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Summary

Background/objective: Studies using self-report
may underestimate obesity prevalence because
participants tend to overestimate their height, un-
derestimate their weight and thus seriously under-
estimate their BodyMass Index (BMI). In order to
find ways to adjust for this misestimation, we
tested two correction methods for self-report by
comparing the derived obesity prevalence rates
with those based on measured height and weight.

Methods: We used individual data from six
studies based on self-reported BMI (1980–2007,
n = 46589) and from five studies based on meas-
ured BMI (1977–2004, n = 20130). All studies
were population-based samples and carried out in
Switzerland.We limited to men and women aged
35 to 74 years. Obesity was defined as BMI
≥30 kg/m2. For correction method one, we used a
lower BMI cutoff of 29.2 kg/m2 (for both sexes)
for the definition of obesity; for method two, we
adjusted weight and height (respecting age and
sex) using equations that were derived from an-
other population. Results were age-standardised.
Differences were measured with a logistic regres-
sion model considering random effects.

Results: Adjustment of height and weight
(method two) substantially approximated the
BMI distribution based on unadjusted self-report
to the BMI distribution based on measurement. In
2002/2003, obesity prevalence obtained with
method two (men and women respectively: 16.3%
and 13.0%) tended to be more similar to measured
obesity prevalence (16.4% and 13.9%) than obes-
ity prevalence obtained with method one (13.8%
and 11.0%).

Conclusion: Equation adjustment of self-re-
ported weight and height provides an approxima-
tion of the real (measured) BMI distribution by
sex and age and has advantages over the use of a
universal lower cutoff level to adjust for self-re-
port. However, to appropriately adjust for self-re-
port, a Swiss-specific equation should be devel-
oped based on measured and self-reported heights
and weights of the same individuals.
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Introduction

In most countries, national prevalence of
obesity stems from self-reported height and
weight.These rates mostly underestimate real fig-
ures because study participants tend to overesti-
mate own height and underestimate own weight
[1–3]. This may also apply to Swiss Health Survey
(SHS) data, although its results reasonably delin-
eate obesity trends over time [4]. Obesity preva-
lence is comparably low in Switzerland, but there
are many persons with self-reported Body Mass
Index (BMI) little below obesity threshold (BMI =
30 kg/m2) [4]. This frequency distribution is very
sensitive to small shifts which may lead to a partic-
ularly high proportion of 60% of misclassified
(measured) obese individuals [4]. Such misclassifi-

cation distorts the relationship between obesity
and disease or death [5].

In order to overcome misreport of height and
weight, several adjustment equations have been
developed [6–9]. An attempt with a lower cutoff
BMI of 29.2 kg/m2 instead of 30 kg/m2 for the def-
inition of obesity has been made with data of the
general population of Geneva [10].This approach
may however have several limitations [11]. Unfor-
tunately, for Switzerland as a whole, no represent-
ative measured data on height and weight are
available. Except for the Geneva study, there is
also a lack of adequate measurements assessed in
the same individuals who reported height and
weight [10]. Therefore, for national estimates, ad-
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justment is only possible with equations derived
from other populations. Since misreporting of
height and weight varies between cultures, such
equations may only be applicable with reservation
to other populations [1, 12].

Our aim was to evaluate the performance of a

lower universal cutoff level vs adjustment equa-
tions derived from an Australian population when
used for Swiss self-reported data. We compared
corrected obesity prevalence and adjusted BMI
distribution with results based onmeasured height
and weight.

Participants and methods
Self-reported height and weight from six nationally

representative health surveys cover the period between
1982 and 2007: SOMIPOPS (Socio-Medical Indicators
for the Population of Switzerland, 1982, n = 2749, 48%
women) [13], IGIP (Interkantonales Gesundheitsindika-
toren-Projekt, 1988, n = 1532, 56%) [14] and the four
Swiss Health Surveys (SHS, 1992, n = 8983, 55%; 1997, n
= 7662, 56%; 2002, n = 13156, 55%; 2007, 12430, 55%)
[15, 16]. The studies with self-report were representative
for the whole of Switzerland, except IGIP, which was rep-
resentative for five cantons (ZH, BE, VD, GE, TI). The
participation rate was 73%, 70%, 71%, 60%, 64%, 66%
for SOMIPOPS, IGIP, and SHS 1–4 respectively.

