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NOTE 

 

The views expressed in this report are those of the participants of the Informal Consultation on 

Childhood Obesity Surveillance in the Western Pacific Region and do not necessarily reflect the 

policies of the conveners. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

This report has been prepared by the World Health Organization Regional Office for the Western 

Pacific for Member States in the Region, as well as those who participated in the Informal 

Consultation on Childhood Obesity Surveillance in the Western Pacific Region in Tokyo, Japan from 

21 to 22 March 2016. 
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SUMMARY 

 

Overweight and obesity have become urgent global health issues in recent decades. More than 6.2 

million children under 5 years of age in the Western Pacific Region are overweight. Global targets 

have been endorsed by countries at the World Health Assembly and the United Nations General 

Assembly to halt the rise in overweight and obesity (from birth to adulthood). Most recently, the 

Sustainable Development Goals have called for an end to all forms of malnutrition and a reduction in 

premature mortality from noncommunicable diseases for which obesity is a key risk factor. The WHO 

Commission on Ending Childhood Obesity (ECHO) presented its final report at the Sixty-ninth World 

Health Assembly in May 2016. One of the report's recommendations is to 'ensure data collection on 

Body Mass Index (BMI)-for-age of children – including for ages not currently monitored – and set 

national targets for childhood obesity'. 

 

Countries have committed to increased action to address childhood obesity and to monitoring progress 

towards the global targets. National averages of childhood obesity are important for country 

comparisons and global monitoring of the targets. However, they do not facilitate subnational and 

targeted policy and programme development to address childhood obesity. There are few countries 

with a standardized surveillance system in place to measure trends in overweight and obesity 

routinely in primary school children (6–9 years). Reported data on overweight and obesity, plus 

relevant associated indicators in this age group, are limited, even though data are often collected 

through schools. It is proposed to develop a regional protocol with standardized indicators and to 

enhance existing surveillance mechanisms within countries to strengthen national childhood obesity 

surveillance. 

 

Limited data on overweight/obesity prevalence are available for primary school-aged children in the 

Region. The temporary advisers shared more detailed information about the current situation in their 

countries (Australia, Cook Islands, Japan, Malaysia, Mongolia, New Zealand, Republic of Korea, 

Philippines, Singapore and Viet Nam). Five countries (Australia,
1
 Cook Islands, Japan, Malaysia and 

Republic of Korea) collect height and weight data both through periodic measurement in primary 

schools and repeated sample surveys that include school (-aged) children. Singapore and Viet Nam 

have a school-based measurement system, but their existing nutrition/health surveys do not include 

children aged 6–10 years. New Zealand and Mongolia have no school-based measurement system. 

New Zealand collects information at the national level through repeated sample surveys, namely the 

New Zealand Health Survey, conducted every year. Mongolia’s existing survey mechanisms do not 

cover children of 6–10 years old. In terms of the frequency of school-based periodic growth 

assessment in public schools, six countries report once a year or more, while two report less than once 

a year. In most cases, data are then reported/analyzed at the same frequency. In Singapore, data are 

collected more than once a year, but only reported/analyzed once a year. Malaysia maintains that its 

reporting/analysis is carried out monthly. When it comes to private schools, Malaysia and Singapore 

do not know the situation, while the others report the same details as for public schools.  

 

The present situation analysis reveals that a number of countries currently use country-specific 

indicators and references that have been constructed/adjusted for their own populations. However, 

                                                      
1
  Since Australia’s school-based periodic growth assessment is decentralized to the local government level – 

and thus details differ by jurisdiction – it is excluded from the analyses thereafter (information about 

repeated surveys is included). 
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since all the countries are collecting at least height and weight data, together with children’s age, it is 

possible to re-process the raw data based on WHO’s growth reference for comparison purposes.  

Current surveillance mechanisms on childhood obesity and child health surveillance in the Western 

Pacific Region are clearly very diverse. A regional protocol for child health surveillance may help 

improve the data quality and support optimizing the use of the data for national and subnational 

planning and evaluation.  

This report summarizes the outcomes of a two-day informal consultation. The following are the main 

conclusions and recommendations: 

Conclusions  

(1) The objectives of the Informal Consultation on Childhood Obesity Surveillance in the 

Western Pacific Region were met. 

(2) While most participating countries have national mechanisms for surveillance, monitoring or 

screening of children’s health and nutrition status, including height and weight, their 

measurement protocols vary and may not be standardized.  

(3) In addition to the health sector, many stakeholders are involved in national child health 

surveillance, including education. It was considered critical to strengthen collaboration 

between these and other sectors.  

(4) The development of a regional protocol for child health surveillance, including but not limited 

to height and weight measurements, was welcomed to strengthen and support national 

surveillance systems and to monitor country progress and trends.   

(5) Countries will explore options to start up or revise their surveillance systems following a 

regional protocol, as appropriate to country context.  

(6) An intercountry support network (including across regions) could be established to strengthen 

sharing of experiences and expertise and building on good practices. 

Recommendations for Member States include:  

(1) Continue consultation with WHO towards developing a protocol for child health surveillance 

in the Western Pacific Region.  

(2) Advocate at the highest level to strengthen and improve the quality of national child health 

surveillance, especially among primary school children, and improve access to and use of 

data. 

(3) Advocate the integration of child health surveillance into health information systems.  

(4) Strengthen collaboration between stakeholders involved in child health surveillance.  

(5) Advocate stronger action on childhood obesity, including the need for harmonized 

surveillance through subregional platforms (e.g. Pacific Health Ministers; ASEAN), as 

appropriate.    

Recommendations for WHO include:  

(1) Facilitate the development of a regional protocol for child health surveillance in the Western 

Pacific Region and explore integration into surveillance mechanisms.  

(2) Develop Region-specific tools to support implementation of the regional protocol, where 

appropriate building on tools, e.g. those from the WHO European Childhood Obesity 

Surveillance Initiative.  
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(3) Utilize upcoming opportunities (e.g. the Workshop on NCD Surveillance Policies and the 

NCD Leadership Workshop) to review the draft protocol and other tools. 

(4) Provide technical support to selected countries, especially in early stages of adaptation of a 

regional protocol for child health surveillance.  

(5) Provide continued advocacy support on child health surveillance to inform targeted policy 

responses.   

 

1. INTRODUCTION 

1.1 Meeting organization  

This two-day consultation was convened to bring together 11 experts from 10 countries
2
 in the 

Western Pacific Region (Australia, Cook Islands, Japan, Malaysia, Mongolia, New Zealand, Republic 

of Korea, Philippines, Singapore, Viet Nam), and from the United Kingdom, on nutrition and child 

health surveillance. They shared experiences on the routine surveillance mechanisms of obesity 

among primary school children in countries in the Western Pacific Region. They also discussed 

criteria for a regional protocol on childhood obesity surveillance, reflecting on the WHO Regional 

Office for Europe's Childhood Obesity Surveillance Initiative (COSI) protocol. Sessions consisted of 

presentations on current surveillance initiatives and the situation of national obesity surveillance in the 

Region. They also consisted of group work on indicators, data management and reporting, and 

barriers, opportunities and next steps towards strengthening national and setting up a regional 

surveillance system. The informal consultation was hosted by the National Institute of Health and 

Nutrition (NIHN), Tokyo, Japan, WHO Collaborating Centre for Nutrition and Physical Activity, 

from 21 to 22 March 2016. The full list of participants is available in Annex 1. The meeting 

programme is available in Annex 2. 

1.2 Meeting objectives 

The objectives of the meeting were: 

(1) To share experiences on the routine surveillance mechanisms of obesity among primary 

school children in countries in the Western Pacific Region. 

(2) To discuss criteria for a regional protocol on childhood obesity surveillance, reflecting on the 

WHO Regional Office for Europe's Childhood Obesity Surveillance Initiative (COSI) 

protocol. 

1.3 Opening remarks 

The workshop was opened by Dr Suminori Kono, President of the National Institute of Health and 

Nutrition, Tokyo, WHO Collaborating Centre for Nutrition and Physical Activity, and Dr Douglas 

Bettcher, Director, Department for Prevention of Noncommunicable Diseases, WHO headquarters.  

Dr Kono welcomed participants to Tokyo, Japan and to the NIHN. The Institute was first established 

as the Nutrition Institute under the Ministry of Home Affairs in 1920. It has played a key role in the 

development and design of Japan's National Health and Nutrition Survey – the oldest of all national 

health examination surveys currently conducted in the world. The Institute is now charged with 

analysing data, which are used to plan for and evaluate the national health promotion initiative, Health 

Japan 21. Dr Kono highlighted the importance of having a national surveillance system in place to 

                                                      
2
   A temporary adviser from China was invited, but had to cancel attendance.  
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support targeted implementation and continuous monitoring of public health programmes. Dr Kono 

emphasized that the ability to monitor trends in childhood obesity and child health was necessary to 

ensure that measures were in place to protect the health of future generations.  

