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ABSTRACT

A small number of well informed Samoans question the relevance of applying standards

developed primarily from Caucasian populations when screening Polynesian children for

obesity. They attribute higher body mass index values in Polynesian populations, in part,

to anatomical factors other than higher body fat percentage. We attempted to allay these

suspicions by assessing a sample of 380 American Samoan schoolchildren aged 11 to 18

for overweight and obesity using both the International Obesity Task Force and the

Centers for Disease Control age- and sex-specific body mass index cutoffs and recently

proposed age- and sex-specific waist circumference cutoffs for children and adolescents.

We tested cholesterol and glucose levels as risk factors associated with obesity and

hemoglobin levels for iron deficiency. We also compared body mass index values from

our sample with those from a similar sample taken in American Samoa in 1978 and 1982.

Both body mass index cutoffs categorized 62% of males and 70% of females as being

either overweight or obese. Applying these cutoffs to body mass index data collected a

quarter century ago, before the cutoffs were published, indicated that only 23.0% of

males and 43.5% of females were either overweight or obese. Likewise, waist

circumference cutoffs categorized 56% of males and 61% of females as having excessive

abdominal fat. We failed to obtain evidence for elevated levels of cholesterol and glucose

in overweight and obese individuals among 49 preprandial students. Six males and ten

females had subnormal levels of hemoglobin but displayed no overt physical symptoms

suggesting iron deficiency. By any measure, the prevalence of overweight and obesity

among contemporary American Samoan adolescents make them an especially vulnerable

faction of the global obesity epidemic. 

Note: This manuscript was to appear in a Pacific Health Dialog special volume of health pro-

motion, scheduled for publication in January 2007. As of April 2008, that volume has not been

published. – DLV.
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Introduction

Obesity is a rising epidemic worldwide, but rates are particularly high among urbanized

Samoans.  Adolescent obesity is especially disturbing because it tends to persist into1-4

adulthood,  predisposing individuals earlier in life to a host of debilitating non-commu-5-6

nicable diseases including cardiovascular disease, diabetes, and several types of cancer.

For American Samoa, this will further tax an already overburdened healthcare system.

Between 1975 and 1982 four surveys were conducted on Samoan children, 4 to 20

years old, living in Western Samoa, American Samoa, Hawaii, and California.  They3

found that growth and adiposity were significantly greater in the latter three groups and

attributed this to socioeconomic modernization, that is, changes in diet and level of phys-

ical activity.

Bindon  reported that in 1982 the diet in American Samoa was in transition from7

one based on locally produced foods and fishing to one based on imported foods. He

noted that children were not very active, with television watching being the favorite ac-

tivity of most. Before the end of the century, imported white rice had replaced plantation

crops as the chief source of carbohydrate.  In September 2000 the first fast food franchise8

opened in American Samoa with enthusiastic fanfare. By 2008 six nationally known fast

food restaurants were catering to a population of over 57,794 (July 2006 est.).  With9

more meals eaten at fast-food restaurants, fewer families tending plantations or gardens

as their main source of food and regular exercise, and a greater reliance on video games

and television to occupy children because of both parents working outside the home, it is

imperative that the obesity epidemic affecting American Samoa’s children be recognized

and addressed by the local community. Yet a small number of creditable Samoans ques-

tion the relevance of applying metrics, developed using predominantly Caucasian refer-

ence populations, for classifying Polynesians as overweight or obese. They note the

disproportionally large number of Samoans playing for U.S. college and professional

football teams and the considerable number of soldiers attached to the local U.S. Army

Reserve who are flagged for exceeding the Army’s body fat standard,  though they pass10

the Army Physical Fitness Test. They are understandably wary of having their children

considered obese based on standards developed on a nonrepresentative population by

distant experts. Their skepticism is abetted by a lack of consensus as to which anthropo-

metric index and cutoff value best assesses childhood obesity. 

We attempted to address these valid criticisms in two ways: First, by assessing over-

weight and obesity in a sample of 197 males and 183 females aged 11-18 years using two

widely-accepted body mass index standards together with recently proposed age- and

sex-specific waist circumference cutoffs for children and adolescents. Second, by com-

paring our body mass index data with data collected in American Samoa in 1978 and

1982 on 130 males and 138 females between the ages of 11-18 to show a significant in-

crease in the body mass index for all ages and both sexes.
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We also screened for risk factors of cardiovascular disease and diabetes by measur-

ing levels of total cholesterol and glucose in blood, and for evidence of iron deficiency

by measuring hemoglobin levels.

