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Investigators in several epidemiologic studies have observed an inverse association between body mass index
(BMI) and lung cancer risk, while others have not. The authors used data from the Women’s Health Initiative to
study the association of anthropometric factors with lung cancer risk. Over 8 years of follow-up (1998–2006), 1,365
incident lung cancer cases were ascertained among 161,809 women. Cox proportional hazards models were used
to estimate hazard ratios adjusted for covariates. Baseline BMI was inversely associated with lung cancer in
current smokers (highest quintile vs. lowest: hazard ratio (HR) ¼ 0.62, 95% confidence interval (CI): 0.42, 0.92).
When BMI and waist circumference were mutually adjusted, BMI was inversely associated with lung cancer risk in
both current smokers and former smokers (HR ¼ 0.40 (95% CI: 0.22, 0.72) and HR ¼ 0.61 (95% CI: 0.40, 0.94),
respectively), and waist circumference was positively associated with risk (HR ¼ 1.56 (95% CI: 0.91, 2.69) and
HR ¼ 1.50 (95% CI: 0.98, 2.31), respectively). In never smokers, height showed a borderline positive association
with lung cancer. These findings suggest that in smokers, BMI is inversely associated with lung cancer risk and that
waist circumference is positively associated with risk.

adiposity; body mass index; body weight changes; health status; lung neoplasms; smoking; waist-hip ratio

Abbreviations: BMI, body mass index; CI, confidence interval; HR, hazard ratio; WHI, Women’s Health Initiative.

Obesity is associated with increased total mortality as
well as with mortality from coronary heart disease, diabetes,
and certain cancers; however, the health consequences of
different degrees of body mass index (BMI) are currently
being vigorously debated (1, 2). Lung cancer is one outcome
for which the role of BMI requires clarification. Investiga-
tors in a number of epidemiologic studies, but not all, have
observed an inverse association between BMI and lung can-
cer risk (3–21). Some of these researchers have presented
data only on all subjects combined, whereas others have
presented results stratified by smoking status. Among those
who presented results stratified by smoking status, investi-
gators in three studies reported inverse associations in cur-
rent smokers, former smokers, and never smokers (8, 14,

18), whereas in two other studies the associations differed
by smoking status (7, 19). Evidence for an inverse associa-
tion is more consistent in ever smokers than in never smok-
ers (15, 19, 20).

Assessment of an association of BMI with lung cancer is
difficult due to complex interrelations between smoking
habits and body weight over time. There is justified concern
that such an association may due to uncontrolled confound-
ing by smoking, unmeasured effects of smoking on BMI, or
preclinical weight loss among persons who later develop
lung cancer. Few investigators have had information on
measures of central adiposity or weight at multiple time
points throughout adulthood, which might help to clarify
the significance of the association.
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In order to assess the association between BMI and lung
cancer risk in a more comprehensive fashion, we used data
from the Women’s Health Initiative (WHI). In the WHI,
weight, height, and waist and hip circumferences were mea-
sured at baseline, and information was collected on (self-
reported) weight during different periods of life, as well as
on weight loss, smoking habits, and other potentially con-
founding variables. Thus, the WHI provided us with an un-
usual opportunity to examine a variety of anthropometric
variables in relation to lung cancer risk.

MATERIALS AND METHODS

The WHI is a large, multifaceted study designed to ad-
vance understanding of the determinants of major chronic
diseases in women. It is composed of a clinical trial com-
ponent and an observational study component (22). The
WHI Clinical Trial included several randomized controlled
clinical trials designed to test the effects of a low-fat dietary
pattern, calcium plus vitamin D supplementation, and ad-
ministration of postmenopausal estrogen alone or estrogen
plus progestin on the risks of coronary heart disease, breast
cancer, colorectal cancer, and fractures. The WHI Observa-
tional Study was designed to obtain detailed information on
a full range of lifestyle factors and medical history from
a sample of postmenopausal women for comparison with
the Clinical Trial results. Between 1993 and 1998, women
between the ages of 50 and 79 years representing major
racial/ethnic groups were recruited from the general popu-
lation at 40 clinical centers throughout the United States.
Details on the study design and the reliability of the baseline
measures have been published previously (23, 24).

Data collection

At baseline, information was collected on demographic
factors, medical, reproductive, and family histories, and di-
etary and lifestyle factors. Clinical outcomes (including
cancer diagnosis) were updated annually (in the Observa-
tional Study) or semiannually (in the Clinical Trial) by
mailed or telephone-administered questionnaires. Self-
reported lung cancers were verified by local review of pa-
thology reports (25). Since lung cancer was not a primary or
secondary outcome in the WHI Clinical Trial, stage and
lung cancer histology were not recorded. As of December
18, 2006, a total of 1,365 incident lung cancer cases had
been diagnosed among 161,809 women enrolled in the Clin-
ical Trial or the Observational Study after an average follow-
up period of 7.8 years.

All study participants had their weight, height, and waist
and hip circumferences measured at baseline. In addition,
Observational Study participants provided information on
weight and height during earlier periods of life (at ages
18, 35, and 50 years), maximum and minimum weight,
and weight loss during different periods of life. BMI was
computed as measured weight (kg) divided by the square of
measured height (cm)2. Information on smoking habits col-
lected at baseline included whether the subject had ever
smoked (at least 100 cigarettes) and, for those who had ever

smoked, age at starting to smoke regularly (nine categories),
current smoking (yes/no), age at quitting (former smokers—
11 categories), whether the smoker had quit for health rea-
sons, number of cigarettes smoked per day (both current and
former smokers—seven categories), and number of years of
smoking (seven categories).

After exclusion of participants for whom measured
weight or height at baseline was missing (n ¼ 1,428) or
who were missing information on lung cancer as an outcome
(n ¼ 722), a total of 159,659 women enrolled in either the
Clinical Trial or the Observational Study were available for
analysis (1,353 cases and 158,306 noncases).

Statistical analysis

Pack-years of cigarette smoking were computed by mul-
tiplying the midpoint of the smoking frequency interval by
the midpoint of the duration interval and dividing the prod-
uct by 20. Quintiles of anthropometric measures were based
on the population of noncases.