Adjustment of self-reported height and weight was
made with equations respecting age and sex and based on
a representative Australian population from 1995 [6]. The
equation used in our study is based on a simpler version
which does not respect age, men: corrected BMI = (1.022
× weight + 0.07) / (0.00911 × height + 0.1375)2; women:
corrected BMI = (1.04 × weight – 0.067) / (0.00863 ×
height + 0.2095)2. Since in Switzerland the difference be-
tween measured and self-reported height and weight de-
pends on age, we preferred to use the age-dependent ver-
sion [4]. This version of the equation has not been pub-
lished but can be derived from an Excel-sheet which can
be downloaded (http://www.health.usyd.edu.au/hecono-
mics/resources/supplementary.php). We directly applied
the formulae from the sheet to our height and weight data
in Excel and transferred the equation adjusted weight and
height to the statistic program. For the BMI cutoff cor-
rection we used the proposed universal threshold of 29.2
kg/m2 instead of 30 kg/m2 irrespective of sex and age [10].

For comparison, we used measured height and

weight which were obtained with standardised procedures
from population-based local or regional studies carried
out in Switzerland between 1977 and 2003: the NRP 1A
(National Research Project 1A, 1977, n = 5148, 54%)
study [17], the three MONICA studies (Monitoring of
Trends and Determinants in Cardiovascular Disease,
1984, n = 2987, 49%; 1988, n = 2971, 49%; 1992,
n = 2839, 51%) [18] and the CoLaus study (Cohorte
Lausannoise, 2003, n = 6185, 52%) [19]. The studies with
measurements were representative for five cities (Aarau,
Solothurn,Nyon,Vevey, Lugano), three cantons (VD, FR,
TI) and the city of Lausanne and the participation rate
was 59%, 57%, 61%, 53%, 42% for NRP 1A, MONICA
1–3 and CoLaus respectively.

We restricted our analysis to age range 35 to 74 and
excluded individuals with missing weight or height. In or-
der to compare obesity prevalence based on 1) equation
adjusted self-report, 2) self-report with cutoff of 29.2 kg/
m2, 3) self-report with cutoff of 30 kg/m2 with obesity
prevalence based on measurement (reference), a logistic
regression model for obesity was used. In this model, we
included year of survey and a categorical variable (meas-
urement or self-report).We also included a random effect
for survey, thus accounting for potential clustering within
each study. Since the values obtained from the two correc-
tion methods are transformations of the same original
value (stem from the same measurement of the same indi-
vidual), the three versions of self-report should not be in-
cluded in one joint model.Therefore three different mod-
els were fitted for comparing the odds for measured obes-
ity vs that for each of the three self-report versions.
Analyses were performed with Stata 10.1 (Stata Corp.,
Texas, USA).

Results

Figure 1 illustrates the aggregated distribu-
tion of BMI derived from studies with measured
(black solid) and self-reported (grey dashed) esti-
mates and the BMI distribution after adjustment
of self-reported height and weight using the equa-
tion (green dashed/dotted). In men, the distribu-
tion was more “Gaussian”, while in women the
distribution was more flat and right-skewed. Ad-
justment of height and weight led to an approxi-
mation to the distribution of measured BMI, par-
ticularly in women.

Prevalence rates and regression lines of obe-
sity in surveys with measurement (black squares
and solid lines) and self-report (grey squares and
dashed lines) are shown in figure 2 A and B.With
adjustment (green triangles and dashed/dotted
lines) there was an approximation of all self-re-

ported surveys towards measured surveys. As
shown in figure 2 B, the green and the black line
are parallel, suggesting that equation-adjusted
obesity prevalence rates follow the same increase
as measured obesity prevalence and not that of
self-reported obesity. According to the equation-
adjusted estimates, obesity prevalence stagnated
between 2002 and 2007 at about 16% and 13% in
men and women respectively.With cut-off correc-
tion (yellow crosses and dashed/dotted line), the
approximation appeared less good than with age
and sex-specific adjustment of height and weight
and the resulting slope was less steep. Timely
comparable, large and recent studies with meas-
urement (2003, men and women respectively:
16.4% and 13.9%) and self-report (2002, 10.4%
and 8.6%) showed very similar obesity prevalence
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Figure 1

Distribution of BMI
in all studies with
measured (black),
unadjusted (grey
dashed) and equation-
adjusted (green,
dashed/dotted)
self-reported BMI,
by sex.