Materials and Methods

Our study sample comprised 380 children, or about 5.5% of the population who identi-

fied themselves as being of pure Samoan or mixed Samoan ethnicity enrolled in grades

7-12 on Tutuila Island, American Samoa, in 2005. Parental consent forms, printed in

English and Samoan and approved by the Institutional Review Board of the American

Samoa Department of Health, were given to principals at three of six high schools (Le-

one, Tafuna, and Fagaitua) and three of twenty-six elementary schools (Leone Midkiff,

Pago Pago, and Manumalo) for distribution to all students in our selected grades. These

schools represented a population of children from mostly low- to medium-income fami-

lies island wide. Students who returned signed forms, which averaged over 95%, were

then randomly selected for the study. 

Between 6 April and 23 August 2005 we visited schools for anthropometric mea-

surements and finger sticks. Students were measured for height, weight, and waist cir-

cumference while bare-footed and dressed in lightweight school uniforms. Heights were

taken using a Perspective Enterprises Portable Adult/Infant Measuring Unit, weights us-

ing a Tanita Model BWB-800S Digital Scale, and waist circumferences using a fiberglass

tape. We pricked the tip of either the second or third finger with an auto-retracting,

single-use lancet pre-armed with a 1.8 mm needle and wiped away the first drop of blood

before collecting subsequent drops for cholesterol, hemoglobin, and blood glucose tests.

Total cholesterol levels were measured with a CardioChek Meter using Polymer Tech-

nology Systems PANELS test strips, hemoglobin with a HemoCue B-Hemoglobin Pho-

tometer, and glucose levels with a Roche Accu-Chek Advantage Meter.

We categorized students as being of normal weight, overweight, or obese according

to the terminology and criterion of the age- and sex-specific International Obesity Task

Force (IOTF) body mass index (BMI, as kg m ) cutoffs.  We chose the IOTF cutoffs for-2 11

relating body mass index to obesity primarily because the IOTF cutoffs have the advan-

tage of being constructed from a more ethnically diverse population. For comparison

with United States studies, we included BMI category distributions derived from the

2000 Centers for Disease Control and Prevention  (CDC) growth charts for children and12

adolescents. Because the very idea of associating weight-related health risks to BMI is

under challenge,  we evaluated our data using recently proposed waist circumference13, 14

cutoffs for children and adolescents.15

Using SigmaStat 3.1, we performed two-way analysis of variance (ANOVA) with

sex and IOTF BMI category as factors. We recorded the mean, x, and standard deviation,

s, as x + s followed by the sample size, n. Data that failed the normal distribution crite-
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rion for t-tests were compared using the Mann-Whitney Rank Sum Test with medians,

rather than means, reported if significantly different.

Results

Eighty percent of the students reported that both parents were of Samoan ancestry while

20% reported having only one Samoan parent. Based upon IOTF BMI cutoffs, 75 of 197

males had normal weights, 57 were overweight, and 65, or 33%, were obese. Of 183 fe-

males, 53 were of normal weight, 64 overweight, and 66, or 36%, were obese (Table1).

TABLE 1. Comparison of International Obesity Task Force (IOTF) cutoffs to the Centers of Disease Con-

trol (CDC) cutoffs for categorizing body mass index.

      IOTF (kg m )      CDC (Percentile)-2

Age (years)              < 25      25-30 >30               < 85   85 -95   > 95th th th th

    Male
11   9  1  2  8  2  2

12 21 10  7 20  7 11

13  7  8  9  7  7 10

14 12  9 13 12  6 16

15 12 12  8 12 10 10

16  6  8 11  7  7 11

17  7  6  9  7  4 11

18  1  3  6  1  3  6

    Subtotals 75 57 65 74 46 77

    Female
11  6  3  4  6  3  4

12 15  8 11 12 10 12

13  5 10  6  5  7  9

14  7  5  7  7  5  7

15  7 16 13  7 14 15

16  6 11 15  7  9 16

17  5  9  7  8  6  7

18  2  2  3  3  1  3

    Subtotals 53 64 66 55 55 73

    Totals          128   121   131      129   101   150

The IOTF categorizes body mass index (BM I) values less than 25 as “normal weight,” BM I between 25 and 30 as “overweight,” and

BM I greater than 30 as “obese.” The CDC categorizes BM I percentiles less than the 85  as “normal weight,” percentiles between theth

85  and 95  as “at risk of overweight,” and percentiles greater than 95  as “overweight.” A BM I > 95  percentile among youth isth th th th

approximately equivalent to a BM I > 30 among adults.