Correlations among different anthropometric variables were
assessed using Pearson correlation coefficients (table 1). Be-
cause of the strong correlation between BMI and waist cir-
cumference, two approaches were used to obtain estimates
of the effect of each variable adjusted for the other. First,
both variables were included in the models. Second, we used
the residuals method (26) to obtain BMI adjusted for waist
circumference and waist circumference adjusted for BMI.
The results derived using both approaches were similar, and
we present results of the first approach.

Cox proportional hazards models were used to estimate
hazard ratios and 95 percent confidence intervals for asso-
ciations between the variables of interest and risk of lung
cancer, both in the total population and separately among
current smokers, former smokers, and never smokers. Due
to differences in variables available in the Observational
Study and the Clinical Trial, some analyses were performed

TABLE 1. Pearson correlations between anthropometric

variables in the Women’s Health Initiative, 1998–2006*

Body mass
indexy

Waist:hip
ratio

Waist:hip ratio 0.34

Waist circumference 0.83 0.67

Height �0.08 �0.05

Weight 0.93 0.31

Weight at age 18 yearsz 0.29 0.07

Weight at age 35 yearsz 0.53 0.19

Weight at age 50 yearsz 0.71 0.26

* All correlations were significant at the p < 0.0001 level.

yMeasured weight (kg) divided by the square of measured height

(cm)2.

z Self-reported information on weight at these ages was available

only in the Observational Study; other variables were based on

measurements taken at baseline in the total population.
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on the combined data, and further analyses were performed
using variables limited to the Observational Study. Weight
change was computed as the difference between weight
measured at baseline and self-reported weight at age
18 years (available for Observational Study participants
only). The resulting continuous variable was categorized
as follows: lost 10 pounds or more (��4.5 kg); gained or
lost less than 10 pounds (�<4.5 kg; reference group);
gained 10–<20 pounds (þ4.5–9 kg); gained 20–<30
pounds (þ9.1–13.5 kg); and gained 30 pounds or more
(þ�13.6 kg).

The following variables were included as covariates in the
regression models, either because they were significantly as-
sociated with lung cancer or because their inclusion in the
multivariate model changed the parameter estimate for BMI
by more than 10 percent: age (years) at enrollment; education
(less than high school graduation, high school graduation,
some college, college graduation, or postcollege); ethnicity
(White, Black, or other); pack-years of smoking (none, >0–
<20, 20–<40, 40–<60, or �60); age (years) at quitting
smoking (six levels); quitting smoking because of health
problems (yes/no); physical activity (metabolic equivalents
per week—continuous); ever use of hormone replacement
therapy (yes/no); and intakes of total fat (g/day), fruits (serv-
ings/day), vegetables (servings/day), alcohol (drinks/week),
and total calories (kcal/day) (all continuous). In analyses of
the Observational Study and the Clinical Trial combined,
we included an indicator variable for study (Observational
Study/Clinical Trial). Tests for trend were performed by
assigning the median value to each category and modeling
this variable as a continuous variable (27). In order to rule
out an effect of general ill health or of weight loss due to
preclinical disease, we repeated the main analyses after ex-
cluding women who assessed their health status at baseline
as ‘‘poor’’ and, alternatively, excluding those whose lung
cancer was diagnosed within 3 years of baseline. All p val-
ues presented are two-sided.

RESULTS

Baseline BMI showed a modest positive correlation with
baseline waist:hip ratio (r ¼ 0.34) and a strong correlation
with waist circumference (r ¼ 0.83) (table 1). In addition,
baseline BMI showed increasingly strong correlations with
self-reported weight at ages 18, 35, and 50 years (r ¼ 0.29,
r¼ 0.53, and r¼ 0.71, respectively). All correlations shown
in table 1 were significant at the p < 0.0001 level. Correla-
tions seen in the total WHI population were similar to those
for current, former, and never smokers (data not shown).

Table 2 presents age-adjusted and multivariable-adjusted
hazard ratios for lung cancer risk in association with se-
lected demographic and lifestyle variables. Smoking status
and pack-years of smoking were both strongly associated
with lung cancer risk. Age-adjusted alcohol intake showed
a significant association with lung cancer which totally dis-
appeared after adjustment for pack-years of smoking and
other covariates. Age-adjusted associations with education,
fruit intake, and physical activity were all attenuated when
adjusted for pack-years of smoking and other covariates. In

contrast, inverse associations of BMI with lung cancer were
similar in the age-adjusted and multivariable-adjusted models.

Associations of anthropometric variables with lung cancer
risk are presented in table 3. Body mass index, weight, and
BMI adjusted for waist circumference were inversely associ-
ated with lung cancer in current smokers: hazard ratios for
the highest quintile versus the lowest were 0.62 (95 percent
confidence interval (CI): 0.42, 0.92; p-trend ¼ 0.002), 0.60
(95 percent CI: 0.41, 0.87; p-trend ¼ 0.004), and 0.40
(95 percent CI: 0.22, 0.72; p-trend ¼ 0.001), respectively.
Waist circumference alone showed a borderline inverse as-
sociation with lung cancer risk in current smokers; however,
after adjustment for BMI, waist circumference showed a bor-
derline positive association with lung cancer risk in current
smokers (hazard ratio (HR) ¼ 1.56, 95 percent CI: 0.91,
2.69; p-trend ¼ 0.12). In former smokers, BMI adjusted
for waist circumference was inversely associated with risk
(HR ¼ 0.61, 95 percent CI: 0.40, 0.94; p-trend ¼ 0.02), and
waist circumference adjusted for BMI was positively asso-
ciated with risk (HR ¼ 1.50, 95 percent CI: 0.98, 2.31;
p-trend¼ 0.004). In never smokers, height showed a border-
line positive association with lung cancer (HR ¼ 1.44,
95 percent 0.91, 2.27; p-trend ¼ 0.05), whereas the other
variables were not associated with altered risk. Weights at
ages 18, 35, and 50 years were not associated with risk in
any of the smoking-status strata. The associations shown in
table 3 were not altered by exclusion of women who reported
that they were in poor health at baseline or of cases diagnosed
within 3 years following enrollment (data not shown).