Figure 2

Mean prevalence (%)
of obesity by study
(A) and according
logistic regression
lines (B).

Measurement:
black squares and
solid lines; unad-
justed self-report:
grey squares and
dashed lines;
equation-adjusted
self-report: green
triangels and dashed/
dotted bold lines;
cutoff corrected
self-report: orange
crosses and dashed/
dotted lines) by sex.

Measured BMI:
mean: 26.3
median: 26.0

Self-reported BMI:
mean: 25.6
median: 25.2

Adjusted self-reported BMI:
mean: 26.8
median: 26.4

Measured BMI:
mean: 24.9
median: 24.1

Self-reported BMI:
mean: 23.8
median: 23.1

Adjusted self-reported BMI:
mean: 25.0
median: 24.2
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after adjustment of self-report (16.3% and 13.0%),
whilst using a lower cutoff provided lower esti-
mates (13.8% and 11.0%). Since all three versions
of self-report (the original and the two corrected)
are based on the same information, a test for sta-
tistical significant differences between these point
estimates is not feasible.

The table shows the results of the random ef-
fects logistic regression models. The odds ratios
represent the ratio between the odds for obesity of
each of the three versions based on self-report and
the odds for obesity based on measurement (refer-
ence). An odds ratio of 1 would stand for exact

agreement with the reference. Equation-adjusted
self-report tends to approximate measurement
better than self-report with cutoff 29.2 kg/m2 al-
though none of the correction methods could fully
approximate the measured values. The approxi-
mation of both correction methods was better in
men than in women. In men, between the odds for
obesity based on equation-adjusted self-report
and the odds for obesity based on measurement,
there was no statistically significant difference.
Almost full approximation could be obtained with
the alternative cutoffs which have been proposed
earlier [11].

Table 1

Odds ratios for
obesity between
measurement and
the three versions of
self-report by sex.

Men Women

Method OR 95% CI P OR 95% CI P

Measurement (BMI ≥30 kg/m2) 1 1

Self-report (BMI ≥30 kg/m2) 0.51 (0.43–0.60) <0.001 0.52 (0.44–0.62) <0.001

Corrections

Self-report (BMI ≥29.2 kg/m2) 0.75 (0.64–0.88) <0.001 0.68 (0.57–0.81) <0.001

Equation-adjusted self-report (BMI ≥30 kg/m2) 0.87 (0.75–1.02) 0.083 0.70 (0.59–0.83) <0.001

Alternative cutoffs

Self-report (BMI ≥28.6/≥28.2 kg/m2) 0.99 (0.85–1.15) 0.870 0.95 (0.79–1.14) 0.602

Discussion

National obesity prevalence rates in Switzer-
land stem from self-reported height and weight
which may lead to an underestimation of real
(measured) figures. To account for this, we used
two correction methods for BMI: a universal cut-
off and an age- and sex-dependent adjustment
equation. Both methods led to a conservative ap-
proximation to results obtained from studies using
measured height and weight.

It was somewhat surprising that obesity prev-
alence derived from adjustment equations was
quite similar to prevalence obtained with meas-
ured estimates. One could expect that such equa-
tions would only be applicable to the datasets in
which they are generated [3, 6]. In fact, there are
large differences in misestimation of own height
and weight between cultures [1, 12]. In contrast,
using the universal cutoff of 29.2 kg/m2 had sev-
eral disadvantages [10]: Firstly, there was still a
substantial underestimation of obesity prevalence
when compared to studies with measurement.
Secondly, using the universal cutoff resulted in a
stronger underestimation in women than in men
and changed the obesity trend over time in women.
A rough approximation suggested that possible
cutoffs could rather be around 28.6 kg/m2 in men
and 28.2 kg/m2 in women (see table 1), but trend
distortion cannot be avoided when using universal
cutoffs [11]. Thirdly, a simple cutoff correction
precludes an estimation of the underlying BMI
distribution or the prevalence of other BMI cate-
gories such as overweight (BMI 25–29.9 kg/m2) or
severe obesity (BMI ≥35 kg/m2).