Using CDC BMI cutoffs and terminology, which defines children above the 95  per-th

centile as overweight, about 40% of both sexes were overweight (Table 1).This was far
above the estimated 16% of children and adolescents ages 6-19 years that were over-
weight in the United States  or the highest US ethnic group rate of 23.6% for 12- to 19-16
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year-old non-Hispanic Blacks.  It was also higher than the 27.9% obesity rate reported in17

some Polynesian schools during a 2002 survey of children aged 6-12 years from 13 Pa-
cific countries.18

Taylor et al.  provided age- and sex-specific 80  percentile cutoffs for waist15 th

circumference as a screen for high trunk mass in children aged 3-19 years that had a sen-
sitivity of about 88% and a specificity of about 93% when evaluated against dual-energy
X-ray absorptiometry. These cutoffs, they reported, closely approximated the 85  percen-th

tile of the CDC BMI growth curves for both sexes. Applying these cutoffs to our data,
57% of males and 61% of females had a waist circumference suggestive of high trunk fat
mass. These percentages are similar to the 62% of males and the 70% of females who
were either overweight or obese according to either BMI standard.

1978During 1978 and 1982, Bindon and others collected BMI data on 130 males (n  =

198290 and n  = 40) and 138 females (n = 78 and 60, respectively) in American Samoa aged
11 to 18 years (see Acknowledgements). We pooled data from both years after paired t-
tests on average BMI values for each age and sex suggested that the samples were drawn
from the same population. Retroactively applying IOTF BMI cutoffs to the 1978/1982
cohort data, the incidence of obesity for males and females was 3.8% and 8.0%, respec-
tively, while the incidence of overweight was 19.2% and 35.5% (Figs. 1 and 2).

 We repeated the paired t-tests to compare the pooled data of the 1978/1982 cohort
with that of our 2005 cohort. It gave highly significant differences (P < 0.001) between
means for both sexes. Average BMI values increased 4.9 kg m  for males and 3.8 kg m-2 -2

for females during the past quarter century (Table 2).

TABLE 2. Comparison of Average Body Mass Indices (kg m ) of 1978/1982 cohort with 2005 cohort. -2

1978/1982 cohort     2005 cohort1

Age (years)        x + s         (n)        x + s          (n)      Difference

   Male

11 18.18 + 1.93   (16) 21.59 + 4.87   (12) 3.41

12 19.38 + 1.98   (20) 22.88 + 5.09   (38) 3.50

13 21.70 + 5.24   (16) 26.04 + 6.46   (24) 4.34

14 20.95 + 2.04   (22) 28.96 + 11.17  (34) 8.01

15 22.32 + 3.03   (16) 25.60 + 4.87   (32) 3.28

16 22.67 + 1.79   (16) 30.28 + 8.78   (25) 7.61

17 24.34 + 3.51   (18) 29.68 + 7.76   (22) 5.34

18 27.97 + 8.71   (6) 32.05 + 6.05   (10) 4.08

   Female

11 20.06 + 2.65   (26) 24.24 + 5.96   (13) 4.18

12 20.53 + 3.01   (28) 25.28 + 6.11   (34) 4.75

13 21.97 + 2.40   (14) 26.07 + 4.98   (21) 4.10

14 24.99 + 4.73   (16) 27.69 + 6.64   (19) 2.70

15 26.88 + 4.47   (11) 30.27 + 7.39   (36) 3.39

16 24.33 + 4.28   (19) 29.85 + 6.16   (32) 5.52

17 26.04 + 3.26   (16) 28.75 + 7.53   (21) 2.71

18 24.72 + 1.91   (8) 28.03 + 5.69   (7) 3.31

 From Bindon (see Acknowledgements)1
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In addition to higher percentages of both males and females in the 2005 cohort cate-
gorized as obese, they entered this category at a much younger age and with much
higher BMI values when compared with the 1978/1982 cohort (Figs. 1 and 2).