2. PROCEEDINGS  

2.1 Opening session  

The opening session highlighted that, while noncommunicable diseases (NCDs) are often associated 

with older age groups, children – just like adults and the elderly – are vulnerable to the risk factors 

that contribute to NCDs. There is increasing and compelling evidence that NCDs and premature 

deaths are rooted in childhood, and many children today are growing up in environments that 

encourage weight gain and obesity. The WHO Commission on Ending Childhood Obesity recently 

presented its final report, which recommends actions to reduce the risk of and end childhood obesity. 

Surveillance of childhood obesity makes it possible to advocate for policies (including laws to 

regulate marketing of breast-milk substitutes and processed foods to children) and work towards 

sustainable food systems. It also enables mobilization of relevant stakeholders and governments to 

invest in action to prevent and control the risk factors of childhood obesity that impact on children, 

families and communities. Surveillance activities represent an important starting point to measure and 

understand the scale of the problem – what is not measured cannot be acted upon. This consultation 

provides a timely opportunity to share experiences from other WHO regions and countries and discuss 

the adaptation of a standardized protocol on child health surveillance for primary school children in 

the Region. 

2.2 Session on global and regional updates  

This session set the scene of the NCD and nutrition situation globally and in the Western Pacific. It 

provided an overview of the global targets on “no increase in childhood overweight” and “halting the 

increase in obesity among adolescents and adults”, as well as existing mandates and regional policy 

options.  

The current baseline for overweight or obesity among children under 5 is 6.7%. The number of 

overweight or obese children rose from 32 million in 2000 to 42 million in 2013. In absolute numbers, 

there are more overweight and obese children living in low- and middle-income countries. Childhood 

obesity risk arises from the combination of behavioural, biological, environmental and contextual 

factors. None of the upstream causal factors are in the control of the child – thus childhood obesity 

cannot be seen as a result of voluntary lifestyle choices.  

The WHO Commission on Ending Childhood Obesity presented its final report to the WHO Director-

General in January 2016 and to the Sixty-ninth session of the World Health Assembly in May 2016. 

The report provides a comprehensive, integrated package of recommendations and proposes actions 

and responsibilities for supporting the recommendations. Member States are encouraged to "ensure 

data collection and set national targets" and WHO is called upon to report on progress. At the regional 

level, actions to address childhood overweight and obesity are guided by the Action plan to reduce the 

double burden of malnutrition in the Western Pacific Region (2015–2020) and the Regional action 

plan for the prevention and control of noncommunicable diseases (2014–2020). The regional targets 

mirror the global targets, calling for a halt in the increase in childhood overweight, and adolescent and 

adult obesity.  
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WHO has been monitoring adolescent body mass index (BMI) since 2003 through the Global School- 

based Student Health Survey (GSHS). Currently, more than 80 countries have included measures of 

height and weight in school-going adolescents aged 13–17. (See Annex 3 for a list of Western Pacific 

Region Member States and their participation in the GSHS.) WHO has been producing global, 

regional and country comparable estimates of adult overweight and obesity since 2004. It now 

produces them in collaboration with the NCD Risk Factor Collaboration (NCD-RisC). Trends in adult 

(> 18 years) overweight/obesity are available from 1975 to 2014.   

WHO is currently working on comparable estimates of child and adolescent (5–19 years) overweight 

and obesity at global, regional and country levels. However, experience has shown that there is a clear 

data gap for children of 5–10 years old in many countries, making estimation a challenge for this age 

group – including in the WHO Western Pacific Region. 

2.3 Session on the Childhood Obesity Surveillance Initiative in the WHO European Region and 

the United Kingdom  

The Childhood Obesity Surveillance Initiative (COSI) in the WHO European Region was developed 

in response to a review conducted for the Regional Ministerial meeting in 2006. This review revealed 

that only around 25% of the Member States from the WHO European Region had validated national 

prevalence data on overweight and obesity in primary school children. Also, among those that did, 

there were large variations in data collection methods. For example, some countries had measured 

data on weight and height, while others had self-reported data; some had national data and others had 

subnational data. There were also variations in the definitions used for overweight and obesity. A 

general gap in the data on children between 6 and 9 years old was identified and the need for a 

standardized and European-wide harmonized surveillance system recognized. 

The Vienna Declaration on Nutrition and Noncommunicable Disease in the Context of Health 2020 

(2013) and the WHO European Food and Nutrition Action Plan (2015–2020) reinforced the need to 

support surveillance, monitoring, evaluation and research. 

The purpose of COSI, established in 2007, was to fill the gap in available intercountry comparable 

anthropometric data of primary school children (6–9 years) using standardized weight and height, 

measured at regular intervals. This also enabled routine monitoring of the policy response to the 

obesity epidemic. 

While each country can develop a surveillance system that fits its local circumstances, it was 

considered necessary to collect data according to an agreed common protocol, with certain core data 

common across the system. Therefore, a protocol and data collection tool were developed in 2007 and 

updated in 2015. The protocol summarizes the study design and sampling, data collection (including 

measurement techniques, standardization of instruments used, and training) and data management 

(including data quality control, data processing, analysis and reporting).  

It was pointed out that the Ministry of Health should always have ownership of the system. The WHO 

European Region system is not without challenges. These challenges include placing what may be 

regarded as an extra burden on schools; preparedness of parents; insufficient financial and human 

resources; and time-consuming analysis as data sets need to be cleaned. However, since the regional 

surveillance protocol should not replace countries’ existing health, anthropometric and dietary 

surveillance systems that are already in place or are at the planning stage, but should be integrated 

with them, it actually seeks to minimize any challenges. 
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WHO European Region Member States agreed that the data collection would take place every three 

years. (The first data collection round was during the school year 2007/2008, the second during the 

school year 2009/2010, the third during the school year 2012/2013, and the fourth during the school 

year 2015/2016.) 

At each round, data are collected in a new cross-sectional sample of primary school children, at least 

on: (1) body weight, body height, body mass index (BMI); (2) prevalence of underweight, normal 

weight, overweight, obesity, median BMI and mean BMI; (3) time changes in the prevalence of 

overweight and obesity and mean BMI relative to the previous cohort of children of the same age 

range (not applicable for the first round); and (4) some school nutrition and physical activity 

environmental characteristics. 

Data are entered into an online database (e.g. OpenClinica or another system of the country’s choice), 

after the child’s and school record forms have been sent to the national coordinating centre. A 

collaborative agreement is signed between the WHO European Region and the Member State’s COSI 

coordinator/focal person. This also includes a detailed publication and presentation policy for 

dissemination of the results.
3

 Results are now widely used for advocacy, to inform policy 

development and implementation and to monitor progress. 

In 2006 in England, within the United Kingdom, data on childhood obesity were limited, and surveys 

being done had very poor response rates. England has not participated in any of the rounds of COSI. 

However, the English government developed the National Child Measurement Programme (NCMP).
4
 

This obtains measured data on the height and weight of all children in the first (reception) and last 

(year 6) years of primary school in England. In strictly legal terms, the NCMP does not require 

parental consent (either opt-in or opt-out), but parents are nevertheless given the opportunity to 

withdraw their children from measurement, and children may refuse to participate on the day. This 

system of consent has led to very high response rates, with over 90% participation, and is one of the 

reasons for the accurate, reliable data on childhood obesity in England.
5
 More than 1 million children 

are now measured each year, and around 17 000 schools are involved in the Programme. The purpose 

of the NCMP is to provide robust public health surveillance data on child weight status and to provide 

parents with feedback on their child’s weight status. The NCMP also collects demographic data, 

enabling disaggregation by key socioeconomic determinants. Data are uploaded to an online database. 

The NCMP in England has now been collecting data for the past nine years. Over this time, the 

Programme has continually improved, with enhancements to data quality over time. One of the key 

findings (in addition to the rising rates of childhood obesity) is that of widening inequalities in obesity 

over time, with growing disparities in prevalence between children from the most and least deprived 

neighbourhoods. There is also the possibility that the NCMP is an intervention in itself, as a result of 

the ways in which it highlights the problem of obesity among children, parents, school staff, media, 

politicians and other stakeholders. 

Regular data collection using a standardized protocol is indispensable for feeding into policy 

development, implementation and monitoring. The availability of trend data on the increasing 

                                                      
3
  More information available at URL: http://www.euro.who.int/en/health-topics/disease-prevention/nutrition/ 

activities/monitoring-and-surveillance/who-european-childhood-obesity-surveillance-initiative-cosi  

(accessed 23 August 2016). 
4
  Available at URL: https://www.gov.uk/government/uploads/system/uploads/attachment_data/ 

file/531878/NCMP-Operational-Guidance.pdf  (accessed 23 August 2016). 
5
   See http://www.noo.org.uk/NCMP for data analysis reports and other information on the NCMP (accessed 

23 August 2016). 

http://www.euro.who.int/en/health-topics/disease-prevention/nutrition/%20activities/monitoring-and-surveillance/who-european-childhood-obesity-surveillance-initiative-cosi
http://www.euro.who.int/en/health-topics/disease-prevention/nutrition/%20activities/monitoring-and-surveillance/who-european-childhood-obesity-surveillance-initiative-cosi
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/531878/NCMP-Operational-Guidance.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/531878/NCMP-Operational-Guidance.pdf
http://www.noo.org.uk/NCMP
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prevalence of childhood obesity provided a strong argument for the sugar-sweetened drinks levy that 

has been proposed by the United Kingdom government. It is important to consider the potential to 

introduce upstream interventions such as this. Upstream system-level interventions, such as fiscal 

measures, tend to have greater population effects than individual-level interventions, but are more 

politically difficult to introduce. It is important that interventions such as fiscal measures of this kind 

are considered not only in terms of linear cause and effect: the sugar-sweetened drinks levy is a 

systems intervention that will have many wider impacts. These impacts include changes to public and 

political discourse, and opening up the potential for other system-level interventions. When actions of 

this kind are evaluated, it is important to consider their wider effects, as one of the features of a 

complex adaptive system is that people adjust their behaviours in response to changes in the system. 

