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Abstract

Objectives: The aim of this research was to estimate the validity of measured and self-reported height, weight and body-mass index
(BMI) in Croatian adolescents.
Methods: In this cross-sectional study, participants were 286 urban secondary-school students (53% of girls) from the city of Zagreb,
Croatia. To assess self-reported height, weight and sociodemographic characteristics of the participants, an in-person interview was
carried out.
Results: Both boys and girls underestimated weight and height. Cohen’s D effect showed that these differences were trivial. Pear-
son’s coefficient of correlation between self-reported and measured values ranged from 0.95 to 0.97 in both boys and girls. The preva-
lence of underweight was overestimated, when using personal assessment of BMI, while overweight status was underestimated by
both gender. Kappa statistics showed good (0.64 in girls) and excellent (0.89 in boys) agreement between the self-reported and
measured BMI.
Conclusions: Our findings suggest, that there is the inaccuracy between measured and personal assessment of height and weight
to determine the prevalence of overweight/obesity, especially in girls. However, self-reported height, weight and calculated BMI may
be used as a valid assessment for large epidemiological studies, but not for intervention purposes.
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1. Background

In the past several years, obesity has become one of
the major public health problems in the world. World
Health Organization (1), reports about around 2 billion
adults aged ≥ 18 years old in the world were overweight
and of these, 600 million were obese. Overweight and obe-
sity represent independent risk factors for increased mor-
tality and morbidity (2).

In children and youth, prevalence rates of overweight
and obesity have doubled in the last few decades and have
become an increasing epidemic problem (3). In child-
hood, overweight and obesity are often associated with
health and psychosocial problems, like dyslipidemia and
type II diabetes (4). Due to those negative consequences
overweight and obesity have on physical and psychoso-
cial health, several studies have concluded, that monitor-
ing and tracking height and weight in childhood repre-
sents the need to detect any tendencies in the prevalence
of body-mass index (BMI) (5-8). Although, self-reported
height and weight have often been used in a large epi-
demiological researches, several studies have shown that

self-reported weight is often underestimated, especially
among girls (9, 10) and self-reported height is overesti-
mated in boys (10). It is necessary to highlight, that while
the relation between the measured and personal assess-
ment of height and weight is high, it often fails to detect
overweight and obese cases, who represent risk group for
higher mortality (6).

In 2008, the prevalence of overweight and obesity in
Croatia was around 58% and 24%in the population ≥ 18
years of age (11). In children and adolescents, the preva-
lence of overweight in 15 year olds is 23% for boys and 10%
for girls (12). To authors knowledge, there has been only
one study investigating the validity between the measured
and personal assessment of height and weight, but only
conducted in adolescent girls in Croatia (13). The relation
between the self-reported and measured values were r >
0.9 and overweight girls underestimated their weight and
overestimated their height (14). Since overweight and obe-
sity is increasing in Croatia (11), especially in childhood and
youth, it is important to use objective measures to moni-
tor, track and correctly classify children and youth, accord-
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ing to their BMI.

2. Objectives

The main purpose of this research was to assess the
validity of measured and self-reported height, weight and
calculated BMI in Croatian secondary-school boys and
girls.

3. Methods

3.1. Participants

Sample of 286 secondary-school students from Zagreb
participated in the study. For selection of secondary-
schools we use random sampling approach. Basic categori-
cal and numerical characteristics are presented in both Ta-
bles 1 and 2. Participants and their parents/guardians had
given written consent to participate in the study before the
study began. All the procedures performed in this research
were approved by the Ethical Review Board of the Faculty of
Kinesiology.

3.2. Testing Variables

The self-administrated questionnaire was used for the
purpose of this study. The questionnaire consisted of so-
ciodemographic characteristics of the participants. First,
we asked about their subjective height and weight each
by one-item question. Gender and grade were part of the
first set of questions. Then, we asked about the frequency
of weighting at home by one-item question. If the par-
ticipant responded with yes, the next question was about
the frequency of weighting. Nutrition was assessed by one
item questions. Self-perceived socioeconomic status was
assessed by one-item question. Finally, we asked about
their current health assessed by one-item question (14). Af-
ter the subjective data were obtained by each participant,
a trained professional than measured participants’ height
and weight. A digital scale showed excellent reliability
property before the study had begun (Cronbach α = 0.95).

