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Abstract

Background: Nearly two thirds of reproductive-aged women in the United States are currently overweight or
obese, placing them at elevated risk for adverse health outcomes. This study identifies factors associated with
transition in body mass index (BMI) category to overweight or obesity status over a 2-year period among women
of reproductive age.
Methods: Data were collected in the Central Pennsylvania Women’s Health Study (CePAWHS), a longitudinal
cohort study of reproductive-aged women. Participants were 689 women with normal or overweight BMI at
baseline who were not pregnant at either baseline or 2-year follow-up. Separate multiple logistic regression
analyses were estimated to model adverse change in weight category for women who were normal weight at
baseline and to model transition to obesity among women who were overweight at baseline.
Results: Among women of normal weight at baseline, 18% became overweight or obese by follow-up; 25% of
women overweight at baseline became obese. In multiple regression analyses, low physical activity at baseline
was significantly associated with a 2-fold elevation in the odds of transitioning from normal BMI to overweight/
obesity (odds ratio [OR] 2.11, 95% confidence interval [CI] 1.06-4.20), as was having an interim live birth (OR
2.75, 95%CI 1.27-5.95). In contrast, demographics (lower education, younger age) were the only significant
predictors of transition from overweight to obesity.
Conclusions: Meeting physical activity guidelines should be encouraged among normal weight women of
reproductive age as well as those who are overweight or obese, as low physical activity is a risk for transitioning
from normal to overweight status. Younger overweight women are particularly at risk for transition to obesity.

Introduction

Nearly two thirds of reproductive-aged women in
the United States are currently overweight or obese.1

Obesity and overweight status put women at elevated risk for
a myriad of adverse health outcomes, including cardiovas-
cular disease, diabetes, kidney disease, and obesity-related
cancers.2,3 These women are also more likely to develop
pregnancy complications, such as gestational diabetes, hy-
pertensive disorders of pregnancy, and cesarean section de-
livery.4,5 Transitions from normal weight status to overweight
and obesity and from overweight to obesity in midlife have
also been associated with adverse health outcomes, including
an increased likelihood of developing major chronic physical
conditions, such as cancer, coronary heart disease, diabetes,

and metabolic syndrome,6–8 as well as higher risks of mental
impairment, including cognitive decline and dementia.6,9 In-
creased risk of mortality overall and due to coronary heart
disease, cardiovascular disease, and cancer have also been
linked to weight gain among women aged 30–55 years.10

Numerous professional groups, including the Institute of
Medicine (IOM)11 and the Centers for Disease Control and
Prevention (CDC)12 have stressed the importance of entering
pregnancy within the normal weight status and have identi-
fied lifestyle counseling and intervention before pregnancy as
key strategies for moderating weight and reducing long-term
weight gain in women.

Although there is consensus that promotion of healthy
weight status among reproductive-aged women is necessary
and important,12,13 little is known about the factors that
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influence the progression from normal weight status to
overweight and obesity in this population. Dietary intake and
physical activity levels are identified as primary proximate
determinants of weight status, and a range of characteristics
has been shown to influence these behaviors and, in turn, to
affect body weight trajectories among women in their repro-
ductive years. For example, previous research highlights the
importance of mental health-related factors, including per-
ceived psychosocial stress14,15 and depression,16 in the de-
velopment and persistence of adverse health behaviors that
affect weight. A number of sociodemographic characteristics,
including educational attainment,17 income,18 and race/
ethnicity,1 have also been shown to significantly affect
weight-related behavior and to increase the prevalence of
overweight and obesity over time.

We use data from a longitudinal study of reproductive-
aged women to identify predictors of transition in BMI cate-
gory to overweight or obesity status over a 2-year period.
Based on the previous literature and reproductive life
stage,1,14–18 the predictors considered include socio-
demographics, health behaviors associated with weight,
psychosocial factors, and reproductive history. Because
baseline weight has been found to be important in previous
weight gain research,15,19,20 body mass index (BMI) transi-
tions are examined separately based on initial weight status
for two groups of reproductive-aged women: (1) transition to
overweight or obese status among women who have a normal
BMI at baseline and (2) transition to obesity among women
who are overweight at baseline.

Materials and Methods

Study design and sample

As shown in Figure 1, data come from women who par-
ticipated in both the baseline and 2-year follow-up (n = 1420)
waves of the Central Pennsylvania Women’s Health Study
(CePAWHS). The baseline random-digit dial survey was
conducted between September 2004 and March 2005. Parti-
cipants were reinterviewed at the 2-year anniversary of the
baseline interview. All women were between the ages of 18
and 45 at baseline. The baseline sample (n = 2002) was highly
representative of the target population with regard to socio-
demographics.21 Ninety percent of baseline respondents
consented to be contacted for follow-up. Among these, a 79%
follow-up response rate was attained, with nonresponse due
mainly to failure to locate; only 5% of those contacted refused
to be interviewed.22 Participants in the follow-up survey were
compared to nonparticipants, and women who were older at
baseline (aged 35–45), college-educated, married or cohabi-
tating, not in poverty, and non-Hispanic white were more
likely to participate in the follow-up survey.21,22 Additional
details of the study design, response rates, and sample rep-
resentativeness have been published previously.21,22 The
study was approved by the Institutional Review Board at the
Pennsylvania State College of Medicine.

Because we were interested in the effect of pregnancy on
weight category transitions, the sample is limited to women
with reproductive capacity at baseline (n = 1023). To ensure
that BMI is based on nonpregnant weight, the final analytic
sample includes 689 women who were not pregnant at either
the baseline or follow-up interview and had normal or over-
weight BMI at baseline. Because this analysis focuses on those

undergoing adverse change in BMI category, we excluded
respondents who were obese at baseline, and underweight
women were excluded because there were too few for analysis
(n = 16).