Hence, even if it has a major impact, it may not on its own achieve measurable changes in the 

prevalence of obesity. 

The experience in the United Kingdom over the past years has highlighted key elements to consider 

when thinking about establishing national (or regional) surveillance systems. These elements include 

the system’s depth, breadth, consistency, comparability, age, measures used, and its cost – and the 

surveillance itself may also need to be considered as an intervention. 

2.4 Session on situation analysis of obesity surveillance in primary school children: exploring 

the Region’s diversity  

The objective of this session was to share experiences of and highlight the diversity of surveillance 

systems in the Region. 

To prepare for the session better, a questionnaire was developed and sent to the temporary advisers 

from the Western Pacific Region prior to the informal consultation.
6
 Country responses were 

summarized and the diversity of national systems discussed and realized (see Annex 4 for a summary 

table of national surveillance mechanisms; and Annex 5 for a summary of the questionnaire results).  

2.5 Session on data collection   

The objective of this session was to discuss and identify key elements that should be considered for a 

regional protocol on the following three areas: (a) indicators and standardization, (b) sentinel sites and 

sampling, and (c) administration of data collection. For the group work, participants were divided into 

three groups, each provided with inputs on all three areas.  

2.5.1 Summary of inputs provided on indicators and standardization 

There is variation in the indicators used throughout the Region to collect information on childhood 

obesity. It was considered important to standardize indicators. However, it was also mentioned that as 

long as height, weight and age (at least in month) were recorded in a standardized manner, indicators 

using BMI could be composed. Hence, countries could continue to use their own indicators. If raw 

data on height, weight and age were made available, data could also be incorporated into a regional 

database. 

 

                                                      
6
  The questionnaire was sent out to all temporary advisers from WHO’s Regional Office for the Western 

Pacific participating between 29 February and 3 March 2016, and all the countries completed and returned 

the questionnaires by 21 March 2016.  
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It was suggested that a protocol should be provided for three different sets of variables: 

(1) Core variables  height, weight, sex, date of birth/measurement. These would need 

standardization in terms of indicators/indicator definitions and exact measurements/ 

calibration of measurement equipment. 

(2) Intercountry optional variables  waist/hip circumference (this variable could be optional, 

but would need to be standardized for intercountry comparison at the regional level); 

urban/rural and parental education (standardized definitions would be helpful); sugar-

sweetened beverages (the availability of meaningful, measurable and comparable indicators 

would need to be assessed). 

(3) In-country optional variables – optional variables that would meet in-country needs. 

Other variables discussed included: 

 Ethnicity 

 Socioeconomic status, especially economic status  

 Dental caries, and possibly other measurable health conditions 

 Fruit/vegetable consumption (realizing difficulty in measurement) 

 Physical activity/inactivity (realizing limitations on standardized measurement instruments) 

 Physical fitness  

 Sleep 

 Digital device/screen time 

Three sources could be used to collect data: (1) children, (2) family members, and (3) schools 

(principals). It was suggested that the option should be given to compare the health behaviours of 

parents and children.  

It was thought to be advisable to start with a small, feasible set of indicators and try to achieve a high 

response rate (adding more variables could lower the response rate), and consider expansion when the 

system was well established. 

2.5.2 Summary of inputs provided on sentinel sites and sampling 

One suggestion was made that initial sampling could be done by random selection, and the schools 

could then be used as sentinel sites for 2–3 years. It was noted that the situation tended to improve 

faster in sentinel schools, so it would be important to review the trend and assess whether the sample 

needed to be changed (i.e. bring in new sentinel sites). 

There was no consensus on whether it would be better to use the same schools or randomly selected 

samples each time. An interval of 3 years was recommended. 

Regarding the sampling, it was mentioned that two-stage sampling was most common. To obtain 

disaggregated data, countries may consider increasing the number of schools so as to have a 

representative sample. (In small countries, including Pacific island countries, all schools could be 

measured.) To look at trends over time, 3000 or more samples for each age group (both sexes) are 

generally needed. An age group of 7 years was recommended.  

If the response rate were below 80%, it would be important to check the respondents, as non-response 

is likely to create bias. 
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The roles of different sectors were also discussed, emphasizing the importance of ministries of 

education in providing lists of schools and classes. As is the case in the European Region (and with 

surveys such as the GSHS), WHO provides support to the sample designing and data 

cleaning/analysis. 

A few challenges were highlighted during these discussions: 

 If existing surveys/health check-ups are used, starting from scratch is not necessary, but 

procedures must be standardized, including methods, equipment (ensuring quality of 

equipment and calibration) and training of staff (or else low quality). For training, the best 

approach would be to train a small number of personnel very well, if possible. 

 Sentinel sites may change for each round because schools merge and students also move. 

Ministries of education may not update the school/class lists. 

 Costs include fieldwork personnel, transportation, data input (can use electronic technology), 

analysis (to explore WHO support, or that of WHO collaborating centers (CCs)). 

2.5.3 Summary of inputs provided on administration of data collection 

The following issues were highlighted, which could facilitate data collection:  

 Identify a group that oversees/supervises data collection. 

 Identify a group of data collectors (country-specific, e.g. medical staff, teachers, etc.). 

 Pool resources, including funding and human resources. 

 Develop a training manual – as training is critical. The training manual should be based on a 

standardized protocol. Distance learning/online training options/videos may be very important 

tools. 

 Make a list of recommended equipment. 

Timing: the protocol could propose a specific time of year and age of child, but a prescribed time was 

considered difficult. This would depend on what countries wanted (however, age 7 was considered a 

good age). 

Frequency: 3 years may be the optimal frequency. 

2.6 Session on data management and reporting  

The objective of this session was to discuss and identify key elements that should be considered for a 

regional protocol on the following three areas: (a) quality control, (b) reporting mechanism, and (c) 

integration into other surveillance systems. The group work was also conducted in a World Café style 

(a structured conversational process facilitating open discussion), which enabled participants to 

provide inputs to all areas.  

2.6.1 Summary of inputs provided on quality control 

It remains critical to ensure the quality of sampling and to minimize bias. Quality and consistency of 

measurement depend on: 

 Data definition 

 Measurement precision/calibration 

 Training and audits (external/internal): with automated audit functions. 
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Quality of data entry, cleaning and analysis can be improved through a standardized Excel file for 

data entry (with built-in checks) and, for example, double entry of data. As is the case in the European 

Region, WHO could provide advice on quality checks at different levels.  

The surveys supported by WHO encompass a wide spectrum between standardization and 

centralization by WHO to complete national ownership. For example, while the GSHS is a completely 

standardized and centralized survey, the STEPS survey is completed and owned by each country. The 

data from the European COSI is nationally owned, but quality-controlled and systematically reported 

by WHO. 

2.6.2 Summary of inputs provided on reporting mechanism 

Reporting is important to maintain the surveillance system and its value. A reporting system would 

need to ensure school-level participation and commitment and would need to include both public and 

private schools. 

To maximize data ownership/actors involved in the reporting, a commitment from the different 

sectors is needed. An intersectoral platform may be required for smooth sharing/usage of data for 

health promotion purposes, especially if the data are owned by a non-health sector. 

The data should be used by a number of stakeholders:  

 Policy-makers: focused messages at the right time (policy briefs, factsheets, social 

media, etc.), transparency, refocusing the discussions on trend, rather than always 

comparing prevalence; 

 Media: need careful communication, but can be a driving force; 

 Public: receive health promotional messages; 

 Civil society groups: very important supporters if properly engaged; 

 Food industries: powerful but difficult (engage them, but carefully – ensure mechanisms 

are in place to protect against vested interests). 

Another important consideration is whether to make the raw data available to the public for further 

analysis. Publications would depend on the individual country, since the data are nationally owned. 

WHO’s Regional Office for Europe has the collaboration agreement regarding the use/reporting of 

data.  

2.6.3 Summary of inputs provided on integration into other surveillance systems 

Country adaptation of a regional protocol into existing national surveillance systems seems possible, 

despite the fact that national systems vary. For example, household surveys are held in New Zealand 

and Australia; health screening checks in Cook Islands; and a mix of both in the Philippines (with the 

responsibility being under different ministries) and in Singapore.  