Figure 1.  Distributions of body mass indexes (BMI) for males from the

1978/1982 cohort (left panel; from Bindon – see Acknowledgements) and

2005 cohort (right panel) superimposed on International Obesity Task

Force cutoffs for overweight and obesity, passing through BMI 25 and 30

kg m , respectively, at age 18. -2

Figure 2 Distributions of body mass indexes (BMI) for females from the

1978/1982 cohort (left panel; from Bindon – see Acknowledgements) and

2005 cohort (right panel) superimposed on International Obesity Task

Force cutoffs for overweight and obesity, passing through BMI 25 and 30

kg m , respectively, at age 18. -2
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All but 49 students had reported eating breakfast prior to testing for total cholesterol
and blood glucose levels. Two-way ANOVAs by sex and IOTF BMI category did not
reveal a significant difference in mean cholesterol or glucose levels among students who
had fasted. Nor was there a difference (t-tests) in mean cholesterol levels between those
who fasted (3.45 + 0.70 mmol L , n = 23 and 3.35 + 0.56 mmol L , n = 18 for males-1 -1

and females, respectively) and those who did not (3.37 + 0.63 mmol L , n = 145 and-1

3.57 + 0.84 mmol L , n = 150). One male had a high cholesterol reading  of 5.57 mmol-1 19

L  and two others had borderline readings  of 4.40 and 4.95 mmol L . All three were-1 19 -1

categorized as obese.
Neither did we find a difference in median blood glucose levels between preprandial

(5.33 mmol L , n = 23) and postprandial (5.39 mmol L , n = 160) females. Fasting-1 -1

males, however, had a significantly lower (P = 0.023) median (5.22 mmol L , n = 26)-1

than postprandial males (5.56 mmol L , n = 171). No male had a glucose level above 8.0-1

mmol L , but one normal weight and one obese postprandial female had levels of 11.1-1

and 14.2 mmol L , respectively, which were above the maximum level of 10.0 mmol L-1 -1

for nondiabetics.20

We did not distinguish between pre- and postprandial students when analyzing
the hemoglobin data. But hemoglobin levels were not amenable to ANOVA owing to
unequal variances despite attempts to transform the data. Four normal weight and one
overweight male had levels below 100 g L , as did four normal weight and six over--1

weight females.

Discussion
One objection to using the CDC BMI growth chart cutoffs on children of Samoan

ancestry is that they were developed using a nationally representative reference popula-
tion of children and adolescents from 2 to 20 years of age based on racial/ethnic compo-
sitions in the United States between 1963 and 1994.  This composition was overwhelm-21

ingly non-Hispanic White, with Asian/Pacific Islanders constituting 4% or less. Still, the
CDC recommends their growth charts for all racial and ethnic groups, attributing differ-
ences among children of certain high-risk populations to a greater sensitivity to, or a
lesser ability to avoid, causal factors when present.  Nevertheless, the IOTF undertook21

the task of developing age- and sex-specific growth charts based on a reference popula-
tion of pooled data from several countries, including the United States.  At least one11

attempt to improve upon the IOTF BMI cutoffs for a single ethnic group has failed.22

Both the IOTF BMI and the CDC BMI cutoffs did equally well in identifying stu-
dents of either sex as having a healthy weight. They differed, however, in that the IOTF
BMI cutoffs classified fewer students as obese and more as overweight. In screening for
adolescent obesity, minimizing the proportion who would be incorrectly considered
obese may be more important than maximizing the proportion who would be correctly
identified as obese.  For this reason the IOTF BMI cutoffs may be more appropriate for23

categorizing Samoan youths.
A small number of Samoans believe that they and their children track higher on

BMI owing to more lean body mass, thicker bones, and denser body builds rather than to
adipose tissue. Several studies corroborate this claim. For instance, Pawson  found24-31 24

that Samoan adults were significantly heavier for a given height than the US norm. This
held true even for individuals from Western Samoa where excessive obesity was uncom-
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mon.  Rush et al.  noted that Maori and Pacific Island girls had, on average, 3.7% less24 31

body fatness than New Zealand European girls of the same body size. However, the dif-
ference in body composition between Polynesians and other racial groups does not belie
the higher prevalence of non-communicable diseases in Polynesian adults.  When25

higher BMI thresholds were applied to Maori and Pacific Island peoples, they still re-
mained twice as likely to be obese than Europeans and to have a much higher prevalence
of type 2 diabetes.24