Table 4 provides hazard ratios for BMI and for BMI and
waist circumference adjusted for each other, by strata of
cigarettes smoked per day among current and former smok-
ers. Among current smokers, the inverse associations of
BMI and waist circumference-adjusted BMI with lung can-
cer were largely consistent across strata of amount smoked.
Adjusted waist circumference showed evidence of a positive
association in three of four strata among current smokers,
but the association was most pronounced among women
who smoked 35 or more cigarettes per day. Among former
smokers, a decreasing trend in risk with increasing levels of
adjusted BMI was evident, particularly among smokers of
15–24 and �35 cigarettes per day. Adjusted waist circum-
ference was fairly consistently associated with increased
risk in former smokers.

Among current smokers in the Observational Study, there
was a suggestion that women who gained more weight be-
tween age 18 years and baseline were at reduced risk of lung
cancer (table 5). Relative to women who had gained or lost
less than 10 pounds (<4.5 kg), women who had gained 30 or
more pounds (�13.6 kg) had a 37 percent reduction in risk
(HR ¼ 0.63, 95 percent CI: 0.43, 0.93; p-trend ¼ 0.009). A
similar trend was seen in former smokers, but the hazard
ratio and test for trend were not significant. No association
was seen with degree of weight change in never smokers.
When cases diagnosed in the first 3 years of follow-up were
excluded, the hazard ratio for weight gain of 30 or more
pounds was attenuated in current smokers (HR ¼ 0.71, 95
percent CI: 0.45, 1.12; p-trend ¼ 0.10) but became signifi-
cant in former smokers (HR ¼ 0.66, 95 percent CI: 0.45,
0.98; p-trend ¼ 0.03).
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TABLE 2. Age- and multivariable-adjusted hazard ratios for the association of demographic and lifestyle

characteristics with lung cancer in the Women’s Health Initiative, 1998–2006

Characteristic
No. of
cases

Person-years
of follow-up

Age-adjusted Multivariable-adjusted*

HRy 95% CIy HR 95% CI

Education

Less than high school graduation 90 131,924 1.00 Reference 1.00 Reference

High school graduation 268 439,624 0.93 0.73, 1.17 0.93 0.72, 1.21

Some college 549 897,501 0.89 0.71, 1.11 0.87 0.68, 1.11

College graduation 143 251,118 0.82 0.63, 1.07 0.92 0.69, 1.23

Postcollege education 292 440,569 0.65 0.51, 0.83 0.76 0.58, 0.99

Smoking status

Never smoker 197 317,923 1.00 Reference 1.00 Reference

Former smoker 736 1,171,423 4.53 3.89, 5.28 4.34 3.69, 5.11

Current smoker 404 660,882 18.25 15.43, 21.57 17.10 14.26, 20.50

Pack-years of smoking

None 197 317,923 1.00 Reference 1.00 Reference

>0–<20 231 360,418 2.23 1.85, 2.70 2.08 1.69, 2.55

20–<40 317 529,577 8.07 6.75, 9.64 7.96 6.59, 9.62

40–<60 292 475,458 17.29 14.43, 20.71 16.35 13.47, 19.86

�60 278 428,263 22.95 19.12, 27.55 22.71 18.68, 27.60

Alcohol consumption

Nondrinker 69 117,265 1.00 Reference 1.00 Reference

Former drinker 292 449,656 2.61 2.01, 3.40 1.08 0.82, 1.41

Current drinker

<1 drink/month 146 223,141 2.03 1.52, 2.70 0.91 0.68, 1.22

<1 drink/week 272 464,296 2.22 1.71, 2.90 1.11 0.85, 1.46

1–<7 drinks/week 336 539,768 2.21 1.71, 2.87 1.02 0.78, 1.34

�7 drinks/week 227 364,462 3.20 2.44, 4.19 1.00 0.76, 1.33

Fruit intake (servings/day)

<0.82 362 603,590 1.00 Reference 1.00 Reference

0.82–<1.32 295 461,345 0.75 0.64, 0.88 1.05 0.89, 1.24

1.32–<2.02 244 409,381 0.59 0.50, 0.69 0.89 0.74, 1.06

2.02–<3.00 197 314,840 0.52 0.43, 0.62 0.87 0.71, 1.07

�3.00 206 311,420 0.46 0.38, 0.54 0.85 0.68, 1.05

p for trend <0.0001 0.04

Physical activity (metabolic
equivalents/week)

<1.38 310 478,363 1.00 Reference 1.00 Reference

1.38–<5.52 261 425,184 0.83 0.70, 0.98 0.99 0.83, 1.17

5.52–<11.69 261 405,951 0.80 0.68, 0.95 1.02 0.86, 1.22

11.69–<21.02 208 335,581 0.64 0.54, 0.76 0.89 0.74, 1.07

�21.02 231 359,244 0.72 0.61, 0.86 1.06 0.88, 1.28

p for trend <0.0001 0.22

Body mass indexz

<23.1 314 498,884 1.00 Reference 1.00 Reference

23.1–<25.6 311 516,999 0.98 0.84, 1.15 1.04 0.88, 1.23

25.6–<28.3 236 370,208 0.74 0.63, 0.88 0.77 0.64, 9.93

28.3–<32.2 265 411,730 0.85 0.72, 1.00 0.81 0.68, 0.98

�32.2 227 377,170 0.79 0.67, 0.94 0.79 0.65, 0.96

p for trend 0.001 0.001

* Adjusted for age (years—continuous), smoking status (never, former, or current smoker), pack-years of

smoking (none, >0–<20, 20–<40, 40–<60, or �60), education (less than high school graduation, high school

graduation, some college, college graduation, or postcollege), ethnicity (White, Black, or other), use of hormone

replacement therapy (never/ever), intakes of total fat (g/day), fruits (servings/day), vegetables (servings/day),

alcohol (drinks/week), and total calories (kcal/day) (all continuous), physical activity (metabolic equivalents per

week—continuous), and study (Observational Study/Clinical Trial).

yHR, hazard ratio; CI, confidence interval.