Challenges of integration into other surveys include, for example:  

 GSHS: carried out for a different level of schools (primary versus secondary); 

integration would increase workload; 

 STEPS: confidentiality issue, resistance by other sectors (e.g. ministries of education); 

and 

 Problem with quality when carried out by different sectors. 
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The possibility of integrating a regional protocol with existing health check-ups of students was also 

discussed. Comprehensive school health check-ups (hearing, sight, oral health) often already include 

height and weight measurements. However, this may become difficult if schools are only doing 

single-issue health assessments (e.g. on immunization, mental health, tuberculosis, parasites, 

rheumatic heart disease). 

The regional protocol will need to consider what is happening in individual countries. Whether or not 

a regional (or even global) primary school health surveillance system can be integrated into a national 

one will depend on its content. It remains to be determined what exactly will be measured.  Important 

issues were raised, including the fact that reporting is often a heavy burden, so only reporting on the 

core data to the regional level would lessen the burden and thus resistance. Obtaining parental 

consent will remain an important consideration. 

2.7 Session on barriers and opportunities  

The objective of the group work was to discuss barriers and opportunities to setting up a sustainable 

surveillance system. The following opportunities were identified: 

 Integrate/align with other systems and data collection mechanisms – some countries (those 

represented by temporary advisers) have reasonably good systems that can be integrated with 

more value added. 

 Build on existing capacities and human resources. 

 Identify synergies for training/building capacity, e.g. linking it with training on 

noncommunciable disease interventions. The protocol could also be used as a tool to monitor 

implementation of NCD interventions. 

 Identify and recognize the added value – for example, also seeing surveillance in itself as an 

intervention. 

 The system could enable planning for more targeted interventions, which would be beneficial 

in budget discussions. 

 School-based data collection on childhood obesity and health data will help strengthen 

collaboration between health and education sectors. 

 Explore expansion of GSHS (to younger age groups). 

 Explore cross-regional collaboration (e.g. Russia and Mongolia). 

 Build on enabling environments and supportive school health regulations, policies, high 

enrolment rates, etc. 

The following barriers were identified: 

 Costs, funding – regular funding needs to be ensured. 

 There is a lack of human resources. 

 Data are often not used, or there is a lack of data-reporting mechanisms (including the 

feedback loop to schools/individuals). 

 It is necessary to get all national stakeholders on board and to demonstrate values. 

 Focusing on obesity could be a barrier  a more comprehensive child health approach may 

be needed. 

 There are differences between policies on public and private schools.  

 Current protocols are often different among countries, and protocols differ with WHO surveys. 

 Aligning existing systems may actually be more difficult than starting from scratch. 

 While parental interests can be a motivator, parental consent may be needed in some countries. 
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2.8 Roadmaps: actions to strengthen childhood obesity surveillance in the Region  

2.8.1 Country priorities 

The purpose of the group work was to gather input and suggestions on priority action from experts 

within each country to advance and improve childhood obesity surveillance. Expert advisers: 

 Emphasized the need for standardized data collection within countries (in the form of a 

protocol);  

 Expressed interest in contributing to the development of a regional protocol;  

 Expressed interest in sharing and presenting meeting results with partners; 

 Encouraged consultation with various governmental partners and responsible agencies to 

assess the desirability of and participation in adapting a regional protocol to improve ongoing 

surveillance within countries; and 

 Encouraged engagement of stakeholders and multisectoral cooperation (especially between 

health and education ministries). 

2.8.2 Regional priorities 

The work of the nutrition and NCD programmes in the WHO Regional Office for the Western Pacific 

is guided by the Action plan to reduce the double burden of malnutrition in the Western Pacific 

Region (2015–2020), the Western Pacific Regional action plan for the prevention and control of 

noncommunicable diseases (2014–2020), and the Ending childhood obesity (ECHO) report submitted 

by the WHO Commission on Ending Childhood Obesity presented at the Sixty-ninth World Health 

Assembly in May 2016.  

During the informal consultation, the Regional Office for the Western Pacific identified the following 

priority actions:  

 Share the outcome of the consultation with relevant programmes (including Reproductive, 

Maternal, Newborn, Child and Adolescent Health (RMCA), NCD, Health Intelligence and 

Innovation (HII) and Health and the Environment (HAE)).  

 Align work on childhood obesity surveillance with ongoing NCD surveillance in the Region.  

 Monitor activities of recommended policy options specifically for school settings.  

Focusing surveillance work in school-based settings will not only help assess trends in childhood 

obesity, but also monitor implementation of school-based policies. School-based surveillance efforts 

may in time help increase Member State accountability to school-based nutrition programme 

commitments.  

2.9 Closing session  

The informal consultation was closed by Dr Warrick Junsuk Kim. Dr Kim closed the consultation on 

behalf of WHO and thanked the Japanese government for their support,  NIHN for hosting the 

consultation and all temporary advisers for their active participation and contributions. Thanks were 

also given to WHO headquarters, the WHO Regional Office for Europe for its support. 

WHO sees NCD surveillance as a priority, and will continue to work with Member States to 

strengthen surveillance and to ensure quality reporting and accountability.  
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3. CONCLUSIONS AND RECOMMENDATIONS 

3.1 Conclusions  

(1) The objectives of the Informal Consultation on Childhood Obesity Surveillance in the 

Western Pacific Region were met. 

(2) While most participating countries have national mechanisms for surveillance, monitoring or 

screening of children’s health and nutrition status, including height and weight, their 

measurement protocols vary and may not be standardized.  

(3) In addition to the health sector, many stakeholders (including in education) are involved in 

national child health surveillance. It was considered critical to strengthen collaboration 

between these and other sectors.  

(4) The development of a regional protocol for child health surveillance, including but not limited 

to height and weight measurements, was welcomed to strengthen and support national 

surveillance systems and to monitor country progress and trends.   

(5) Countries will explore options to start up or revise their surveillance systems following a 

regional protocol, as appropriate to country context.  

(6) An intercountry support network (including across regions) could be established to strengthen 

sharing of experiences and expertise and building on good practices. 

3.2 Recommendations 

3.2.1 Recommended actions for Member States  

(1) Continue consultation with WHO towards developing a protocol for child health surveillance 

in the Western Pacific Region.  

(2) Advocate at the highest level to strengthen and improve the quality of national child health 

surveillance, especially among primary school children, and improve access to and use of data.  

(3) Advocate the integration of child health surveillance into health information systems.  

(4) Strengthen collaboration between stakeholders involved in child health surveillance.  

(5) Advocate stronger action on childhood obesity, including the need for harmonized 

surveillance through subregional platforms (e.g. Pacific Health Ministers; Association of 

Southeast Asian Nations (ASEAN)), as appropriate.    

3.2.2 Recommended actions for WHO  

(1) Facilitate the development of a regional protocol for child health surveillance in the Western 

Pacific Region and explore integration into surveillance mechanisms.  

(2) Develop Region-specific tools to support implementation of the regional protocol, where 

appropriate building on tools, e.g. those from the WHO European Childhood Obesity 

Surveillance Initiative.  

(3) Utilize upcoming opportunities (e.g. the Workshop on NCD Surveillance Policies and the 

NCD Leadership Workshop) to review the draft protocol and other tools. 

(4) Provide technical support to selected countries, especially in the early stages of adaptation of 

a regional protocol for child health surveillance.  

(5) Provide continued advocacy support on child health surveillance to inform targeted policy 

responses.   
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     ANNEX 2 

MEETING PROGRAMME 

 

DAY 1 – Monday, 21 March 2016 

 

08:30–09:00 

 

Registration 

09:00–09:30 Opening ceremony 

- Welcome remarks by Dr Suminori Kono, President, National Institute of 

Health and Nutrition, National Institutes of Biomedical Innovation, Health and 

Nutrition, Japan  

- Opening remarks on behalf of Dr Shin Young-soo, Regional Director, WHO 

Regional Office for the Western Pacific 

- Opening remarks by Dr Douglas Bettcher, Director, Department for Prevention 

of Noncommunicable Diseases, WHO headquarters 

- Introduction by participants 

- Objectives of the meeting (Dr Katrin Engelhardt) 

09:30–10:00 Surveillance of noncommunicable diseases and risk factors: reporting on progress 

towards achieving the global voluntary noncommunicable disease (NCD) targets                         

(Ms Leanne Riley) 

10:00–10:20 Regional action plans on noncommunicable diseases and nutrition                                 

(Dr Katrin Engelhardt and Dr Rick Kim) 

10:20–10:30 Question and answer 

10:30–11:00 Mobility break (group photo) 

11:00–11:30 The Childhood Obesity Surveillance Initiative (COSI) in WHO European Region: 

from an initiative to a sustainable programme (Dr Joao Breda) 

11:30–12:00 COSI: methodological considerations (Professor Harry Rutter) 

12:00–12:15 Question and answer 

12:15–13:15 Lunch break 

13:15–14:40 Exploring the diversity of national surveillance systems  

14:40–15:00 Situation analysis of obesity surveillance in primary school children in selected 

countries in the Western Pacific Region (Dr Kyoko Okamura) 
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15:00–15:30 Mobility break 

15:30–17:00 Data collection: issues and suggestions for an "optimal system"  

- Group work (World Café) 