Waist circumference has the advantage of circumventing the arguments used to di-
minish the significance of high BMI values for Samoan youth. It provides a measure of
truncal adiposity free of the undefined influences of bone thickness, denser body build,
and lean body mass elsewhere than around the abdomen. Waist circumference, along
with hip circumference and waist-to-hip ratio, were found to be better predictors for car-
diovascular disease in adults from several major ethnic groups than was BMI.  Waist14

circumference also had a high correlation with cardiovascular risk factors in prepubertal
children.  Recently proposed age- and sex-specific waist circumference cutoffs  for32 15

Caucasians 3-19 years old, when applied to our data, showed that the proportion of stu-
dents having a waist circumference suggestive of high trunk fat approximates the pro-
portion who are either overweight or obese according to either BMI standard.

While the IOTF BMI cutoffs mitigate the perceived bias of the CDC BMI cutoffs in
being more pertinent for Caucasians, they further dilute representation by Polynesians
by including populations from Brazil, Great Britain, Hong Kong, the Netherlands, and
Signapore.  And although waist circumference provided independent attestation in sup-11

port of a prevalence of overweight and obesity in Samoan adolescents, the cutoffs for
children and adolescents were based on an exclusively Caucasian sample.

We avoided any confounding effects of race/ethnicity altogether by contrasting av-
erage BMI values of contemporary American Samoan youth with values recorded a
quarter century ago by Bindon on a comparable sample of children. Results showed a
dramatic increase in BMI at all age groups and for both sexes. For males BMI increased
an average of 0.20 kg m  year , while for females the increase was a more modest, yet-2 -1

striking, 0.15 kg m  year . As a consequence the percentage of overweight males-2 -1

increased from 19.2% to 28.9%, while the percentage of obese males increased nearly 9-
fold from 3.8% to 33.0%. The percentage of overweight females remained unchanged at
35%, but the percentage of obese females increased from 8.0% to 36.1%. Furthermore,
BMI values exceeding the 30-BMI cutoff appeared at an earlier age and at higher values
in the 2005 cohort for both sexes.

Only one of 24 preprandial males had an elevated level of cholesterol. While no
preprandial student had an elevated level of blood glucose, two of 158 postprandial fe-
males had levels indicative of hyperglycemia. Strong evidence for biochemical risk fac-
tors associated with cardiovascular disease and diabetes was, therefore, lacking. Neither
did we detect an expected link between iron deficiency and overweight or obesity.  In-33

sufficient dietary intake of iron in overweight and obese children and increased iron
needs is generally attributed to unbalanced nutrition or repeated short-term restrictive
diets.  But regular consumption of red meat, especially as hamburger, in American Sa-33

moan children may provide sufficient iron in their diet.
To our knowledge ours is the first attempt to measure blood biochemical markers in

Samoan adolescents. Studies during the late 1970s that measured total plasma choles-
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terol and triglycerides in Samoan adults found that, despite higher rates of obesity, levels
of total cholesterol were well below those of the United States population at all ages and
in both sexes.  Samoans had much lower total cholesterol levels at any level of BMI34

than the levels found in other developed countries, suggesting a physiology characteris-
tic that results in low plasma cholesterol levels relative to body fatness and dietary fat
intake. The absence of these markers in our study must be interpreted with caution,34 

since they conflict with evidence for such markers in studies  of obesity in non-Sa-35, 36

moan adolescents and the prevalence of cardiovascular disease, diabetes, and other
lifestyle-related chronic diseases in American Samoan adults.

Our results argue for a serious obesity problem affecting American Samoan adoles-
cents. While it may be desirable and practical to eventually tailor an obesity screening
tool specifically for Polynesians, the ramifications of unchecked obesity in American
Samoan youth make it imperative that the problem be addressed now based on the best
available evidence rather than wait for the best possible evidence.

