
iekïauti 198 bçrni un pusaudþi — 181 bçrns ar aptaukoðanos un 17 bçrni ar normâlu íermeòa svaru, kuri apmeklçja bçrnu endokrinologu.
Aptaukoðanâs prenatâlie riska faktori, kâ dzimðanas svars (p = 0,530), pârmçrîgs svara pieaugums grûtniecîbas laikâ mâtei (p = 0,787),
pozitîva 2. tipa cukura diabçta anamnçze ìimenç (p > 0,999), statistiski nozîmîgi neatðíîrâs bçrniem ar aptaukoðanos un ar normâlu
íermeòa svaru. Arî aptaukoðanâs postnatâlam riska faktoram, ekskluzîvâs zîdîðanas ilgumam (p = 0,120) netika atrasta statistiski nozîmîga
atðíirîba starp bçrniem ar aptaukoðanos un ar normâlu svaru. Statistiski nozîmîga atðíirîba pçtîjumâ grupâs tika novçrota tikai postnatâlam
aptaukoðanâs riska faktoram — vecâku aptaukoðanâs faktam (p = 0,004). Tâpçc, apzinoties, ka vecâku aptaukoðanâs ir nozîmîgs riska
faktors liekajam svaram, ir svarîgi iesaistît visus ìimenes locekïus, lai mainîtu bçrnu ikdienas paradumus.
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