3.3. Testing Protocol

Assessments took place in the physical education class-
room. In a small group of four, participants approached
to the examiner and first, they fulfilled the questionnaires.
After that, each by each participant came to the second
examiner, who measured their height and weight. Each
participant was separately instructed how to be dressed
for the purpose of the weight measurement. All the pro-
cedures were anonymous and it took about 5 minutes by
each group to complete both questionnaire and objective
measurement.

3.4. Data Analysis

Categorical variables are presented as percentages and
frequencies. Chi-square test were used for gender dif-
ferences in these variables. Numerical variables are pre-
sented as means and standard deviations. To determine
differences between measured and personal assessment of
height, weight and calculated BMI from those variables,
paired sample t-test was used. The relations between two
measures were assessed by using Pearson’s coefficient of
correlation. To determine the magnitude of the group dif-
ferences in health-related physical fitness Cohen D effect
sizes (ES) were also calculated. ES was classified as follows:
< 0.2 was defined as trivial; 0.2 - 0.6 was defined as small;
0.6 - 1.2 was defined as moderate; 1.2 - 2.0 was defined as
large; > 2.0 was defined as very large; and > 4.0 was de-
fined as extremely large (15). To assess the correct classifica-
tion between self-reported and measured values, cross tab-
ulation matrices were used. The relation between correct
classification of underweight, normal and overweight self-
reported and measured categories (we did not have a par-
ticipant classified into the obesity category) was calculated
by using Kappa statistics. Kappa values range between -1
(perfect disagreement) and +1 (perfect agreement). Kappa
values ≤ 0.20, 0.21 to 0.40, 0.41 to 0.60, 0.61 to 0.80 and
0.81 to 1.00 represented poor, fair, moderate, good and
excellent agreement. The diagnostic classification of un-
derweight, normal and overweight category between mea-
sured and personal assessment of BMI was calculated by
using the determination of sensitivity (the proportion of
actual underweight, overweight or obese adolescents who
are diagnosed correctly using the self-reported data) and
specificity (the proportion of adolescents who are not un-
derweight, overweight or obese and are also not diagnosed
as such using the self-reported data). Mean proportional
differences (self-reported value-measured value/measured
value × 100) for height, weight and BMI between the dif-
ferent sociodemographic characteristics were determined
by using one-way ANOVA. The associations between the dif-
ferences in height, weight and BMI with socioeconomic
characteristics were analyzed by using multiple regres-
sion analysis. All statistical procedures conducted in the
study were performed in Statistical Package for Social Sci-
ences version 22 (SPSS). Significance for all the analysis per-
formed in the study was set up at P ≤ 0.05. Two-sided sig-
nificance was taken.

4. Results

Basic categorical characteristics of the participants are
presented in Table 1. Interestingly, boys reported weigh
themselves more often than girls. Most participants re-
ported that they did not have a special diet, and boys
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Table 1. Basic Categorical Characteristics of the Study Participantsa

Categorical Study Variables Total (N = 286) Boys (N = 134) Girls (N = 152) P Valueb

Grade 0.076

1st 60 (21.0) 26 (19.4) 34 (22.4)

2nd 53 (18.5) 28 (20.9) 25 (16.4)

3rd 76 (26.6) 43 (32.1) 33 (21.7)

4th 97 (33.9) 37 (27.6) 60 (39.5)

Do you weight yourself at home? 0.905

Yes 161 (56.3) 76 (56.7) 85 (55.9)

No 125 (43.7) 58 (43.3) 67 (44.1)

How often? 0.605

Daily 11(3.8) 6 (4.5) 5 (3.3)

Weekly 30 (10.5) 17 (12.7) 13 (8.6)

Monthly 75 (26.2) 34 (25.4) 41 (27.0)

Less than monthly 45 (15.7) 19 (14.2) 26 (17.1)

Total 161 (56.3) 76 (56.7) 85 (55.9)