We only adjusted for sex and age [6]. Further
consideration of smoking and socioeconomic
status could improve approximation, but such
information is not always available [6]. A simple
and always feasible way of adapting adjustment to
cultural peculiarities could be to look at reporting
patterns of end digits. Between cultures there are
substantial differences in preferences for rounding
own height and weight to a number ending with a
specific digit (e.g. 0 or 5) [20, 21]. This preference
is related to spoken language rather than to
nationality and may be especially relevant in cul-
turally heterogeneous countries.

Another factor that complicated adjustment
for self-report bias is that changing awareness of
obesity over time (i.e. increasing social desirability
bias towards lean body weight) may influence par-
ticipants propensity to over- or underreport weight
[6, 21].Therefore it might be necessary to contin-
uously adapt adjustment equations used in the
very same country. However, the differences be-
tween obesity prevalence rates from measurement
and self-report (in particular the adjustment equa-
tion version) appeared quite systematic and con-
stant over time in Switzerland, but this may not
apply to countries where obesity prevalence has
changed faster and more strongly.

In the US, self-reported weight from tele-
phone interviews appears to be more strongly
biased than that from in person interviews. How-
ever, to our knowledge, no study has assessed
whether persons report their weight and height
more accurately in a clinical setting (e.g. medical
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practice). Based on our Swiss data, it cannot be ex-
pected that self-report from a clinical setting
would be less biased than self-report from epide-
miological studies.As reported, we have no reason
to believe that persons living in Switzerland inten-
tionally underestimate their weight and overesti-
mate their height [4]. It appears thus important for
physicians to measure weight and height (and not
simply ask for it) and to calculate their patients’
BMI based on measured estimates.

Our study has several limitations. The studies
included were somewhat heterogeneous with re-
spect to geographical coverage and representa-
tiveness. However, data from the four SHS, which
covered entire Switzerland, showed no substantial
regional difference in mean BMI. Pooling studies
of different time periods (fig. 1) may be critical.
However, by age standardising we could overcome
the period effect. Moreover, separate analyses ex-
cluding foreign participants only marginally dif-
fered from the non-adjusted estimates. We thus
decided not to use them to avoid arbitrary deci-
sions for pooling.Non-participants in surveys may
be more frequently obese than participants [22].
Participation rates tended to be lower in studies

with measured than in those with self-reported
BMI. Thus, difference in obesity prevalence be-
tween the two types of studies could be slightly
biased.

We conclude that using an equation to adjust
self-reported height and weight provided a rea-
sonable estimation of the BMI distribution and
obesity prevalence and had several advantages
over the use of a universal lower cutoff BMI.
However, our analysis also stressed the need for
national data to calculate a Swiss-specific correc-
tion equation. This could be obtained with a vali-
dation study assessing measured and self-reported
weight and height of the same person, e.g. by mea-
suring weight and height of a randomly selected
subset of participants in the Swiss Health Survey.
Including additional information, e.g. preference
for end-digits may further improve the correction.

Correspondence:
David Faeh
Hirschengraben 84
CH-8001 Zürich, Switzerland
E-Mail: david.faeh@ifspm.uzh.ch

References
1 Connor Gorber S, Tremblay M, Moher D, Gorber B. A com-
parison of direct vs self-report measures for assessing height,
weight and body mass index: a systematic review. Obes Rev.
2007;8(4):307–26.

2 Taylor AW, Dal Grande E, Gill TK, Chittleborough CR,Wil-
son DH, Adams RJ, et al. How valid are self-reported height
and weight? A comparison between CATI self-report and clinic
measurements using a large cohort study. Aust N Z J Public
Health. 2006;30(3):238–46.

3 Visscher TL, Viet AL, Kroesbergen IH, Seidell JC. Underre-
porting of BMI in adults and its effect on obesity prevalence
estimations in the period 1998 to 2001. Obesity (Silver Spring).
2006;14(11):2054–63.