zMeasured weight (kg) divided by the square of measured height (cm)2.
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TABLE 3. Multivariable-adjusted hazard ratios* for the association of anthropometric variables with lung cancer, by smoking status,

in the Women’s Health Initiative, 1998–2006

Variable

Never smokers
(197 cases)

Former smokers
(736 cases)

Current smokers
(404 cases)

HRy 95% CIy HRz 95% CI HR§ 95% CI HRz 95% CI HR{ 95% CI

BMIy,#

<23.1 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference

23.1–<25.6 1.24 0.80, 1.89 1.05 0.82, 1.34 0.98 0.76, 1.27 1.06 0.81, 1.39 1.06 0.81, 1.39

25.6–<28.3 0.94 0.60, 1.50 0.88 0.68, 1.13 0.73 0.56, 0.96 0.67 0.49, 0.92 0.71 0.52, 0.98

28.3–<32.2 0.73 0.45, 1.21 1.07 0.83, 1.37 0.85 0.65, 1.10 0.74 0.53, 1.02 0.73 0.53, 1.01

�32.2 0.83 0.50, 1.38 1.13 0.87, 1.47 0.85 0.65, 1.12 0.59 0.40, 0.87 0.62 0.42, 0.92

p for trend 0.15 0.28 0.21 0.0008 0.002

Waist:hip ratio

<0.75 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference

0.75–<0.79 1.02 0.65, 1.60 1.17 0.88, 1.55 0.94 0.69, 1.27 1.06 0.73, 1.54 0.96 0.66, 1.40

0.79–<0.82 0.94 0.59, 1.50 1.25 0.94, 1.65 1.02 0.76, 1.36 0.82 0.56, 1.21 0.72 0.49, 1.06

0.82–<0.87 0.91 0.57, 1.47 1.40 1.07, 1.84 1.01 0.76, 1.34 1.09 0.76, 1.57 0.90 0.63, 1.30

�0.87 1.01 0.64, 1.66 1.63 1.25, 2.13 1.02 0.77, 1.35 1.10 0.77, 1.57 0.89 0.62, 1.27

p for trend 0.96 <0.0001 0.71 0.42 0.67

Waist circumference (cm)

<74.6 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference

74.6–<81.1 1.02 0.66, 1.59 0.94 0.72, 1.23 0.86 0.64, 1.14 0.80 0.59, 1.09 0.81 0.59, 1.10

81.1–<88.1 1.19 0.77, 1.83 1.18 0.91, 1.52 0.94 0.71, 1.23 0.77 0.56, 1.05 0.74 0.54, 1.02

88.1–<97.6 0.70 0.42, 1.17 1.10 0.84, 1.43 0.78 0.59, 1.04 0.78 0.57, 1.08 0.71 0.52, 0.98

�97.6 0.85 0.51, 1.42 1.48 1.14, 1.92 0.97 0.74, 1.29 0.82 0.59, 1.14 0.76 0.54, 1.06

p for trend 0.28 0.0005 0.82 0.28 0.09

BMI adjusted for waist
circumference**

<23.1 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference

23.1–<25.6 1.16 0.72, 1.87 0.91 0.69, 1.20 0.91 0.68, 1.22 0.99 0.72, 1.35 1.06 0.78, 1.46

25.6–<28.3 0.88 0.49, 1.55 0.64 0.47, 0.89 0.68 0.48, 0.95 0.54 0.36, 0.81 0.66 0.43, 1.00

28.3–<32.2 0.75 0.38, 1.47 0.66 0.46, 0.95 0.71 0.49, 1.03 0.47 0.29, 0.75 0.57 0.35, 0.92

�32.2 0.91 0.41, 2.05 0.56 0.37, 0.84 0.61 0.40, 0.94 0.30 0.16, 0.53 0.40 0.22, 0.72

p for trend 0.47 0.003 0.02 <0.0001 0.0014

Waist circumference
adjusted for BMI**

<74.6 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference

74.6–<81.1 1.03 0.63, 1.67 1.05 0.78, 1.41 0.94 0.70, 1.29 0.87 0.63, 1.21 0.83 0.60, 1.15

81.1–<88.1 1.34 0.78, 2.32 1.51 1.10, 2.08 1.19 0.85, 1.67 1.05 0.71, 1.53 0.89 0.61, 1.31

88.1–<97.6 0.88 0.44, 1.74 1.58 1.10, 2.28 1.15 0.78, 1.68 1.40 0.90, 2.16 1.08 0.69, 1.69

�97.6 1.01 0.45, 2.28 2.37 1.58, 3.57 1.50 0.98, 2.31 2.10 1.24, 3.56 1.56 0.91, 2.69

p for trend 0.97 <0.0001 0.004 0.01 0.12

Height (cm)

<156.5 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference

156.5–<160.2 0.85 0.53, 1.36 1.08 0.85, 1.38 1.08 0.83, 1.39 1.26 0.89, 1.80 1.25 0.88, 1.78

160.2–<163.5 0.85 0.52, 1.37 1.00 0.78, 1.29 0.95 0.72, 1.24 1.17 0.82, 1.67 1.14 0.80, 1.62

163.5–<167.1 1.23 0.79, 1.94 1.12 0.87, 1.43 1.11 0.85, 1.44 1.44 1.02, 2.05 1.37 0.96, 1.94

�167.1 1.44 0.91, 2.27 1.12 0.86, 1.44 1.17 0.89, 1.53 1.22 0.85, 1.75 1.19 0.83, 1.70

p for trend 0.05 0.39 0.26 0.25 0.35

Table continues
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Unintentional weight loss of 15 pounds or more (�6.8 kg)
within the past 6 months (6 months of baseline), intentional
loss of 10 pounds or more (�4.5 kg) in the last 20 years,

numberof timesweightwent upor downby10ormore pounds
(�4.5 kg),maximumadultweight, andminimumadultweight
were not associated with risk of lung cancer (data not shown).