Special nutrition 0.998

Yes 14 (4.9) 7 (5.2) 7 (4.6)

No 272 (95.1) 127 (94.8) 145 (95.4)

Socioeconomic status 0.439

Low 3 (1.0) 2 (1.5) 1 (0.7)

Middle 239 (83.6) 108 (80.6) 131 (86.2)

High 44 (15.4) 24 (17.9) 20 (13.2)

Self-rated health 0.220

Poor 26 (9.1) 9 (6.7) 17 (11.2)

Good 260 (90.9) 125 (93.3) 135 (88.8)

aValues are expressed as No. (%).
bChi-square test.

showed a higher percentage of good self-assessment of
health than girls. Overall, no gender differences occurred
between categorical variables.

Basic numerical characteristics of the researched par-
ticipants are presented in Table 2. Boys overestimated
their height, underestimated their weight and BMI. Girls
also overestimated their height, but underestimated their
weight and BMI. Cohen’s D revealed that the effect between
measured and personal assessment of height, weight and
BMI was trivial in both boys and girls. The relations be-
tween self-reported and measured variables ranged be-
tween 0.95 - 0.97 in both boys and girls.

Table 3 shows the agreement between self-reported
and measured BMI, according to gender. In general, Kappa
statistics showed good agreement in girls and excellent
agreement in boys between underweight, normal and
overweight categories. The lowest sensitivity values were

for overweight status in both boys and girls. Specificity
values ranged between 88.9% - 100% in boys and between
50.0% - 93.0% in girls.

The proportional differences for height, weight and
BMI, according to the socio-demographic characteristics of
the study participants are presented in Table 4. Both boys
and girls overestimated their height. Girls significantly un-
derestimated their weight and body-mass index, opposed
to boys. It is worthwhile to mention, that those differences
occurred only because of underestimated weight, since dif-
ferences between genders in height were not statistically
significant. Students from higher grades overestimated
their height, especially students from the 4th grade (P =
0.013). Students who did not measure themselves at home
had higher proportional differences in weight and body-
mass index. Interestingly, students who reported having
poor self-rated health also had higher proportional differ-
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Table 2. Basic Numerical Characteristics of the Study Participants

Numerical Study Variables Self-Reported
Value, AM ± SD

Measured Value,
AM ± SD

Mean Difference
(Self-Reported-
Measured Value),
Difference ± SD

P Valuea Cohen’s D Pearson’s
Correlation
Coefficient r

Boys (N = 134)

Age, y 16.45 ± 1.22 - - - - -

Body height, cm 178.84 ± 6.25 177.90 ± 6.46 0.94 ± 1.67 < 0.001b 0.15 0.97

Body weight, kg 70.22 ± 8.38 70.56 ± 9.08 -0.34 ± 2.41 0.105 -0.04 0.96

Body-mass index, kg/m2 21.95 ± 2.38 22.28 ± 2.54 -0.33 ± 0.80 < 0.001b -0.13 0.95

Girls (N = 152)

Age, y 16.50 ± 1.21 - - - - -

Body height, cm 166.21 ± 5.79 165.45 ± 5.86 0.75 ± 1.60 < 0.001b 0.13 0.96

Body weight, kg 58.31 ± 9.37 59.59 ± 9.70 -1.28 ± 2.22 < 0.001b -0.13 0.97

Body-mass index, kg/m2 21.05 ± 2.79 21.72 ± 2.70 -0.67 ± 0.96 < 0.001b -0.24 0.95

Total (N = 286)

Age, y 16.48 ± 1.21 - - - - -

Body height, cm 172.13 ± 8.71 171.29 ± 8.74 0.84 ± 1.63 < 0.001b 0.10 0.98

Body weight, kg 63.89 ± 10.71 64.73 ± 10.88 -0.84 ± 2.35 < 0.001b -0.08 0.98

Body-mass index, kg/m2 21.47 ± 2.64 21.98 ± 2.78 -0.51 ± 0.90 < 0.001b -0.19 0.95

aPaired sample t-test.
bP ≤ 0.05.