Acknowledgments
We thank James R. Bindon, University of Alabama, for sharing BMI data collected

in 1978 and 1982 on American Samoan adolescents; Tanya Fa’avae, Maypur Ledua,
Nelia Montenegro, Lisa May Wade, Patricia Brooks, Nikita Hanson, Agnes Vargo, and
the American Samoa Community College nursing students for collecting anthropometric
data and blood samples; Eileen Herring for providing journal articles unavailable to us;
the American Samoa Department of Education, school principals, and teachers for their
cooperation; and especially the schoolchildren and their parents for participating in this
study. Financial support was provided by a USDA Cooperative State Research, Educa-
tion, and Extension Service grant (CRIS Accession No. 0193087) administered by the
American Samoa Community College.

References
1. Pawson IG, Janes C. Massive obesity in a migrant Samoan population. Am J Public Health 1981;71(5):508-

513.

2. Bindon JR, Baker PT. Modernization, migration, and obesity among Samoan adults. Annals of Human

Biology.1985;12:67-76.

3. Bindon JR, Zansky S. Growth and body composition. In: Baker PT, Hanna JM, Baker TS (eds). The chang-

ing Samoans: Behavior and health in transition. Oxford Univ. Press., Oxford, 1986;222-253.

4. McGarvey ST. Obesity in Samoans and a perspective on its etiology in Polynesians. Am J Clin Nutr.1991;

53(6 Suppl.):1586S-1594S.

5. Rolland-Cachera MF, Deheeger M, Bellisle F, Sempe M, Guilloud-Bataille M, Patois F. Adiposity rebound

in children: A simple indicator for predicting obesity. Am J Clin Nutr. 1984;39:129-135.

6. Gordon-Larsen P, Adair LS, Nelson MC, Popkin BM. Five-year obesity incidence in the transition period

between adolescence and adulthood: the National Longitudinal Study of Adolescent Health. Am J

Clin Nutr. 2004;80:569-575.

7. Bindon JR. Some implications of the diet of children in American Samoa. Coll. Anthropol. 18, 1994;1:7-15.

8. Galanis DJ, McGarvey ST, Quested C, Sio B, Afele-Fa’amuli S. Dietary intake of modernizing Samoans:

Implications for risk of cardiovascular disease. J Am Dietetic Assoc. 1999;99(2):184-190.

9. Available from: https://www.cia.gov/cia/publications/factbook/print/aq.html. Accessed Dec 2006.

10. The Army Weight Control Program. Army Regulation 600-9. Headquarters, Department of the Army,

Washington, D.C. 27 November 2006.

11. Cole TJ, Bellizi MC, Flegal KM, Dietz WH. Establishing a standard definition for child overweight and

obesity worldwide: International survey. BMJ 2000;320:1-6.

https://www.cia.gov/cia/publications/factbook/print/aq.html


10

12. Centers for Disease Control and Prevention, National Center for Health Statistics, 2000 Growth charts:

United States. Published May 30, 2000. Available from: http://www.cdc.gov/growthcharts.

13. Frankenfield DC, Rowe WA, Cooney RN, Smith JS, Becker D. Limits of body mass index to detect obe-

sity and predict body composition. Nutrition 2001;17:26-30.

14. Yusuf S, Hawken S, Ounpuu S, Bautista L, Franzosi MG, Commerford P, et al. Obesity and the risk of

myocardial infarction in 27,000 participants from 52 countries: a case-control study. Lancet

2005;366:1640-1649.

15. Taylor RW, Jones IE, Williams SM, Goulding A. Evaluation of waist circumference, waist-to-hip ratio,

and the conicity index as screening tools for high trunk mass, as measured by dual-energy X-ray

absorptiometry, in children aged 3-19 y. Am J Clin Nutr. 2000;72:490-495. 

16. Hedley AA, Ogden CL, Johnson CL, Carroll MD, Curtin LR, Flega KM. Overweight and obesity among

US children, adolescents, and adults, 1999-2002. JAMA 2004;291:2847-2850.

17. Ogden CL, Flegal KM, Carroll MD, Johnson CL. Prevalence and trands in overweight among US children

and adolescents, 1999-2000. JAMA 2002;288:1728-1732.

18. Hughes RG. Diet, food supply and obesity in the Pacific. World Health Organization, Geneva, Switzerland,

2003.