17:00–19:00 Welcome reception hosted by the World Health Organization Regional Office 

for the Western Pacific  

Venue: NIHN grounds 

 

DAY 2 – Tuesday, 22 March 2016 

 

08:45–09:00 

09:00–10:30 

Child health promotion and surveillance system in Japan (Dr Tokuaki Shobayashi) 

Data management and reporting: issues and suggestions for an "optimal system" 

– group work (World Café) 

10:30–10:45 Mobility break 

10:45–12:30 Barriers and opportunities to setting up a sustainable surveillance system 

– group work 

12:30–13:30 Lunch break 

13:30–15:00 Country and regional roadmap: priority actions for childhood obesity surveillance  

(2016–2017) 

15:00–15:30 Mobility break 

15:30–16:30 Report back on the roadmap (plenary discussion) 

16:30–17:00 Closing remarks 

- NIHN, National Institutes of Biomedical Innovation, Health and Nutrition 

(NIBIOHN) 

- Dr Rick Kim, Medical Officer, WHO Regional Office for the Western Pacific 
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   ANNEX 3 

 

PARTICIPATION IN GLOBAL SCHOOL-BASED STUDENT HEALTH SURVEYS 

(GSHS) 

 

WHO and the US Centers for Disease Control and Prevention (US CDC) jointly support the Global 

School-based Student Health Surveys (GSHS) in a number of countries worldwide. These Surveys 

gather nationally (or regionally in some countries) representative data on overweight/obesity 

prevalence among schoolchildren aged 13–15 or 13–17 years. Normally, GSHS use a two-stage 

cluster sampling design. In the first stage, schools are selected with the Probability Proportionate to 

Enrolment Size; and in the second stage, classes are selected randomly from the sampled schools. All 

students from the selected classes are eligible.
7
   

Participation in GSHS and years of Surveys conducted are presented in Table A3.1. Although the 

target ages of GSHS do not overlap with primary school ages in most countries, the information is 

useful in order to understand whether the governments have experience in conducting nationwide data 

collection through their school systems. 

 

Table A3.1   Participation in Global School-based Student Health Surveys (GSHS) 

                                                      
7
    URL: http://www.cdc.gov/gshs/pdf/GSHSOVerview.pdf (accessed 3 December 2015). 

Country/area Year Target age Sample size Disaggregation by 

rural/urban 

Asia     

Brunei 2014  (13–17 years) 2599 students participated (65% overall 

response rate) 

No disaggregation 

by urban/rural 

Cambodia 2013 Grades 7–12 (13–17 

years) 

3806 students from 50 schools (25 rural 

and 25 urban) selected (85% overall 

response rate) 

No disaggregation 

by urban/rural 

China 

(conducted 

separately in 

Beijing, 

Hangzhou, 

Wuhan and 

Wurumqi) 

 

2003 Grades 1–4 

(analysis only 

included children of 

13–15 years) 

Beijing:  

2348 students participated (99% overall 

response rate) 

Hangzhou (capital of Zhejiang province 

near Shanghai): 

1802 students participated (98% overall 

response rate) 

Wuhan (capital of Hubei province in 

central China): 

1947 students participated (98% overall 

response rate) 

Wurumqi (capital of Xinjiang Uygur 

Autonomous Region): 

2918 students participated (98% overall 

response rate) 

No disaggregation 

by urban/rural 

http://www.cdc.gov/gshs/pdf/GSHSOVerview.pdf
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China, Hong 

Kong SAR 

NA NA NA NA 

Japan NA NA NA NA 

Lao People’s 

Democratic 

Republic 

2014 No report/factsheet/ 

data available 

  

China, Macao 

SAR 

NA NA NA NA 

Malaysia 

(factsheets 

available by 

region) 

2012 Forms 1–5 (13–17 

years) 

25 507 students participated (89% overall 

response rate) 

No disaggregation 

by rural/urban 

Mongolia  

(factsheets for 

2013 available 

by region) 

 

2010, 

2013 

2010 full report 

Grades 6–11
 

(analysis only 

included children of 

13–15 years) 

 

2013 factsheet 

Grades 7–11 (13–17 

years) 

2010 full report 

5238 students participated (89% overall 

response rate) 

 

2013 factsheet 

5393 students participated (88% overall 

response rate) 

2010 full report 

Disaggregated by 

rural/urban (2563 

from urban; 2675 

from rural) 

2013 factsheet 

No disaggregation 

by rural/urban 

Papua New 

Guinea 

NA NA NA NA 

Philippines 2011 

and 

2007, 

2003 

2011 factsheet 

Grades 1–4 

(analysis only 

included children of 

13–15 years) 

2011 factsheet 

5290 students participated (82% overall 

response rate) 

2011 factsheet 

No disaggregation 

by urban/rural 

Republic of 

Korea 

NA NA NA NA 

Singapore NA NA NA NA 

Viet Nam 2013 Grades 8–12 (13–17 

years) 

3331 students participated (96% overall 

response rate) 

No disaggregation 

by urban/rural 

Pacific     

Australia NA NA NA NA 

Cook Islands 2011 Forms 2–7 (12–16 

years) (analysis 

only included 

children of 13–15 

years) 

1274 students participated (84% overall 

response rate) 

No disaggregation 

by urban/rural 

Fiji 2010 Forms 2, 3 and 4 

(analysis only 

included children of 

13–15 years) 

1673 students participated (90% overall 

response rate) 

No disaggregation 

by urban/rural 

Federated 

States of 

Micronesia 

NA NA NA NA 
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Source: WHO’s website (http://www.who.int/chp/gshs/country/en/), last accessed 11 March 2016. 

 

 

  

Kiribati NA NA NA NA 

Marshall 

Islands 

NA NA NA NA 

Nauru 2011 Grades 7–12 

(analysis only 

included children of 

13–15 years) 

578 students participated (73% overall 

response rate) 

No disaggregation 

by urban/rural 

New Zealand NA NA NA NA 

Niue 2010 Forms 1–7 (analysis 

only included 

children of 13–15 

years) 

141 students participated (81% overall 

response rate) 

No disaggregation 

by urban/rural. Data 

for girls not 

presented because 

there were fewer 

than 20 female 

participants 

Palau NA NA NA NA 

Samoa 2011 Grades 9–10 

(analysis only 

included children of 

13–15 years) 

2418 students participated (79% overall 

response rate) 

No disaggregation 

by urban/rural 

Solomon 

Islands 

2011 Std 6, Forms 1–3 

(analysis only 

included children of 

13–15 years) 

1421 students participated (85% overall 

response rate) 

No disaggregation 

by urban/rural 

Tonga 2010 Forms 2–4 (analysis 

only included 

children of 13–15 

years) 

2211 students participated (80% overall 

response rate) 

No disaggregation 

by urban/rural 

Tuvalu 2013 Forms 2–4 (analysis 

only included 

children of 13–15 

years) 

943 students participated (90% overall 

response rate) 

No disaggregation 

by urban/rural 

Vanuatu 2011 Years 6–9 (analysis 

only included 

children of 13–15 

years) 

1119 students participated (72% overall 

response rate) 

No disaggregation 

by urban/rural 

http://www.who.int/chp/gshs/country/en/
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   ANNEX 4 

 

OTHER NATIONALLY REPRESENTATIVE SURVEYS INCLUDING 

WEIGHT/HEIGHT MEASUREMENTS 

 

In many countries efforts have been made to collect nationally representative data on weight and 

height in different age groups. For example, the USAID-supported Demographic and Heath Survey 

(DHS), a large-scale national-level surveys typically conducted every five years for comparisons over 

time, include weight and height measurements of children aged under five years and women of 

reproductive age (15-49 years old). However, DHS does not include primary school-aged children.  

WHO also promotes the STEPwise approach to risk factor surveillance (so-called STEPS) which 

includes weight and height measurements of adults primarily aged 25-64 years.  Some countries have 

also conducted other national nutrition surveys, typically including anthropometric data of under-five 

children and reproductive aged women, as well as adults in some cases.  While these surveys do not 

provide information about the situation of primary school aged children, there is a possibility of using 

those surveys as a platform and extending their target ages into 6-10 years old. 