Table 3. Diagnostic Table for Correct Classification of Body-Mass Index Categoriesa

Self-Reported Body-Mass Index Measured Body-Mass Index Sensitivity, % Specificity, %

Boys (N = 134)

Underweight 9 (6.7) 8 (6.0) 100.0 88.9

Normal 107 (79.9) 104 (77.6) 99.0 96.3

Overweight 18 (13.4) 22 (16.4) 81.8 100.0

Kappa statistics 0.89b

Girls (N = 152)

Underweight 24 (15.8) 14 (9.2) 85.7 50.0

Normal 114 (75.0) 119 (78.3) 89.1 93.0

Overweight 14 (9.2) 19 (12.5) 68.4 92.9

Kappa statistics 0.64b

Total (N = 286)

Underweight 33 (11.5) 22 (7.7) 90.9 60.6

Normal 221 (77.3) 223 (78.0) 93.7 94.6

Overweight 32 (11.2) 41 (14.3) 75.6 96.9

Kappa statistics 0.76b

aValues are expressed as No. (%) unless otherwise indicated.
bP < 0.001.

ences in weight and body-mass index and those differences
were statistically significant.

Linear regression results (data not presented) showed
that, from the socioeconomic variables entered into the
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Table 4. Proportional Differences in Height, Weight and Body-Mass Index Between the Different Socio-Demographic Variablesa

Categorical Study Variables Difference in Height P Valueb Difference in Weight P Valueb Difference in Body-Mass Index P Valueb

Gender 0.509 < 0.001 < 0.001

Boys 0.54 ± 0.96 -0.30 ± 3.43 -1.35 ± 3.53

Girls 0.46 ± 0.98 -2.06 ± 3.56 -2.93 ± 4.16

Grade 0.013 0.564 0.198

1st 0.30 ± 1.03 -0.84 ± 3.61 -1.42 ± 3.88

2nd 0.39 ± 0.88 -1.75 ± 4.09 -2.48 ± 4.57

3rd 0.49 ± 0.91 -1.33 ± 3.00 -2.27 ± 3.51

4th 0.81 ± 0.99 -1.19 ± 3.96 -2.75 ± 4.03

Do you weigh yourself at home? 0.410 0.017 0.013

Yes 0.45 ± 0.85 -0.77 ± 3.06 -1.65 ± 3.23

No 0.55 ± 1.11 -1.83 ± 4.14 -2.87 ± 4.64

How often? 0.913 0.400 0.339

Daily 0.34 ± 0.42 -0.63 ± 1.97 -1.31 ± 2.07

Weekly 0.52 ± 0.84 0.04 ± 2.08 -0.97 ± 2.26

Monthly 0.47 ± 0.79 -1.10 ± 3.36 -2.00 ± 3.94

Less than monthly 0.41 ± 1.02 -0.80 ± 3.29 -1.61 ± 2.63

Special nutrition 0.663 0.659 0.573

Yes 0.39 ± 0.81 -0.82 ± 3.98 -1.61 ± 3.02

No 0.50 ± 0.98 -1.26 ± 3.59 -2.22 ± 3.99

Socioeconomic status 0.151 0.983 0.679

Low 1.58 ± 0.51 -1.14 ± 1.15 -4.18 ± 2.09

Middle 0.49 ± 0.99 -1.22 ± 3.70 -2.16 ± 3.97

High 0.46 ± 0.86 -1.33 ± 3.19 -2.20 ± 3.94

Self-rated health 0.881 0.003 0.009

Poor 0.47 ± 1.08 -2.90 ± 3.83 -3.78 ± 4.37

Good 0.50 ± 0.96 -1.00 ± 3.52 -1.96 ± 3.84

aValues are expressed as difference ± SD.
bOne-way ANOVA.

model, only students from higher grades were more likely
to overestimate their height (β = 0.20, P = 0.012). In the sec-
ond linear regression model, girls and students reported
poor self-rated health were more likely to underestimate
their weight, while in the third linear regression model,
girls were more likely to underestimate their BMI.

5. Discussion

The main purpose of the present research was to esti-
mate the validity of measured and personal assessment of
height, weight and BMI in Croatian adolescents.