TABLE 3. Continued

Variable

Never smokers
(197 cases)

Former smokers
(736 cases)

Current smokers
(404 cases)

HRy 95% CIy HRz 95% CI HR§ 95% CI HRz 95% CI HR{ 95% CI

Weight (pounds)yy

<132.5 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference

132.5–<147.7 1.04 0.68, 1.60 1.00 0.78, 1.27 0.90 0.69, 1.16 0.83 0.62, 1.10 0.87 0.65, 1.15

147.7–<164.0 0.78 0.49, 1.24 0.87 0.68, 1.12 0.72 0.55, 0.94 0.73 0.54, 0.99 0.75 0.55, 1.01

164.0–<187.4 0.95 0.61, 1.50 1.04 0.81, 1.33 0.82 0.62, 1.06 0.74 0.54, 1.01 0.75 0.54, 1.03

�187.4 0.78 0.47, 1.30 1.09 0.84, 1.41 0.79 0.60, 1.05 0.57 0.39, 0.83 0.60 0.41, 0.87

p for trend 0.31 0.40 0.14 0.002 0.004

Weight (pounds) at age
18 years

<109.5 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference

109.5–<117.5 1.16 0.66, 2.06 1.01 0.72, 1.40 0.94 0.65, 1.35 0.81 0.50, 1.30 0.83 0.52, 1.34

117.5–<124.5 1.14 0.65, 2.01 0.99 0.72, 1.37 1.04 0.74, 1.47 0.76 0.48, 1.23 0.78 0.48, 1.25

124.5–<134.5 0.97 0.52, 1.79 1.06 0.77, 1.46 1.12 0.79, 1.57 0.91 0.57, 1.43 0.98 0.62, 1.54

�134.5 0.98 0.52, 1.85 1.13 0.82, 1.55 1.04 0.74, 1.47 1.09 0.71, 1.67 1.07 0.70, 1.64

p for trend 0.84 0.39 0.57 0.49 0.52

Weight (pounds) at age
35 years

<117.5 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference

117.5–<125.5 0.87 0.49, 1.56 0.87 0.65, 1.17 0.87 0.63, 1.19 1.01 0.66, 1.53 1.05 0.69, 1.60

125.5–<134.5 1.39 0.80, 2.40 1.03 0.77, 1.40 1.11 0.81, 1.53 0.82 0.50, 1.34 0.80 0.49, 1.31

134.5–<140.5 0.63 0.33, 1.22 0.81 0.60, 1.10 0.95 0.69, 1.31 1.00 0.65, 1.55 1.08 0.70, 1.67

�140.5 0.79 0.42, 1.50 0.75 0.54, 1.05 0.76 0.53, 1.08 0.90 0.56, 1.43 0.89 0.56, 1.42

p for trend 0.40 0.09 0.19 0.63 0.63

Weight (pounds) at age
50 years

<124.5 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference

124.5–<134.5 1.11 0.64, 1.94 1.14 0.84, 1.55 1.24 0.90, 1.72 0.96 0.63, 1.46 1.02 0.67, 1.55

134.5–<145.5 0.80 0.46, 1.39 0.95 0.71, 1.27 0.94 0.68, 1.28 0.82 0.55, 1.22 0.91 0.61, 1.37

145.5–<160.5 0.73 0.39, 1.37 0.91 0.66, 1.26 0.93 0.64, 1.31 0.60 0.37, 0.98 0.59 0.36, 0.97

�160.5 0.80 0.41, 1.55 0.87 0.60, 1.25 0.85 0.58, 1.26 0.89 0.55, 1.45 0.86 0.53, 1.40

p for trend 0.31 0.25 0.20 0.34 0.26

* In never smokers, covariates included age (years—continuous), education (less than high school graduation, high school graduation, some

college, college graduation, or postcollege), ethnicity (White, Black, or other), use of hormone replacement therapy (never/ever), intakes of total

fat (g/day), fruits (servings/day), vegetables (servings/day), alcohol (drinks/week), and total calories (kcal/day) (all continuous), physical activity

(metabolic equivalents per week—continuous), height (cm), and study (Observational Study/Clinical Trial). Models for former smokers included

the additional variables pack-years of smoking (>0–<20, 20–<40, 40–<60, or �60), age at quitting smoking (<35, 35–44, 45–49, 50–54, 55–59,

or �60 years), and whether the participant had quit smoking because of a health problem (yes/no). Models for current smokers included pack-

years of smoking in addition to the variables listed above for never smokers.

yHR, hazard ratio; CI, confidence interval; BMI, body mass index.

zUnadjusted for smoking variables but adjusted for all other variables.

§ Adjusted for pack-years and age at quitting smoking in addition to all of the other covariates listed above.

{ Adjusted for pack-years of smoking in addition to all of the other covariates listed above.

# Measured weight (kg) divided by the square of measured height (cm)2.

** From the model including quintiles of BMI and waist circumference.

yy1 pound ¼ 0.45 kg.
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DISCUSSION

In this large cohort of postmenopausal women, baseline
BMI, weight, and waist circumference were inversely asso-
ciated with subsequent risk of lung cancer in current smok-
ers but not in never smokers or former smokers. However,
after mutual adjustment, BMI was inversely associated with
risk and waist circumference was positively associated with
risk in both current and former smokers. These associations

were unchanged following exclusion of women who re-
ported at baseline that their health was ‘‘poor’’ or of cases
diagnosed within 3 years of enrollment. Self-reported
weight at ages 18, 35, and 50 years showed no association
with lung cancer risk; however, weight gain between age 18
and baseline was inversely associated with risk in current
smokers.

