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The obesity epidemic in children is an enormous societal problem with far reaching consequences.
Currently, 32% of children are obese and overweight, at or above the 85th percentile of the CDC growth
charts.1 Even more troubling, is that elevated body mass index (BMI) – a commonly used measure of
adiposity – is associated with metabolic syndrome, reaching a 50% association in the most severely
obese children.2 Overweight and obese children also have higher rates of high blood pressure, abnormal
insulin levels and dyslipidemias. 3 Childhood obesity persists into adulthood4 threatening to reverse gains
made in morbidity and mortality related to cardiovascular diseases and stroke. The American Heart
Association (AHA) places a high priority on addressing the nation’s childhood obesity epidemic and
supports a more comprehensive surveillance system in the United States to support the goals of
eliminating the epidemic burden of heart disease and stroke.5 Within this context, BMI surveillance in
schools -- where heights and weights are measured annually and data are collected longitudinally and
there is public reporting of the aggregate data – may serve to expand the understanding of childhood
obesity trends and help to determine the efficacy of obesity prevention programs and support program
planning. The results will provide important population-based assessment and prevalence data. The
programs should be adequately funded as there is a cost incurred by states and schools to conduct them.
Additionally, in 2009, the National Committee for Quality Assurance has added weight assessment and
counseling for nutrition and physical activity for children and adolescents in its Healthcare Effectiveness
Data Information Set (HEDIS).6 The HEDIS measures are used by the majority of America’s health plans
to measure performance on important dimensions of care and service. Hopefully, this first-time measure
will drive improved diagnosis and treatment of childhood obesity in the healthcare environment.

However, BMI screening programs used for individual health assessment, where results are
reported to parents, raise a number of concerns around measurement techniques, adequate
training for those conducting the assessment, privacy protection, effective parental notification,
and the importance of linking families and physicians to resources in the community that address
prevention and treatment – nutrition, behavior change, and physical activity. There is inadequate
information on the impact of BMI screening for the purpose of health assessment in schools on
weight-related attitudes in children, self-concept, and the behavior of youth and families.7,8 If a
BMI assessment program is established for the purpose of individual health screening, and even
for surveillance, then the following safeguards should be implemented: introduce the program to
school staff and community members through open houses, local school board meetings, staff
development opportunities, the district website, and other typical communication channels,
obtain parental consent, train staff to administer the program effectively, and assure that the
program is led by a highly-qualified staff member such as a school nurse. Other safeguards
include obtaining and using accurate equipment, accurately calculating and interpreting the data,

developing efficient and confidential data collection procedures, not using BMI results to
evaluate student or teacher performance, and regularly evaluating the program and its intended
outcomes and particularly unintended consequences.9,10,11 Through parental notification,
programs should also recommend that results are shared with the students’ health care providers.
Other measures of adiposity, such as waist circumference, are increasingly invoked as an indicator of
insulin resistance, dyslipidemia and other comorbidities of obesity and may be useful to characterize risk
in the obese child. However, because of the difficulty in measuring and the uncertainty of appropriate cutoffs in children, routine use is not recommended at this time.12
II. Background Rationale and Landscape
Responding to the childhood obesity epidemic, many states have already implemented or are considering
implementing BMI surveillance/assessment programs. In 2007, eleven states enacted laws addressing
student BMI measures and/or physical fitness assessments.13 Arkansas was the first state to implement a
program directed toward health assessment and surveillance. The Arkansas Center for Health
Improvement, an independent entity, developed and validated a BMI measurement protocol, trained
school staff on how to conduct BMI assessments, created a secure BMI database, and disseminated
individual and confidential child health reports to parents.14 Participation by schools and students has been
high in the Arkansas program since there is significant collaboration between families and the health and
education communities. The program and the initiative have allowed Arkansas to track the progress of
the state’s childhood obesity epidemic.15 Pennsylvania has a similar growth screening program where
school health professionals can monitor growth and development patterns of students in grades K-12,
identify students who may be at nutritional risk, and notify parents/guardians of screening results with a
recommendation to share the findings with the student’s health care provider for further evaluation and
intervention if necessary.16 Within these kinds of BMI screening programs, it is important to link families
and physicians to available community resources , so that obesity prevention and treatment activities can
follow; this may require the development of increased provider capacity. In states like Arkansas and
Pennsylvania, screening was only part of more comprehensive interventions that included increased
access to healthier foods in schools and communities and physical activity initiatives.
Support for BMI assessment used for surveillance is fairly robust.17,18,19 A recent study showed that the
measurement of height and weight in schools by school nurses is a reliable means of surveillance and
maintains student privacy.20 The National Health and Nutrition Examination Study (NHANES) and the
Youth Risk Behavior Surveillance System (YRBSS) provide population-based, cross-sectional state and
national samples, however the YRBS data are self-reported. Studies comparing the YRBS self-report data
with measured heights and weights have demonstrated that the self-reported data typically underestimate
the prevalence of child and adolescent overweight and obesity.21 There is a real need to have
comprehensive, longitudinal, cohort state-wide or national assessment of childhood and adolescent
obesity to track progression of the epidemic and evaluate interventions and there should be coordination
of a national database that tracks this aggregate data..22 Funding for national surveillance programs like
NHANES and YRBS and BMI surveillance should be more robust.
The use of BMI assessment for individual health screening is less consistent. The Institute of Medicine
does recommend annual school-based screening.23 The CDC, on the other hand, issued cautionary
guidance in 2007 around BMI assessment used for health screening purposes since the efficacy of these
programs is not yet well-established and there are concerns that these programs might stigmatize students,
lead to harmful behaviors, or that they may be ineffective or waste health promotion resources.24 The
U.S. Preventive Services Task Force concludes that there is not enough evidence to recommend for or
against BMI screening programs for children to prevent obesity and poor health outcomes.25 The
American Academy of Pediatrics does support annual screening within the child’s medical home as a
strategy for assessing and combating childhood obesity.26

The AAP has several criteria for successful screening programs in schools: the screening test should be
sensitive, specific and reliable, screeners must be well-trained, there should be a significant target
population, those with positive results should be referred for additional evaluation and treatment, there
should be effective treatment available and early intervention must be beneficial, the benefit should
outweigh the expenses, the site should be appropriate for conducting the screening and communicating
the results, and the program should be reviewed for its value and effectiveness.27 BMI screening for
health purposes in schools does meet several, but not all of these criteria and therefore should be
approached with careful consideration of the potential concerns mentioned previously.
Summary Policy Recommendation:
1. The American Heart Association supports legislation and regulation that addresses BMI assessment in
schools for the purpose of surveillance and to determine the efficacy of obesity prevention and
intervention programs.
2. The American Heart Association does not recommend BMI assessment programs used for individual
health screening purposes unless there is careful consideration of privacy issues, adequate training,
measurement techniques, parental notification, adequate evaluation, and the importance of linking
families/caregivers with resources in the community.
3. The AHA favors the development of a national database to compile, achieve and make available to
researchers BMI surveillance data.
4. The AHA supports the development of adequate resources to diagnose and treat childhood obesity.
5. The AHA encourages research into the relative value of different measures of adiposity.
6. The AHA advocates for increased funding for more comprehensive and robust YRBS and
NHANES surveillance.
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