 

Table A4.1:  Other Nationally Representative Surveys Including Weight/Height Measurements 

of Children and/or Adults 

                                                      
8
 Reports in English were not found from online sources. 

9
 From personal communication with WHO on February 15, 2016. 

10
 From personal communication with WHO on February 15, 2016. 

Country/ 
Area 

Major Nationally Representative Surveys 
Including Weight/Height Measurements 

Age Group Indicators 

Asia    
Brunei National Health and Nutrition Status Survey 

(NHANSS), 2005
8
  

0-75yo  

STEPS currently underway
9
   

Cambodia STEPS 2010 25-64yo BMI; WC; HC 

DHS 2000,2005, 2010, 2014 0-5yo 
Women 15-
49yo 

WFA; HFA; 
WFH 
BMI 

China Behavioral Risk Factor Surveillance System 
(BFRSS/STEPS)

10
 

  

China Health and Nutrition Survey all ages  weight; height; 
WC; skin-folds 

Hong Kong Behavioural Risk Factor Surveillance System 
(BRFSS) (annual telephone-based surveys with 
self-reported height and weight) 

18-64yo BMI 

Japan National Nutrition Survey (annual; 1946-2002) 
National Health and Nutrition Survey (annual; since 
2003) 

all ages >1yo: weight; 
height 
>6yo: BMI; 
WC 

Student Health Survey (annual) 5-17yo height; weight; 
sitting height 

Lao PDR STEPS 2008 25-64yo BMI; WC; 
WHR 
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11

 http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4210585/pdf/12889_2014_Article_7179.pdf, (last accessed on 

May 27
th

, 2016). 
12

 From personal communication with WHO on February 15, 2016. 
13

 From personal communication with WHO on February 15, 2016. 
14

 From personal communication with WHO HQ on February 15, 2016. 
15

 From personal communication with WHO HQ on February 15, 2016. 
16

 Sited in several documents, but the actual report was not found from online sources. 

MICS-DHS 2011 0-5yo WFA; HFA; 
WFH 

Macao Population Health Survey 2006
11

 18-44yo BMI; WC 
Malaysia STEPS 2005 25-64yo  BMI; WHR 

National Health and Morbidity Survey <18yo; >18yo BMI; WC 
Mongolia MICS 2010 0-5yo WFA; HFA; 

WFH 
STEPS 2005, 2009, 2013

12
 15-64yo BMI; WFA; 

HFA; WFH 
PNG STEPS 2007-2008 15-64yo BMI; WC 
Philippines National Nutrition Survey (every five years) all ages <20yo: WFA; 

HFA; WFH 
>20yo: BMI; 
WC; WHR 

ROK Korea National Health and Nutrition Examination 
Survey 

>1yo BMI; WC 

Singapore National Health Survey 18-69yo BMI; WHR 
Viet Nam STEPS 2005 (three sub-national surveys) 25-64yo  BMI; WC 

STEPS 2015 (national)
13

   
General Nutrition Survey 2009-2010 0-5yo; 5-19yo 0-5yo: WFH; 

WFA; HFA 
5-19yo: BMI; 
WFA; HFA; 
WFH 

SEANUTS (South East Asian Nutrition Survey) 0.5-11.9yo  BMI; WC/HC; 
WFA; HFA; 
WFH 

Pacific    
Australia Australian Health Survey (every 3-4 years) >5yo BMI; WC 
Cook Islands STEPS 2003-2004 25-64yo  BMI; WC 
Fiji STEPS 2002, 2012

14
 15-64yo BMI; WC 

National Nutrition Survey 2004 All ages 
(<18yo; >18yo) 

BMI; WC; 
WFA; HFA; 
WFH 

FSM STEPS 2002, 2006 
STEPS 2009 (sub-national)

15
 

15-64yo 
 

BMI; WC; 
WHR 

Kiribati STEPS 2004-2006 15-64yo BMI; WC; 
WHR 

DHS 2009
16

   
Marshal 
Islands 

STEPS 2002 15-64yo
 

BMI; WC 
DHS 2007 0-5yo 

Women 15-
WFA; HFA; 
WFH 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4210585/pdf/12889_2014_Article_7179.pdf
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Source: WHO website (http://www.who.int/chp/steps/reports/en/), last accessed on March 7, 2016, unless 

indicated in footnotes. 

 

  

                                                      
17

 From personal communication with WHO HQ on February 15, 2016. 
18

 Sited in the National Health Profile 

(http://www.palauhealth.org/files/2013%20National%20Health%20Profile_%20Final%20121214.pdf) (last 

accessed on May 31
st
, 2016), but a full report was not found from online sources. 

19
 A full survey report is not available online, and thus the information included in the table is based only on the 

fact sheet (http://www.who.int/chp/steps/2002_Samoa_FactSheet.pdf), last acceded on April 12, 2016. 
20

 From personal communication with WHO HQ on February 15, 2016. 
21

 Sited in “National Health Strategic Plan 2011-2015” by the Ministry of Health & Medical Services, 

SOLOMON ISLANDS GOVERNMENT 

(http://www.wpro.who.int/health_services/solomon_islands_nationalhealthplan.pdf#search=%27solomon+Dem

ographic+Health+Survey+2011%27), but the actual report was not found from online sources. 
22

 http://prism.spc.int/images/documents/DHS/2012_Tonga_DHS_Report_Final.pdf (last accessed on May 26
th

, 

2016) 
23

 http://prism.spc.int/images/documents/DHS/2007_Tuvalu_DHS-

Report.pdf#search=%27tuvalu+demographic+health+survey%27, (last accessed on May 27
th

, 2016). 
24

 

http://www.childinfo.org/files/MICS3_Vanuatu_FinalReport_2007_Eng.pdf#search=%27vanuatu+nutrition+sur

vey%27 (last accessed on May 25
th

, 2016) 

49yo BMI 
Nauru STEPS 2004 15-64yo BMI; WC 

STEPS 2006
17

   
DHS 2007 0-5yo 

Women 15-
49yo 

WFA; HFA; 
WFH 
BMI 

New Zealand New Zealand Health Survey (annual) all ages 2-4yo: BMI 
>5yo: BMI; 
WC 

Niue STEPS 2011 15-64yo BMI; WC; HC; 
WHR 

Palau School Health Survey (annual)
18

  Body weight 
Samoa STEPS 2002

19
, 2013

20
 25-64yo BMI; WC 

DHS 2014 0-5yo 
Women 15-
49yo 

WFA; HFA; 
WFH 
BMI 

Solomon 
Islands 

STEPS 2011 15-64yo BMI; WC; HC; 
WHR 

DHS 2007
21

   
Tonga STEPS 2004 15-64yo BMI; WC; HC; 

WHR 
DHS 2012

22
 0-5yo 

Women 15-
49yo 

WFA; HFA; 
WFH 
BMI 

Tuvalu National Nutrition Survey 2007 (Demographic 
Health Survey

23
) 

0-5yo 
Adults 15-49yo 

WFA; HFA; 
WFH 
BMI 

Vanuatu STEPS 2011 25-64yo BMI; WC 
MICS 2007

24
 0-5yo WFA; HFA; 

WFH 
 

http://www.who.int/chp/steps/reports/en/
http://www.palauhealth.org/files/2013%20National%20Health%20Profile_%20Final%20121214.pdf
http://www.who.int/chp/steps/2002_Samoa_FactSheet.pdf
http://www.wpro.who.int/health_services/solomon_islands_nationalhealthplan.pdf#search=%27solomon+Demographic+Health+Survey+2011%27
http://www.wpro.who.int/health_services/solomon_islands_nationalhealthplan.pdf#search=%27solomon+Demographic+Health+Survey+2011%27
http://prism.spc.int/images/documents/DHS/2012_Tonga_DHS_Report_Final.pdf
http://prism.spc.int/images/documents/DHS/2007_Tuvalu_DHS-Report.pdf#search=%27tuvalu+demographic+health+survey%27
http://prism.spc.int/images/documents/DHS/2007_Tuvalu_DHS-Report.pdf#search=%27tuvalu+demographic+health+survey%27
http://www.childinfo.org/files/MICS3_Vanuatu_FinalReport_2007_Eng.pdf#search=%27vanuatu+nutrition+survey%27
http://www.childinfo.org/files/MICS3_Vanuatu_FinalReport_2007_Eng.pdf#search=%27vanuatu+nutrition+survey%27
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                       ANNEX 5 

Table A5.1   Details of periodic data collection/surveillance mechanisms in 10 countries participating in the consultation25 

Country Coverage Target 

age 

Freque

ncy 

Purpose Indicators Classification Who measures Who manages 

database 

Frequency of 

data 

compilation/a

nalysis 

Australia School-

based 

routine 

system 

The system is decentralized to each jurisdiction, and thus details differ by jurisdiction.   

Repeated 

surveys 

(National 

Health 

Survey) 

National 

(sub-

nationally 

representati

ve) 

> 5 

years  

Every 

3–4 

years 

 BMI (based on 

IOTF criteria) 

- Overweight 

(excluding 

obesity) 

- Obesity 

(“Obese Class 

1” and “Obese 

Class 2 or 3”) 

Enumerators 

trained by 

Australian 

Bureau of 

Statistics 

Australian 

Bureau of 

Statistics 

Every 3 years 

China School-

based 

routine 

system 

All public 

& private 

schools 

6–18 

years  

< 

annually 

For screening 

followed by 

referral/individ

ual advice 

BMI (based on 

WHO growth 

reference) 

Overweight 

(including 

obesity) 

School nurses Local education 

bureau, local 

CDC or local 

institute of 

student health 

care 

Annually 

Repeated 

surveys 

(National 

Survey for 

Health and 

Physical 

Fitness of 

Nationally 

representati

ve 

7–18 

years 

Every 5 

years or 

less 

 BMI (based on 

Chinese 

reference) 

Overweight 

(including 

obesity) 

   

                                                      
25

  China is included in the table, as a temporary adviser from China was invited to the meeting, but had to cancel at the last minute. 