4 Faeh D, Marques-Vidal P, Chiolero A, Bopp M. Obesity in
Switzerland: do estimates depend on how body mass index has
been assessed? Swiss MedWkly. 2008;138(13-14):204–10.

5 Chiolero A, Peytremann-Bridevaux I, Paccaud F. Associa-
tions between obesity and health conditions may be overes-
timated if self-reported body mass index is used. Obes Rev.
2007;8(4):373–4.

6 Hayes AJ, Kortt MA, Clarke PM, Brandrup JD. Estimating
equations to correct self-reported height and weight: implica-
tions for prevalence of overweight and obesity in Australia.Aust
N Z J Public Health. 2008;32(6):542–5.

7 Palta M, Prineas RJ, Berman R, Hannan P. Comparison of self-
reported and measured height and weight. Am J Epidemiol.
1982;115(2):223–30.

8 Spencer EA, Appleby PN, Davey GK, Key TJ. Validity of self-
reported height and weight in 4808 EPIC-Oxford participants.
Public Health Nutr. 2002;5(4):561–5.

9 Bolton-Smith C, Woodward M, Tunstall-Pedoe H, Morrison
C.Accuracy of the estimated prevalence of obesity from self re-
ported height and weight in an adult Scottish population. J Ep-
idemiol Community Health. 2000;54(2):143–8.

10 Dauphinot V, Wolff H, Naudin F, Gueguen R, Sermet C,
Gaspoz JM, et al. New obesity body mass index thresh-
old for self-reported data. J Epidemiol Community Health.
2009;63(2):128–32.

11 Faeh D, Bopp M. Proposed obesity body mass index correc-
tion for self-reported data may not be appropriate. J Epidemiol
Community Health. 2009;63(10):863–4.

12 Wada K,Tamakoshi K,TsunekawaT,Otsuka R, Zhang H,Mu-
rata C, et al. Validity of self-reported height and weight in a
Japanese workplace population. Int J Obes (Lond). 2005;29(9):
1093–9.

13 Gutzwiller F, Leu R, Schulz HR.Household survey on health in
the NFP 8 (Somipops) II. Content and course of the main sur-
vey. Soz Praventivmed. 1982;27(6):324–5.

14 Noack H, Weiss W. Un système intercantonal d’information
sanitaire en Suisse. Rapport du responsable scientifique et du
coordinateur, Projet intercantonal sur les indicateurs de santé
(IGIP/PROMES). Aarau/Lausanne; 1990.

15 Calmonte R, Galati-Petrecca M, Lieberherr R, Neuhaus M,
Kahlmeier S. Gesundheit und Gesundheitsverhalten in der
Schweiz 1992-2002. Schweizerische Gesundheitsbefragung.
Neuchâtel: Swiss Federal Statistical Office; 2005.

16 Swiss Health Survey 2007, first results. http://www.bfs.admin.
ch/bfs/portal/de/index/infothek/publ.Document.112182.pdf.
Neuchâtel: Swiss Federal Statistical Office; 2008.

17 Gutzwiller F, Nater B, Martin J. Community-based primary
prevention of cardiovascular disease in Switzerland: methods
and results of the National Research Program (NRP 1A). Prev
Med. 1985;14(4):482–91.

18 Tolonen H, Keil U, Ferrario M, Evans A. Prevalence, aware-
ness and treatment of hypercholesterolaemia in 32 popula-
tions: results from the WHO MONICA Project. Int J Epide-
miol. 2005;34(1):181–92.

19 Vollenweider P, Hayoz D, Preisig M, Pécoud A, Warterworht
D, Mooser V, et al. Health examination survey of the Lausanne
population: first results of the CoLaus study. Rev Med Suisse.
2006;2(86):2528–30, 32–3.

20 Bopp M, Faeh D. Who gives me five? Rounding preference
for self reported height depends on language. BMJ. 2008;337
(a2950):1463.

21 Bopp M, Faeh D. End-digit preference of self-reported height
depends on language. BMC Public Health. 2008;8(1):342.

22 Sonne-Holm S, Sorensen TI, Jensen G, Schnohr P. Influence
of fatness, intelligence, education and sociodemographic fac-
tors on response rate in a health survey. J Epidemiol Commu-
nity Health. 1989;43(4):369–74.