Because smoking is a strong risk factor for lung cancer and
because smoking habits affect both body weight and body

TABLE 4. Multivariable-adjusted hazard ratios* for the association of body mass indexy, body mass index adjusted for waist

circumference, and waist circumference adjusted for body mass index with lung cancer among current and former smokers, by level of

smoking, in the Women’s Health Initiative, 1998–2006

No. of cigarettes
smoked per day
and quintile of
BMIz or WCz

No. of
cases

BMI WC-adjusted BMI BMI-adjusted WC

Current
smokers

Former
smokers

Current
smokers

Former
smokers

Current
smokers

Former
smokers

Current
smokers

Former
smokers

HRz 95% CIz HR 95% CI HR 95% CI HR 95% CI HR 95% CI HR 95% CI

5–14 85 138

1 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference

2 0.83 0.45, 1.53 1.45 0.82, 2.57 0.81 0.40, 1.63 1.45 0.74, 2.82 0.64 0.30, 1.35 0.68 0.33, 1.39

3 0.77 0.40, 1.50 0.93 0.49, 1.75 0.68 0.29, 1.62 0.86 0.38, 1.92 1.15 0.51, 2.56 1.23 0.59, 2.25

4 0.66 0.32, 1.37 0.72 0.36, 1.44 0.59 0.22, 1.63 0.63 0.24, 1.62 1.12 0.43, 2.96 0.93 0.39, 2.25

5 0.68 0.28, 1.62 1.70 0.91, 3.18 0.55 0.31, 1.44 1.31 0.47, 3.65 1.14 0.35, 3.73 1.31 0.48, 3.58

p for trend 0.25 0.31 0.28 0.79 0.67 0.47

15–24 178 248

1 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference

2 1.34 0.89, 2.01 0.78 0.50, 1.21 1.46 0.92, 2.32 0.77 0.46, 1.27 0.74 0.46, 1.20 1.03 0.61, 1.74

3 0.72 0.44, 1.17 0.78 0.50, 1.21 0.74 0.39, 1.41 0.77 0.44, 1.35 0.70 0.39, 1.26 1.07 0.60, 1.92

4 0.69 0.41, 1.15 0.97 0.64, 1.48 0.62 0.29, 1.32 0.88 0.48, 1.63 0.98 0.50, 1.90 0.87 0.45, 1.69

5 0.65 0.35, 1.21 0.74 0.46, 1.18 0.51 0.20, 1.32 0.52 0.25, 1.07 1.14 0.48, 2.67 1.61 0.79, 3.27

p for trend 0.02 0.48 0.10 0.18 0.94 0.27

25–34 71 113

1 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference

2 1.12 0.60, 2.08 0.69 0.33, 1.46 1.43 0.68, 2.99 0.56 0.25, 1.28 0.89 0.40, 1.95 1.16 0.47, 2.86

3 0.80 0.38, 1.70 0.85 0.43, 1.70 1.09 0.40, 2.98 0.61 0.26, 1.45 0.65 0.26, 1.64 1.78 0.70, 4.51

4 0.89 0.42, 1.88 1.24 0.64, 2.39 1.19 0.38, 3.73 0.86 0.33, 2.20 0.50 0.17, 1.48 1.64 0.58, 4.59

5 0.44 0.14, 1.32 1.08 0.54, 2.16 0.39 0.09, 1.80 0.76 0.26, 2.22 1.00 0.29, 3.48 1.60 0.51, 5.02

p for trend 0.13 0.34 0.45 0.99 0.57 0.41

�35 50 162

1 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference 1.00 Reference

2 0.58 0.23, 1.46 1.09 0.66, 1.78 0.42 0.14, 1.21 1.07 0.62, 1.86 1.33 0.45, 3.96 0.98 0.53, 1.80

3 0.70 0.28, 1.77 0.58 0.34, 1.01 0.22 0.06, 0.85 0.49 0.25, 0.96 0.89 0.22, 3.56 0.88 0.44, 1.77

4 1.10 0.47, 2.57 0.52 0.30, 0.92 0.19 0.05, 0.81 0.35 0.16, 0.75 4.69 1.20, 18.26 1.58 0.75, 3.31

5 0.60 0.22, 1.64 0.51 0.29, 0.90 0.09 0.02, 0.47 0.30 0.13, 0.71 8.85 1.75, 44.70 1.77 0.74, 4.21

p for trend 0.62 0.002 0.007 0.001 0.01 0.14

* Adjusted for age (years—continuous), education (less than high school graduation, high school graduation, some college, college graduation,

or postcollege), ethnicity (White, Black, or other), hormone replacement therapy (never/ever), intakes of total fat (g/day), fruits (servings/day),

vegetables (servings/day), alcohol (drinks/week), and total calories (kcal/day) (all continuous), physical activity (metabolic equivalents per week—

continuous), study (Observational Study/Clinical Trial), and years of smoking (seven levels). In models for former smokers, age at quitting

smoking (11 levels) was included.

yMeasured weight (kg) divided by the square of measured height (cm)2.

zBMI, body mass index; WC, waist circumference; HR, hazard ratio; CI, confidence interval.
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composition, observed associations with anthropometric var-
iables could be confounded by the effects of smoking. Re-
ported smoking habits showed a strong association with lung
cancer risk (for �60 pack-years of smoking vs. never smok-
ing, HR ¼ 22.7), and adjustment for smoking totally elimi-
nated an apparent association with alcohol consumption and
attenuated other associations. Adjustment for pack-years of
smoking had a modest effect on the estimates for BMI and
BMI adjusted for waist circumference but had a stronger
effect on the estimates for waist circumference adjusted for
BMI, reducing them toward the null value (table 3).

Studies that have assessed the validity of self-reports of
number of cigarettes smoked per day among current smok-
ers, particularly those that have compared self-reports with
numbers of cigarette butts collected daily, have indicated
that amount smoked is reported with a high degree of accu-
racy (28–31). Nevertheless, it is likely that there is some
measurement error in reporting of amount smoked, and
we cannot discount the possibility that the observed inverse
associations of BMI and BMI adjusted for waist circumfer-
ence with lung cancer are due, at least in part, to residual
confounding. Stram et al. (32) have shown that the residual

TABLE 5. Multivariate-adjusted hazard ratios* for the relation between change in weight

from age 18 years to baseline and risk of lung cancer, by smoking status, in the Women’s

Health Initiative (Observational Study only), 1998–2006

Weight change from age
18 years to baseline

No. of
casesy

Person-years
of follow-up

Hazard
ratio

95%
confidence
interval

Current smokers (n ¼ 202)