Our results showed that both boys and girls overesti-
mated their height and weight. These findings are con-
sistent to some previous studies (5, 16). Moreover, results

from our study did not show significant distinctions be-
tween the measured and personal assessment of weight
in boys, but only for girls, which is in accordance to some
previous findings (8, 17). Previous findings have shown,
that girls are more often worried about their body weight
and overall image than do boys (18). High difference be-
tween the self-reported and measured weight in girls could
be explained by the fact, that girls often weigh themselves
with clothes off, yet all participants in our study wore light
sports clothes (socks, sports dress and T-shirt), which po-
tentially might influence on such differences. Further-
more girls are more often oriented towards weight than
height (11), due to their bigger concerns about their body
appearance (19). Over reported height values in both boys
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and girls could be explained by the fact, that height is not
easily self-measured compared to weight. Also, weight is
often easily to assess by using a weight scale compared to
the height board (20). One previous study reported the
same problem (6). Cohen’s D showed, that distinctions
measured from the personal assessment of BMI were trivial
in boys, yet something higher in girls, but statistically sig-
nificant. These differences can be explained by the higher
overestimation of height in boys and higher underestima-
tion of weight in girls, as described by some other previous
studies (6, 9, 21).

Next, our results showed, that self-reports led to over-
estimation in underweight category for girls and under-
estimation in overweight category in both boys and girls.
Weighted Kappa statistics showed good agreement in girls
and excellent agreement in boys between the self-reported
and measured body-mass index categories, as observed in
some previous studies (5, 20). This could be explained
by the fact, that both boys and girls overestimated their
height by similar values, yet girls underestimated their
weight and calculated body-mass index to a greater extent
than boys. In that way, the agreement between the mea-
sured and self-reported BMI was lower in girls than in boys,
respectively. Specifically, overweight adolescents tend to
underestimate their weight and overestimate their height,
opposed to their normal weight peers (20).

Results from our study showed, that there were sig-
nificant gender distinction between the self-reported and
measured weight and BMI. As explained earlier, girls often
underestimate their weight, since they perceive their body
appearance in a different way (22) and want to meet the
social desirability to be thin and tall (5). Furthermore, sig-
nificant differences occurred in educational level variable,
where adolescents tended to overestimate their height.
Again, this potential trend could be explained by the fact,
that both boys and girls want to be tall, yet boys perceive
the ideal body as muscular and girls as thin (22). Also,
grade was positively associated with height difference in
some previous studies (21).

Our results showed that students who weigh them-
selves at home had smaller proportional differences in
weight and body-mass index, compared to students who
did not weigh themselves at home. In one recent study,
only girls who reported not weighting themselves in the
past year had bigger underestimation of weight and body-
mass index, than girls who reported weighting themselves
recently (16). The effect of frequency of weigh to establish
better accuracy, when the objective assessment is not pos-
sible, should be highlighted. One study concluded, that
special testing protocol and guideline should be deter-
mined for adolescents, who measure their weight at home
prior to completing the study, in order to obtain a more

accurate weight result (5). Students who reported poor
self-rated health had larger weight and body-mass differ-
ences, opposed to student who reported good self-rated
health. Previous researches have shown, that overweight
and obese adolescents were more likely to have poor self-
rated health (23, 24), especially in older age groups. As we
highlighted before, overweight children and adolescents
tend to underestimate their weight (8, 9), possible because
of social acceptance (25).

Finally, our results showed, that gender was the most
common contributor, which influenced on the distinction
between the measured and self-reported weight and BMI
status. Our findings are similar to some other previous
studies (5, 16). In general, girls are more sensitive about
their body appearance and want to satisfy social acceptable
norms and standards in the society (25), which is thin or
slim body (19).

Our study has several limitations. First, due to a rel-
atively small sample and urban-type adolescents, it is dif-
ficult to generalize our findings to the whole population,
particularly for rural-type adolescents. Second, we did not
ask more detailed information about types of equipment
used for measuring height and weight at home. Third, we
did not ask the students not to eat or drink prior the study,
since food and water could potentially lead to bias.