 - 29 - 

 

 

 

Country Coverage Target 

age 

Freque

ncy 

Purpose Indicators Classification Who measures Who manages 

database 

Frequency of 

data 

compilation/a

nalysis 

School 

Children) 

Cook 

Islands 

School-

based 

routine 

system 

(part of 

health 

check) 

Some 

public & 

private 

schools 

All 

ages 

Every 

2–3 

years 

To design 

school health 

activities and 

to estimate 

population 

prevalence 

BMI (based on 

adjusted WHO 

growth 

reference) 

Overweight 

(including 

obesity) 

School nurses Community 

Health Services 

Directorate, 

Ministry of 

Health 

Every 2–3 

years 

Repeated 

surveys 

(School 

Physical 

Health 

Examinatio

n) 

National 

(sub-

nationally 

representati

ve) 

All 

ages 

Every 2 

years 

 BMI (based on 

adjusted WHO 

growth 

reference) 

Overweight 

(including 

obesity) 

Enumerators 

trained by 

public health 

staff 

Community 

Health Services 

Directorate, 

Ministry of 

Health 

 

Japan School-

based 

routine 

system 

All public 

& private 

schools 

5–17 

years 

Annuall

y 

For screening 

followed by 

individual 

advice 

Ideal body 

weight 

estimated from 

child age, 

height and 

weight based 

on Murata’s 

formula 

Overweight 

(including 

obesity) 

School nurses Prefectural 

Department of 

Statistics 

Annually 

Repeated 

surveys 

(School 

Health 

Nationally 

representati

ve 

5–17 

years 

Annuall

y 

 Height and 

weight 

Overweight 

(including 

obesity) 

 Ministry of 

Education, 

Culture, Sports, 

Science and 

Annually 



 - 30 - 

 

 

 

Country Coverage Target 

age 

Freque

ncy 

Purpose Indicators Classification Who measures Who manages 

database 

Frequency of 

data 

compilation/a

nalysis 

Survey) Technology 

(MEXT) 

Malaysia School-

based 

routine 

system 

All public 

& some 

private 

schools 

7–17 

years 

> 

annually 

For screening, 

to target 

physical 

activity 

programmes, 

to design 

school health 

activities, and 

to estimate 

population 

prevalence  

BMI (based on 

WHO growth 

reference) 

- Overweight 

(excluding 

obesity)  

- Obesity 

- Physical 

education 

teachers 

- School nurses 

Health 

Informatics 

Centre, Ministry 

of Health 

Every month 

Repeated 

surveys 

(National 

Health and 

Morbidity 

Survey/ 

School-

based 

Nutrition 

Survey 

2012) 

Nationally 

representati

ve 

10–17 

years 

Every 5 

years or 

less 

 BMI (based on 

WHO growth 

reference) 

Overweight 

(including 

obesity) 

 Institute for 

Public Health, 

Ministry of 

Health 

 

Repeated 

surveys 

(National 

Health and 

Nationally 

representati

ve 

> 18 

years 

and > 

18 

Every 5 

years or 

less 

 BMI (based on 

WHO growth 

reference) 

Overweight 

(including 

obesity) 

 Institute for 

Public Health, 

Ministry of 

Health 
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Country Coverage Target 

age 

Freque

ncy 

Purpose Indicators Classification Who measures Who manages 

database 

Frequency of 

data 

compilation/a

nalysis 

Morbidity 

Survey 

2006/2011/

2015) 

years 

Mongolia School-

based 

routine 

system 

None         

Repeated 

surveys 

Not 

covering 

children of 

6–10 years  

        

New 

Zealand 

School-

based 

routine 

system 

None      -    

Repeated 

surveys 

(New 

Zealand 

Health 

Survey) 

Nationally 

representati

ve 

2–4 

years 

+5 

years 

Every 

3–4 

years 

 BMI (based on 

IOTF criteria) 

- Overweight 

(excluding 

obesity) 

- Obesity 

(“Obese Class 

1” and “Obese 

Class 2 or 3”) 

- Overweight 

(including 

obesity) 

Enumerators 

trained by a 

survey provider 

company 

Ministry of 

Health 

Annually 

Philippines School-

based 

All public 

& some 

5–10 

years, 

Public: 

> 

For screening 

followed by 

BMI (based on 

WHO growth 

Overweight 

(including 

Any 

schoolteacher 

Department of 

Education 
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Country Coverage Target 

age 

Freque

ncy 

Purpose Indicators Classification Who measures Who manages 

database 

Frequency of 

data 

compilation/a

nalysis 

routine 

system 

private 

schools 

12–17 

years 

annually 

Private: 

annually 

referral reference) obesity) 

Repeated 

surveys 

(National 

Nutrition 

Survey) 

National 

(sub-

nationally 

representati

ve) 

0–5 

years, 

5–10 

years, 

10–19 

years 

Every 2 

years 

 BMI (based on 

WHO growth 

reference) 

Overweight 

(including 

obesity) 

Enumerators 

trained by the 

Food and 

Nutrition 

Research 

Institute/Depart

ment of Science 

and Technology 

(FNRI/DOST) 

FNRI/DOST  

Repeated 

surveys 

(updating 

of 

nutritional 

situation 

National 

(sub-

nationally 

representati

ve) 

0–5 

years, 

5–10 

years, 

10–19 

years 

Every 5 

years or 

less 

 BMI (based on 

WHO growth 

reference) 

Overweight 

(including 

obesity) 

Enumerators 

trained by 

FNRI/DOST 

FNRI/DOST  

Republic  

of Korea 

School-

based 

routine 

system 

All public 

& private 

schools 

All 

ages 

Annuall

y 

For screening, 

to target 

physical 

activity 

programmes, 

to design 

school health 

activities and 

to estimate, 

population 

BMI (based on 

adjusted CDC 

growth 

reference) 

Overweight 

(including 

obesity) 

- Physical 

education 

teachers 

- School nurses 

- Visiting 

nurses (from 

Health 

Examination 

Center) 

Ministry of 

Education 

Annually 
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Country Coverage Target 

age 

Freque

ncy 

Purpose Indicators Classification Who measures Who manages 

database 

Frequency of 

data 

compilation/a

nalysis 

prevalence 

Repeated 

surveys 

(Korean 

National 

Health and 

Nutrition 

Examinatio

n Survey) 

Nationally 

representati

ve 

> 1 

year 

Annuall

y 

 BMI (based on 

adjusted CDC 

growth 

reference) 

Overweight 

(including 

obesity) 

Enumerators 

(Ministry of 

Education 

provides the 

guideline 

document) 

Ministry of 

Education 

Annually 

Repeated 

surveys 

(Student 

Health 

Examinatio

n) 

Nationally 

representati

ve 

6–18 

years 

Annuall

y 

 BMI (based on 

adjusted CDC 

Growth 

Reference) 

Overweight 

(including 

obesity) 

Enumerators 

trained by CDC 

CDC Annually 

Singapore School-

based 

routine 

system 

All public 

schools 

6–18 

years 

> 

annually 

For screening, 

to target 

physical 

activity 

programmes, 

to design 

school health 

activities and 

to estimate, 

population 

prevalence 

BMI (based on 

the 90
th
 and 

97
th
 

percentiles) 

- Overweight 

(including 

obesity) 

- Overweight 

(excluding 

obesity)  

- Obesity 

- Physical 

education 

teachers 

- School nurses 

Ministry of 

Education 

Annually 

Repeated 

surveys 

Not 

covering 
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Country Coverage Target 

age 

Freque

ncy 

Purpose Indicators Classification Who measures Who manages 

database 

Frequency of 

data 

compilation/a

nalysis 

children of 

6–10 years  

Viet Nam School-

based 

routine 

system 

(part of 

health 

check) 

Almost all 

public & 

private 

schools 

3–18 

years 

Annuall

y 

Health 

assessment 

BMI (WHO 

growth 

reference) 

Overweight 

(including 

obesity) 

Visiting health 

workers (district 

health workers) 

Head of Health 

Examination 

Group 

After every 

health check 

Repeated 

surveys 

Not 

covering 

children of 

6–10 years  
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     ANNEX 6 

 

SUMMARY OF QUESTIONNAIRES SENT TO TEMPORARY ADVISERS PRIOR 

TO THE CONSULTATION 

 

As shown in Table A6.1, most countries are collecting information either through periodic growth 

assessments in school settings (normally by schoolteachers/nurses or designated health providers) or 

repeated sample surveys (by specially trained personnel), or both. 

Table A6.1   Classification of countries by data collection mechanisms 

 School-based system of periodic 

growth assessment 

No school-based system of 

periodic growth assessments 

Repeated sample 

surveys with 

anthropometric 

measurements of 

primary school          (-

aged) children 

 Australia 

 China 

 Cook Islands 

 Japan 

 Malaysia  

 Philippines 

 Republic of Korea 

 New Zealand 

No repeated sample 

surveys covering 

children of 6–10 years 

old  

 Singapore 

 Viet Nam 

 Mongolia 

 

Seven countries, namely Australia,
26

 China, Cook Islands, Japan, Malaysia, the Philippines and the 

Republic of Korea, collect height and weight data both through periodic measurement in primary 

schools and repeated sample surveys that include school (-aged) children. Singapore and Viet Nam 

have a school-based measurement system, but their existing nutrition/health surveys do not include 

children aged 6–10 years. New Zealand and Mongolia have no school-based measurement system.  