Weight loss of �10 pounds (�4.5 kg) 19 34,486 1.03 0.59, 1.80

Weight change of <10 pounds (6<4.5 kg) 53 78,514 1.00 Reference

Weight gain

10–<20 pounds (4.5–9 kg) 33 59,945 0.84 0.54, 1.33

20–<30 pounds (9.1–13.5 kg) 29 40,478 0.69 0.43, 1.10

�30 pounds (�13.6 kg) 64 112,615 0.63 0.43, 0.93

p for trend 0.009

Former smokers (n ¼ 431)

Weight loss of �10 pounds (�4.5 kg) 18 24,069 0.97 0.55, 1.71

Weight change of <10 pounds (6<4.5 kg) 63 94,449 1.00 Reference

Weight gain

10–<20 pounds (4.5–9 kg) 58 96,641 0.82 0.56, 1.21

20–<30 pounds (9.1–13.5 kg) 76 115,988 1.05 0.76, 1.50

�30 pounds (�13.6 kg) 216 336,250 0.76 0.56, 1.03

p for trend 0.09

Never smokers (n ¼ 120)

Weight loss of �10 pounds (�4.5 kg) 6 9,695 1.53 0.62, 3.80

Weight change of <10 pounds (6<4.5 kg) 23 32,929 1.00 Reference

Weight gain

10–<20 pounds (4.5–9 kg) 18 29,821 0.86 0.45, 1.64

20–<30 pounds (9.1–13.5 kg) 19 28,923 0.99 0.53, 1.84

�30 pounds (�13.6 kg) 54 85,725 0.76 0.45, 1.30

p for trend 0.24

* All models included age (years—continuous), education (less than high school graduation, high

school graduation, some college, college graduation, or postcollege), ethnicity (White, Black, or

other), use of hormone replacement therapy (never/ever), intakes of total fat (g/day), fruits

(servings/day), vegetables (servings/day), alcohol (drinks/week), and total calories (kcal/day)

(all continuous), and physical activity (metabolic equivalents per week—continuous). Models

for former smokers included the additional variables pack-years of smoking (>0–<20, 20–<40,

40–<60, or �60), age at quitting smoking (<35, 35–44, 45–49, 50–54, 55–59, or �60 years), and

whether the participant had quit smoking because of a health problem (yes/no). Models for

current smokers included pack-years of smoking in addition to the variables listed above for

never smokers.

yNumbers of cases were reduced because participants were asked about weight at age 18

years in the Observational Study only.
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confounding which results from high measurement error in
the smoking variable and a modest correlation (e.g., �0.25)
between a covariate and the true amount smoked can induce
a spurious association between the covariate and lung can-
cer risk, generating risk ratios in the range of 1.3–2.3. In our
data, however, the correlations of both BMI and BMI ad-
justed for waist circumference with cigarettes smoked per
day among current smokers were considerably weaker: r ¼
�0.03 and r ¼ �0.12, respectively. Furthermore, the hazard
ratio for the association between BMI adjusted for waist
circumference (highest quintile vs. lowest) and lung cancer
in current smokers was 0.40 (or 2.5, comparing the lowest
quintile with the highest). This suggests that residual con-
founding by amount smoked may not totally account for the
observed inverse association with BMI.

A second concern is that an association of BMI with lung
cancer risk may be due to preclinical weight loss among
women who later develop lung cancer. However, exclusion
of women whose health was reported as ‘‘poor’’ and of cases
diagnosed within the first 3 years of follow-up did not affect
the association.

A number of studies have provided some evidence of an
inverse association of BMI with lung cancer risk, particularly
in ever smokers (7, 8, 10, 12, 14, 18, 19, 21), in whom the vast
majority of lung cancer cases occur. Most investigators have
reported that the inverse association persisted after adjustment
for smoking habits (7, 8, 10, 12, 14, 19), and some, but not all,
cohort studies indicated that the inverse association persisted
after exclusion of cases diagnosed early in the follow-up pe-
riod (7, 9, 11, 12, 19). However, few studies have included
measurements of adiposity other than BMI and weight.

Both BMI and waist circumference provide simple yet
sensitive indicators of total and central adiposity in adult
women (33), and both measures have been shown to con-
tribute independently to the prediction of nonabdominal,
abdominal, and visceral fat (34). However, the interrelations
between these variables and smoking are complex and are
subject to change over time. Smokers who quit smoking
tend to gain weight, and former smokers tend to have higher
BMIs than never smokers and current smokers (35, 36).
Current smokers tend to have lower BMIs than never smok-
ers (37–39) but appear to have increased central adiposity
(36, 40–44), a phenomenon which has been referred to as
the low-BMI–high-waist-circumference paradox (41). In
addition to the divergence of BMI and waist circumference
in current smokers, BMI may also have serious limitations
as a valid measure of adiposity in current smokers, because
weight loss associated with smoking may be due to a reduc-
tion in lean mass rather than fat mass, a distinction which
BMI may not fully capture (44).

Our results suggest that, in both current and former smok-
ers, the inverse association of BMI with lung cancer was
strengthened after adjustment for waist circumference. Fur-
thermore, waist circumference was positively associated
with lung cancer risk in both current and former smokers
after controlling for BMI. These results are similar to those
of Olson et al. (14), who found an inverse association for
BMI and a positive association for waist circumference
(each controlled for the other). The finding that BMI and
waist circumference must be considered jointly may explain

some of the inconsistency in the results of previous epide-
miologic studies that considered only BMI.

Lipophilic carcinogens present in tobacco smoke, such as
polycyclic aromatic hydrocarbons, are believed to initiate
cancer by forming DNA adducts (45), and DNA adduct
levels may provide a measure of biologically effective dose
(46). In addition, lipophilic aromatic compounds derived
from tobacco smoke may accumulate in adipose tissue
(47). Three studies that measured DNA adduct levels in
peripheral blood found an inverse association between
BMI and levels of DNA adducts (48–50). In conjunction
with the results of epidemiologic studies, these findings
suggest that both body habitus and body composition may
affect lung cancer risk in smokers, possibly through their
effect on storage, mobilization, and metabolism of tobacco
smoke carcinogens.

In view of the interrelations between smoking, anthropo-
metric measures, and cancer risk, it is of interest that, similar
to the literature on BMI and lung cancer, an inverse associ-
ation of BMI with other smoking-related cancers has also
been reported (51–53).