Our findings suggest, that despite the high relations
between the measured and personal assessment of height,
weight and BMI in both boys and girls, self-reported mea-
sures led to underestimation of overweight and overesti-
mation of underweight categories. However, it is possible
to use self-reported data from height and weight in large
epidemiological studies to estimate basic anthropometric
characteristics of the participants, but not for clinical or in-
tervention practices. Also, as proposed by one recent study,
special measuring guidelines and protocols should be cre-
ated, in order to improve the accuracy of self-reported mea-
sures (5).
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Štefan, Mario Baić and Damir Pekas.

6 Int J Sport Stud Hlth. 2019; 2(1):e89627.

http://intjssh.com


Štefan L et al.

Conflict of Interests: It is not declared by the authors.

Ethical Approval: All the procedures performed in this
research were approved by the Ethical Review Board of the
Faculty of Kinesiology.

Funding/Support: This study was self-funded.

Patient Consent: Participants and their par-
ents/guardians had given written consent to participate
in the study before the study began.

References

1. World Health Organization. WHO global strategy of on diet, physical ac-
tivity and health. Geneva, Switzerland: WHO Press; 2011.

2. Rheaume C, Leblanc ME, Poirier P. Adiposity assessment: Explain-
ing the association between obesity, hypertension and stroke. Expert
Rev Cardiovasc Ther. 2011;9(12):1557–64. doi: 10.1586/erc.11.167. [PubMed:
22103875].

3. Lobstein T, Baur L, Uauy R, Iaso International Obesity TaskForce . Obe-
sity in children and young people: A crisis in public health. Obes Rev.
2004;5 Suppl 1:4–104. doi: 10.1111/j.1467-789X.2004.00133.x. [PubMed:
15096099].

4. Daniels SR, Arnett DK, Eckel RH, Gidding SS, Hayman LL, Kumanyika S,
et al. Overweight in children and adolescents: Pathophysiology, con-
sequences, prevention, and treatment. Circulation. 2005;111(15):1999–
2012. doi: 10.1161/01.CIR.0000161369.71722.10. [PubMed: 15837955].

5. De Vriendt T, Huybrechts I, Ottevaere C, Van Trimpont I, De Henauw
S. Validity of self-reported weight and height of adolescents, its im-
pact on classification into BMI-categories and the association with
weighing behaviour. Int J Environ Res Public Health. 2009;6(10):2696–
711. doi: 10.3390/ijerph6102696. [PubMed: 20054463]. [PubMed Cen-
tral: PMC2790101].

6. Larsen JK, Ouwens M, Engels RC, Eisinga R, van Strien T. Valid-
ity of self-reported weight and height and predictors of weight
bias in female college students. Appetite. 2008;50(2-3):386–9. doi:
10.1016/j.appet.2007.09.002. [PubMed: 18006115].

7. Sherry B, Jefferds ME, Grummer-Strawn LM. Accuracy of adolescent
self-report of height and weight in assessing overweight status: A
literature review. Arch Pediatr Adolesc Med. 2007;161(12):1154–61. doi:
10.1001/archpedi.161.12.1154. [PubMed: 18056560].

8. Elgar FJ, Roberts C, Tudor-Smith C, Moore L. Validity of self-reported
height and weight and predictors of bias in adolescents. J Ado-
lesc Health. 2005;37(5):371–5. doi: 10.1016/j.jadohealth.2004.07.014.
[PubMed: 16227121].

9. Fonseca H, Silva AM, Matos MG, Esteves I, Costa P, Guerra A, et al. Valid-
ity of BMI based on self-reported weight and height in adolescents.
Acta Paediatr. 2010;99(1):83–8. doi: 10.1111/j.1651-2227.2009.01518.x.
[PubMed: 19878130].

10. Enes CC, Fernandez PMF, Voci SM, Toral N, Romero A, Slater B. Valid-
ity and reliability of self-reported weight and height measures for
the diagnoses of adolescent’s nutritional status. Rev Bras Epidemiol.
2009;12(4):627–35. doi: 10.1590/s1415-790x2009000400012.