New Zealand collects information at the national level through repeated sample surveys, known as the 

New Zealand Health Survey, conducted every year. Mongolia’s existing survey mechanisms do not 

cover children of 6–10 years old.   

Target age and coverage 

All the countries with school-based periodic growth assessments are collecting height and weight data 

from children in all grades. All the repeated sample surveys listed above also include the 6–10 years 

age group.    

In terms of coverage, most of the school-based periodic mechanisms cover all public schools (except 

for Australia and Cook Islands where only some schools conduct measurements). In Cook Islands, the 

                                                      
26

  Since Australia’s school-based periodic growth assessment is decentralized to the local government level 

and thus details differ by jurisdiction, it is excluded from the analyses thereafter (information about repeated 

surveys is included). 
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system does not cover all schools, especially the ones in the outer islands. Only China, Japan, the 

Republic of Korea and Viet Nam
27

 cover both public and private schools countrywide.   

Most of the repeated sample surveys are either nationally or subnationally representative, covering the 

whole country, except for the School Physical Health Examination in Cook Islands that collects 

subnationally representative data only in parts of the country. The data from Australia’s National 

Health Survey and the Philippines’ National Nutrition Survey are representative at the subnational 

level, covering the whole country, while the others are representative only at the national level.   

Frequencies of data collection and reporting/analysis 

In terms of frequency of school-based periodic growth assessment in public schools, six countries 

report once a year or more, while in two countries it is less than once a year. In most cases, data are 

then reported/analyzed for the same frequency. In Singapore, data are collected more than once a year, 

but only reported/analyzed once a year. Malaysia said that its reporting/analysis was monthly. When it 

came to private schools, Malaysia and Singapore did not know the situation, while the others reported 

the same as for public schools.    

For repeated surveys, frequency differs by country. Three countries, namely Japan, New Zealand and 

the Republic of Korea, have annual survey mechanisms in which data are analysed and published 

annually. Cook Islands and the Philippines conduct surveys every two years, while Australia’s 

National Health Survey is done every three to four years. There are three other surveys that have an 

interval of four years or longer. These are China’s National Survey for Health and Physical Fitness of 

School Children, Malaysia’s National Health and Morbidity Survey, and Updating of the Nutrition 

Situation in the Philippines.   

Table A6.2   Frequency of repeated sample surveys including anthropometric measurements of 

primary school (-aged) children 

Frequency Surveys 

Annually  Japan: School Health Survey 

 New Zealand: New Zealand Health Survey 

 Republic of Korea: Student Health Examination (SHE) 

 Republic of Korea: Korean National Health and Nutrition 

Examination (KNHANES) 

Every 2 years  Cook Islands: School Physical Health Examination 

 Philippines: National Nutrition Survey 

Every 3 to 4 years  Australia: National Health Survey 

Every 5 years or 

less 

 China: National Survey for Health and Physical Fitness of School 

Children 

 Malaysia: National Health and Morbidity Survey 

 Philippines: Updating of the Nutrition Situation 

 

Indicators and classification of overweight/obesity 

For both school-based periodic measurements and repeated surveys, different indicators based on 

different standards/references have been used (Fig. A6.1). About half in both mechanisms used either 

                                                      
27

  Viet Nam reported that “almost all” the public and private schools conducted periodic growth assessments. 
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the WHO growth reference or the so-called International Obesity Taskforce (IOTF) cut-offs.  

Reportedly, four of the eight school-based mechanisms and five of the nine repeated sample survey 

mechanisms use nationally constructed or adjusted indicators. Summary definitions of the nationally 

constructed/adjusted indicators are shown in Table A6.3. 

Fig. A6.1. Types of indicators/references used 

 

Table A6.3   Summary definition of nationally constructed/adjusted indicators* 

Country School-based periodic measurement Repeated sample surveys 

China (WHO growth reference) BMI percentiles based on Chinese 

reference 

Cook Islands Adjusted WHO growth reference Adjusted WHO growth reference 

Japan Ideal body weight estimated from child age, 

height and weight, based on Murata’s 

formula 

Height and weight
28

  

Republic of 

Korea (SHE) 

BMI percentiles based on Republic of 

Korea-adopted CDC growth reference 

BMI percentiles based on Republic 

of Korea-adopted CDC growth 

reference 

Republic of 

Korea 

(KNHANES) 

BMI percentiles based on Republic of 

Korea-adopted CDC growth reference 

BMI percentiles based on Republic 

of Korea-adopted CDC growth 

reference 

*These definitions are derived from the questionnaire responses. 

In terms of the classification of anthropometric status, all mechanisms used either “overweight” only 

(including obesity) or the combination of “overweight’ (excluding obesity) and “obesity”. Australia’s 

National Health Survey and the New Zealand Health Survey further broke down the “obesity” 

category into “Obese Class 1” and “Obese Class 2 or 3”. 

 

                                                      
28

  It is stated on the Japan Ministry of Education, Culture, Sports, Science and Technology (MEXT) website 
that the Student Health Survey measures height/weight/sitting height and classifies those with weight > 120% 
of average weight-for-height of respective age/sex as “obesity prone” and those with BMI >25 as “obese” 
(http://www.mext.go.jp/b_menu/toukei/chousa05/hoken/ 1268826.htm, last accessed 3 December 2015). 

0

1

2

3

4

5

School-based Repeated surveys

WHO Growth Reference

IOTF criteria

Nationally constructed/adjusted

reference

http://www.mext.go.jp/b_menu/toukei/chousa05/hoken/%201268826.htm
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Quality control 

When the possibility of establishing surveillance systems at regional and national levels is considered, 

quality of data is of a central importance, especially when data from school-based periodic 

measurements are concerned. However, it was not feasible to assess the quality of existing data 

collection mechanisms in this questionnaire-based situation analysis. The questionnaire therefore 

included a few questions regarding who does the anthropometric measurements at school, if and how 

often they are trained, and if they receive refresher training. 

Both in public and private schools, most of the countries have either school nurses/physical education 

teachers (stationed at school) or local health workers (visiting) measuring children’s anthropometric 

status. In terms of their training, however, it was less common for those measurement personnel to be 

fully trained and to receive further periodic refresher training (Figs. A6.2 and A6.3). It is also 

noteworthy that more countries reported that they did not know the training situation in private 

schools, compared with that in public schools. 

Fig. A6.2. Who measures in school-based periodic growth assessment? 

 

Fig. A6.3. Training and refresher training of measurement personnel 
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In the questionnaire, the Republic of Korea representative commented that quality control was 

difficult because of different equipment used and different levels of measurement skills, despite the 

standard survey protocol developed by the Ministry of Education.   

Data ownership and utilization 

From the questionnaire responses, it was found that the data reporting and ownership mechanisms 

differed greatly according to country, which sometimes impacted on effective utilization of data.   

For school-based periodic data collection mechanisms, the Philippines, Republic of Korea and 

Singapore reported that the data were reported through the education system to the 

Ministry/Department of Education at the national level. Data were then compiled/analysed by the 

Department/Ministry of Education. In Malaysia, it is done through the health system by the Health 

Informatics Centre of the Ministry of Health. In Cook Islands, while the data are reported through the 

education system up to the Ministry of Education, they are then analysed by the Community Health 

Services Directorate of the Ministry of Health. In Japan, uniquely, the data are reported through the 

education system by the Ministry of Education, Culture, Sports, Science and Technology at the 

national level, and then compiled/analysed by the Prefectural Departments of Statistics.   

The Republic of Korea and Japan each have a national database that incorporates periodic 

measurement data from both public and private schools. In the case of the Republic of Korea, the data 

are stored in the National Education Information System (NEIS) owned and managed by the Ministry 

of Education. The NEIS has automatic report-producing functions to monitor trends of students’ 

height, weight and obesity rates. 

It is reported by a few countries that when the periodic measurement data are owned/managed by the 

Ministry of Education as part of a larger education database, they are not optimally shared with those 

concerned about the health and nutritional status of children, including the Ministry of Health.
29

   

The data from the repeated sample surveys are mostly owned and managed by the health sector (Cook 

Islands, Malaysia, New Zealand and the Republic of Korea’s KNHANES). Only the Student Health 

Survey of Japan and the Student Health Examination of the Republic of Korea are owned by the 

education sector. Both MEXT of Japan and the Ministry of Education of the Republic of Korea 

publish their survey reports annually. In the case of Australia’s National Health Survey, the database 

is owned by the Australian Bureau of Statistics, which publishes detailed statistics. Additional 

analyses are conducted and published by the Australian Institute of Health and Welfare. In the 

Philippines, the database is managed by the Food and Nutrition Research Institute under the 

Department of Science and Technology, which disseminates the data through publications and special 

events, such as national nutrition summits. 

 

 

                                                      
29

  Based on the information provided in questionnaire responses. 
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