19. Cholesterol in children. American Heart Association. Available from: http://www.americanheart.org/

presenter.jhtml?identifier=211. Accessed Nov 2005.

20. Usenet FAQs. Available from: http://www.faqs.org/faqs/diabetes/faq/part1/section-9.html. Accessed Feb

2007.

21. Kuczmarski RJ, Ogden CL, Grummer-Strawn LM, Flegal KM, Guo SS, Wei R, et al. CDC growth charts:

United States. Adv Data, 2000 Jun 8(314):1-27.

22. Moreno LA, Blay MG, Rodríguez G, Blay VA, Mesana MI, Olivares JL, and others. Screening perform-

ances of the International Obesity Task Force body mass index cut-off values in adolescents. J Am

Coll Nutr. 2006;25(5):403-408.

23. Himes JH, Dietz WH. Guidelines for overweight in adolescent preventive services: recommendations from

an expert committee. Am J Clin Nutr. 1994;59:307-316.

24. Pawson IG. The morphological characteristics of Samoan adults. In: Baker PT, Hanna JM, Baker TS (eds).

The changing Samoans: Behavior and health in transition. Oxford Univ. Press., Oxford, 1986;254-

274.

25. Okihiro M, Harrigan R. An overview of obesity and diabetes in the diverse populations of the Pacific. Ethn

Dis. 2005 Autumn;15(4 Suppl 5):S5-71-80.

26. Swinburn BA, Ley SJ, Carmichael HE, Plank LD. Body size and composition in Polynesians. Int J Obes

Relat Metab Disord. 1999 Nov;23(11):1178-1183.

27. Swinburn BA, Craig PL, Daniel R, Dent DP, Strauss BJ. Body composition differences between Polyne-

sians and Caucasians assessed by bioelectrical impedance. Int J Obes Relat Metab Disord. 1996 Oct;

20(10):889-894.

28. Davis J, Busch J, Hammatt Z, Novotny R, Harrigan R, Grandinetti A, Easa D. The relationship between

ethnicity and obesity in Asian and Pacific Islander populations: a literature review. Ethn Dis. 2004

Winter;14(1):111-118.

29. Rush EC, Plank LD, Laulu MS, Robinson SM. Prediction of percentage body fat from anthropometric

measurements: comparison of New Zealand European and Polynesian young women. Am J Clin Nutr.

1997 Jul;66(1):26-32.

30. Rush EC, Lank LD, Davies PS, Watson P, Wall CR. Body composition and physical activity in New Zea-

land Maori, Pacific and European children aged 5-14 years. Br J Nutr. 2003 Dec;90(6):1133-1139.

31. Rush EC, Puniani K, Valencia ME, Davies PS, Plank LD. Estimation of body fatness from body mass in-

dex and bioelectrical impedance: comparison of New Zealand European, Maori and Pacific Island

children. Eur J Clin Nutr. 2003;57:1394-1401.

32. Maffeis C, Pietrobelli A, Grezzani A, Provera S, Tatò L. Waist circumference and cardiovascular risk fac-

tors in prepubertal children. Obesity Research 2001;9:179-187.

33. Pinhas-Hamiel O, Newfield RS, Koren I, Agmon A, Lilos P, Phillip M. Greater prevalence of iron defi-

ciency in overweight and obese children and adolescents. Int J Obes. 2003;27:416-418.

34. Pelletier DL, Hornick CA. Blood lipid studies. In: Baker PT, Hanna JM, Baker TS (eds). The changing

Samoans: Behavior and health in transition. Oxford Univ. Press., Oxford, 1986;327-349.

http://www.americanheart.org/presenter.jhtml?identifier=211
http://www.americanheart.org/presenter.jhtml?identifier=211


11

35. Freedman DS, Mei Z, Srinivasan SR, Berenson GS, Dietz WH. Cardiovascular risk factors and excess adi-

posity among overweight children and adolescents: the Bogalusa Heart Study. J Pediatr. 2007 Jan;

150(1):12-17.e2.

36. Thompson DR, Obarzanek E, Franko DL, Barton BA, Morrison J, Biro FM, et al. Childhood overweight

and cardiovascular disease risk factors: the National Heart, Lung, and Blood Institute Growth and

Health Study. J Pediatr. 2007 Jan;150(1):18-25.


	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11