11. World Health Organization. Nutrition, physical activity and obesity.
Geneva, Switzerland: WHO Press; 2013.

12. Currie C, Zanotti C, Morgan A, Currie D, de Looze M. Social determi-
nants of health and well-being among young people: Health Behaviour

in School-aged Children (HBSC) study: International report from the
2009/2010 survey. Copenhagen: WHO Regional Office for Europe
(Health Policy for Children and Adolescents, No. 6); 2012, [cited 18
November]. Available from: http://www.euro.who.int/__data/assets/
pdf_file/0003/163857/Social-determinants-of-health-and-well-
being-among-young-people.pdf .

13. Ambrosi-Randic N, Bulian AP. Self-reported versus measured weight
and height by adolescent girls: A Croatian sample. Percept Mot Skills.
2007;104(1):79–82. doi: 10.2466/pms.104.1.79-82. [PubMed: 17450967].

14. Eriksson I, Unden AL, Elofsson S. Self-rated health. Comparisons be-
tween three different measures. Results from a population study.
Int J Epidemiol. 2001;30(2):326–33. doi: 10.1093/ije/30.2.326. [PubMed:
11369738].

15. Bland JM, Altman DG. Statistical methods for assessing agree-
ment between two methods of clinical measurement. Lancet.
1986;1(8476):307–10. doi: 10.1016/S0140-6736(86)90837-8. [PubMed:
2868172].

16. Rasmussen M, Holstein BE, Melkevik O, Damsgaard MT. Validity
of self-reported height and weight among adolescents: The im-
portance of reporting capability. BMC Med Res Methodol. 2013;13:85.
doi: 10.1186/1471-2288-13-85. [PubMed: 23805955]. [PubMed Central:
PMC3711890].

17. Abalkhail BA, Shawky S, Soliman NK. Validity of self-reported weight
and height among Saudi school children and adolescents. Saudi Med
J. 2002;23(7):831–7. [PubMed: 12174236].

18. Zaborskis A, Petronyte G, Sumskas L, Kuzman M, Iannotti RJ. Body
image and weight control among adolescents in Lithuania, Croatia,
and the United States in the context of global obesity. Croat Med J.
2008;49(2):233–42. doi: 10.3325/cmj.2008.2.233. [PubMed: 18461679].
[PubMed Central: PMC2359876].

19. McCabe MP, Ricciardelli LA. A prospective study of pressures from
parents, peers, and the media on extreme weight change behaviors
among adolescent boys and girls. Behav Res Ther. 2005;43(5):653–68.
doi: 10.1016/j.brat.2004.05.004. [PubMed: 15865919].

20. Bae J, Joung H, Kim JY, Kwon KN, Kim Y, Park SW. Validity of
self-reported height, weight, and body mass index of the Korea
Youth Risk Behavior Web-based Survey questionnaire. J Prev Med
Public Health. 2010;43(5):396–402. doi: 10.3961/jpmph.2010.43.5.396.
[PubMed: 20959710].

21. Brener ND, McManus T, Galuska DA, Lowry R, Wechsler H. Relia-
bility and validity of self-reported height and weight among high
school students. J Adolesc Health. 2003;32(4):281–7. doi: 10.1016/S1054-
139X(02)00708-5. [PubMed: 12667732].

22. Morrison TG, Kalin R, Morrison MA. Body-image evaluation and body-
image investment among adolescents: A test of sociocultural and so-
cial comparison theories. Adolescence. 2004;39(155):571–92. [PubMed:
15673231].

23. Meireles AL, Xavier CC, de Souza Andrade AC, Proietti FA, Caiaffa WT.
Self-rated health among urban adolescents: The roles of age, gen-
der, and their associated factors. PLoS One. 2015;10(7). e0132254. doi:
10.1371/journal.pone.0132254. [PubMed: 26177464]. [PubMed Central:
PMC4503396].

24. Krause L, Lampert T. Relation between overweight/obesity and self-
rated health among adolescents in Germany. Do socio-economic sta-
tus and type of school have an impact on that relation? Int J Envi-
ronResPublicHealth. 2015;12(2):2262–76. doi: 10.3390/ijerph120202262.
[PubMed: 25690000]. [PubMed Central: PMC4344724].