Our finding of a positive association of height with lung
cancer risk, which was limited to never smokers, is diffi-
cult to interpret. Few investigators have examined this
association (10, 11), and none that we know of presented
results stratified by smoking status. In a case-control
study, Goodman and Wilkens (10) reported a borderline
positive association of height with lung cancer in women
but not in men. In view of the large number of comparisons
made in our analysis, this finding should be interpreted
cautiously.

Strengths of the present study include the relatively large
number of cases, the detailed information collected on
a wide range of potential risk factors (including measure-
ment of height, weight, and hip and waist circumferences at
baseline in the entire WHI cohort), and the completeness of
follow-up. Although several previous studies have had data
on self-reported weight at age 18 or 20 years (6, 10, 11, 14,
19) as well as on weight at baseline (cohort studies) or
weight prior to diagnosis (case-control studies), the present
study is the first to have included data on weight at multiple
points in time throughout adulthood. More importantly, few
researchers have presented data on indices of adiposity other
than weight and BMI (11, 13, 14).

The WHI questionnaire required ever smokers to select
one of seven levels of frequency of cigarette smoking and
one of seven levels of duration of smoking and required
former smokers to select one of 11 levels of age at quitting.
These categorizations assessed a wide range of exposure to
cigarette smoke, enhancing the ability to detect associations.

This study had a number of limitations. The WHI ques-
tionnaire did not elicit information on certain aspects of
smoking behavior that have been shown to improve the pre-
diction of tobacco smoke exposure (i.e., measures of habit-
uation and type of cigarette smoked) (28). In addition, data
on certain variables were available only for the WHI Obser-
vational Study (e.g., weight earlier in life, questions about
weight loss), and therefore numbers of cases, particularly in
never smokers, were somewhat limited for some analyses.
Furthermore, information on weight earlier in life was
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obtained by self-report, and recall of weight in the distant
past may be inaccurate; however, it is unlikely to have been
recalled with different degrees of accuracy by women who
subsequently became cases and those who did not. Finally,
another important limitation was the lack of information
on the histologic types of lung cancer diagnosed in WHI
participants.

In conclusion, in a large prospective cohort study of post-
menopausal women, baseline BMI, BMI adjusted for waist
circumference, weight, and weight gain from age 18 years to
baseline showed inverse associations with lung cancer risk
in current smokers, whereas waist circumference showed
a positive association, after results were controlled for
BMI. In former smokers, only BMI adjusted for waist cir-
cumference showed an inverse association with lung cancer,
and waist circumference adjusted for BMI was positively
associated with risk. In never smokers, only height showed
a borderline positive association with lung cancer. Our find-
ings suggest that both body habitus and body composition
may affect lung cancer risk in smokers, possibly through
their effect on storage, mobilization, and metabolism of
tobacco smoke carcinogens.
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1980;9:534–43.

39. Fehily AM, Phillips KM, Yarnell JWG. Diet, smoking, social
class, and body mass index in the Caerphilly Heart Disease
Study. Am J Clin Nutr 1984;40:827–33.

40. Seidell JC, Cigolini M, Deslypere J-P, et al. Body fat distri-
bution in relation to physical activity and smoking habits in
38-year-old European men. Am J Epidemiol 1991;133:
257–65.

41. Jee SH, Lee SY, Nam CM, et al. Effect of smoking on the
paradox of high waist-to-hip ratio and low body mass index.
Obes Res 2002;10:891–5.

42. Akbartabaartoori M, Lean ME, Hankey CR. Relationships
between cigarette smoking, body size, and body shape. Int J
Obes (Lond) 2005;29:236–43.

43. Leite MLC, Nicolosi A. Lifestyle correlates of anthropometric
estimates of body adiposity in an Italian middle-aged and el-
derly population: a covariance analysis. Int J Obes 2006;30:
926–34.

44. Canoy D, Wareham N, Luben R, et al. Cigarette smoking
and fat distribution in 21,828 British men and women: a
population-based study. Obes Res 2005;13:1466–75.

45. Hall M, Grover PL. Polycyclic aromatic hydrocarbons:
metabolism, activation and tumor initiation. In: Copper CS,
Grover PL, eds. Chemical carcinogenesis and mutagenesis.
Vol 1. New York: Raven Press, 1990:327–72.

46. Vineis P, Perera F. DNA adducts as marker of exposure to
carcinogens and risk of cancer. Int J Cancer 2000;88:
325–8.

47. Obana H, Hori S, Kashimoto T, et al. Polycyclic aromatic
hydrocarbons in human fat and liver. Bull Environ Contam
Toxicol 1981;27:23–7.

168 Kabat et al.

Am J Epidemiol 2008;168:158–169



48. Godschalk RWL, Feldker DEM, Borm PJA, et al. Body mass
index modulates aromatic DNA adduct levels and their per-
sistence in smokers. Cancer Epidemiol Biomarkers Prev 2002;
11:790–3.

49. Rundle A, Madsen A, Orjuela M, et al. The association between
benzo[a]pyrene-DNA adducts and body mass index, calorie
intake and physical activity. Biomarkers 2007;12:123–32.

50. Palli D, Vineis P, Russo A, et al. Diet, metabolic polymor-
phisms and DNA adducts: the EPIC-Italy cross-sectional
study. Int J Cancer 2000;87:444–51.

51. Franceschi S, Dal Maso L, Levi F, et al. Leanness as an early
marker for cancer of the oral cavity and pharynx. Ann Oncol
2001;12:331–6.

52. Kabat GC, Chang CJ, Wynder EL. The role of tobacco, alcohol
use, and body mass index in oral and pharyngeal cancer. Int J
Epidemiol 1994;23:1137–44.

53. Smith M, Zhou M, Whitlock G, et al. Esophageal cancer and
body mass index: results from a prospective study of 220,000
men in China and a meta-analysis of published studies. Int J
Cancer 2008;122:1604–10.

BMI, Waist Circumference, and Lung Cancer Risk 169

Am J Epidemiol 2008;168:158–169