25. Mendonça G, Farias Júnior JC. Self-perceived health and associated
factors in adolescents. Rev Bras Ativ Fis Saúde. 2012;17:174–80.

Int J Sport Stud Hlth. 2019; 2(1):e89627. 7

http://dx.doi.org/10.1586/erc.11.167
http://www.ncbi.nlm.nih.gov/pubmed/22103875
http://dx.doi.org/10.1111/j.1467-789X.2004.00133.x
http://www.ncbi.nlm.nih.gov/pubmed/15096099
http://dx.doi.org/10.1161/01.CIR.0000161369.71722.10
http://www.ncbi.nlm.nih.gov/pubmed/15837955
http://dx.doi.org/10.3390/ijerph6102696
http://www.ncbi.nlm.nih.gov/pubmed/20054463
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2790101
http://dx.doi.org/10.1016/j.appet.2007.09.002
http://www.ncbi.nlm.nih.gov/pubmed/18006115
http://dx.doi.org/10.1001/archpedi.161.12.1154
http://www.ncbi.nlm.nih.gov/pubmed/18056560
http://dx.doi.org/10.1016/j.jadohealth.2004.07.014
http://www.ncbi.nlm.nih.gov/pubmed/16227121
http://dx.doi.org/10.1111/j.1651-2227.2009.01518.x
http://www.ncbi.nlm.nih.gov/pubmed/19878130
http://dx.doi.org/10.1590/s1415-790x2009000400012
http://www.euro.who.int/__data/assets/pdf_file/0003/163857/Social-determinants-of-health-and-well-being-among-young-people.pdf
http://www.euro.who.int/__data/assets/pdf_file/0003/163857/Social-determinants-of-health-and-well-being-among-young-people.pdf
http://www.euro.who.int/__data/assets/pdf_file/0003/163857/Social-determinants-of-health-and-well-being-among-young-people.pdf
http://dx.doi.org/10.2466/pms.104.1.79-82
http://www.ncbi.nlm.nih.gov/pubmed/17450967
http://dx.doi.org/10.1093/ije/30.2.326
http://www.ncbi.nlm.nih.gov/pubmed/11369738
http://dx.doi.org/10.1016/S0140-6736(86)90837-8
http://www.ncbi.nlm.nih.gov/pubmed/2868172
http://dx.doi.org/10.1186/1471-2288-13-85
http://www.ncbi.nlm.nih.gov/pubmed/23805955
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3711890
http://www.ncbi.nlm.nih.gov/pubmed/12174236
http://dx.doi.org/10.3325/cmj.2008.2.233
http://www.ncbi.nlm.nih.gov/pubmed/18461679
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2359876
http://dx.doi.org/10.1016/j.brat.2004.05.004
http://www.ncbi.nlm.nih.gov/pubmed/15865919
http://dx.doi.org/10.3961/jpmph.2010.43.5.396
http://www.ncbi.nlm.nih.gov/pubmed/20959710
http://dx.doi.org/10.1016/S1054-139X(02)00708-5
http://dx.doi.org/10.1016/S1054-139X(02)00708-5
http://www.ncbi.nlm.nih.gov/pubmed/12667732
http://www.ncbi.nlm.nih.gov/pubmed/15673231
http://dx.doi.org/10.1371/journal.pone.0132254
http://www.ncbi.nlm.nih.gov/pubmed/26177464
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4503396
http://dx.doi.org/10.3390/ijerph120202262
http://www.ncbi.nlm.nih.gov/pubmed/25690000
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4344724
http://intjssh.com

	Abstract
	1. Background
	2. Objectives
	3. Methods
	3.1. Participants
	Table 1
	Table 2

	3.2. Testing Variables
	3.3. Testing Protocol
	3.4. Data Analysis

	4. Results
	Table 3
	Table 4

	5. Discussion
	Acknowledgments
	Footnotes
	Authors' Contribution: 
	Conflict of Interests: 
	Ethical Approval: 
	Funding/Support: 
	Patient Consent: 

	References