Measures

Dependent variables. BMI (calculated from reported
weight and height as weight in kilograms divided by height in
meters squared23) was ascertained at both baseline and fol-
low-up so that BMI change could be measured. Self-reported
height and weight have been found to accurately represent
BMI abstracted from medical records for reproductive-aged
women.24 The dependent variables are (1) change in BMI from
normal (BMI range 18.5–24.9) at baseline to overweight or
obese (BMI ‡ 25.0) at follow-up and (2) change in BMI from
overweight (BMI range 25.0–29.9) at baseline to obese (BMI
‡ 30.0) at follow-up. Note that there were too few women
(n = 4) who transitioned from normal weight at baseline to
obesity at follow-up for separate analysis of that adverse
transition; thus, they are combined with women who became
overweight at follow-up. Both dependent variables are scored
as dichotomies (i.e., change did occur or change did not
occur).

Independent variables. The independent variables were
measured in the baseline interview. Sociodemographics in-
clude age in years, education level, poverty status, and race/

FIG. 1. Characteristics of the analytic sample, n = 689.
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ethnicity. Poverty status is computed based on household
income and composition according to federal poverty stan-
dards, and in the analyses, those in poverty ( < 100% of the
federal poverty level) and near poverty (between 100% and
200% of the federal poverty level) were grouped together and
contrasted with those with higher household incomes. Of
respondents in the analytic sample, 11% did not report
household income and are, therefore, coded as poverty status
unknown. Not reporting income could reflect sensitivity
about disclosing this information (which could be present at
all income levels) or lack of awareness of the family financial
situation. Based on previous research, older age, lower edu-
cation, lower income, and nonwhite race are expected to be
associated with greater weight gain.17

Health behaviors likely to be associated with less risk of
weight gain include fruit and vegetable consumption and
physical activity levels meeting the guidelines.25,26 Fruit and
vegetable intake was dichotomized as either < 1 or ‡ 1 serv-
ings per day. Physical activity was categorized as either
meeting or not meeting exercise recommendations of 30
minutes of moderate to strenuous physical activity on most, if
not all, days of the week. Cigarette smoking increases energy
expenditure and reduces appetite and is, therefore, associated
with relatively lower body weight.27 Cigarette smoking status

was dichotomized as either currently smoking or nonsmok-
ing. The measures of these behaviors are based on the Beha-
vioral Risk Factor Surveillance System (BRFSS) and have been
described in additional detail in prior publications.21

Psychosocial factors include the Psychosocial Hassles Scale,
a 12-item scale measuring the degree to which common has-
sles (such as money worries, problems with friends) were
perceived as stressful during the past 12 months,28 and De-
pressive Symptoms, a 6-item scale measuring high risk for
psychological distress, particularly depression.29 Both high
stress and depressive symptoms are expected to be associated
with greater weight gain.14–15,19,30

Reproductive history is relevant to weight gain because
pregnancy weight gain may persist postpartum, and succes-
sive pregnancies may have a cumulative effect on weight
status.11 A covariate is included in our analyses to indicate
whether or not the woman had a live birth during the 2-year
follow-up period.

Statistical analyses

Bivariate associations between independent and depen-
dent variables were examined using chi-square tests or anal-
ysis of variance (ANOVA) (with post-hoc tests if necessary)

Table 1. Behavioral, Psychosocial, Reproductive, and Demographic Characteristics

of Reproductive-Aged Women by Baseline Body Mass Index (n = 689)

Normal BMI at baseline (n = 435) Overweight at baseline (n = 254)
p value

for differencen % n %

Demographics
Age (mean), years 32.8 33.4 0.37
Race/ethnicity

Nonwhite race/ethnicity 32 7.4 15 5.9 0.45
White, non-Hispanic 400 92.0 239 94.1

Education
£ High school 308 70.8 189 74.4 0.31
> High school 127 29.2 65 25.6

Poverty status
In poverty/near poverty 85 19.5 55 21.7 0.26
Not in poverty 295 67.8 177 69.7
Unknown 55 12.6 22 8.7

Health behaviors
Fruit Consumption

< 1 serving daily 269 61.8 146 57.5 0.26
‡ 1 serving daily 166 38.2 108 42.5

Vegetable consumption
< 1 serving daily 243 55.9 146 57.5 0.68
‡ 1 serving daily 192 44.1 108 42.5

Physical activity level
< 30 minutes most days 313 72.0 203 80.0 0.02
‡ 30 minutes most days 122 28.0 51 20.1

Cigarette Smoking
Current smoker 78 17.9 51 20.1 0.49
Not current smoker 357 82.1 203 79.9

Psychosocial factors
Psychosocial Hassles Scale

High stress 173 39.8 132 52.0 < 0.01
Low stress 262 60.2 122 48.0

Depressive symptoms
High 58 13.3 48 18.9 0.05
Low 376 86.4 206 81.1

Interim live birth 40 9.2 25 9.8 0.79
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and logistic regression analysis. Independent variables were
examined for multicollinearity. Multiple logistic regression
analysis was then used to model adverse change in weight
category for two subsamples: women who were normal
weight at baseline and women who were overweight at
baseline. Variables conceptually regarded as potentially re-
lated to weight gain based on previous research were in-
cluded in the models. All analyses were conducted using SAS
version 9.1 statistical software.

Results

Eighteen percent of those who were normal weight at
baseline (78 of 435) transitioned to overweight or obese status
at follow-up; 25% of those were overweight at baseline (63 of
254) transitioned to obese status at follow-up. Table 1 com-
pares demographic, behavioral, psychosocial, and reproduc-

tive characteristics of women in the sample who had normal
BMI at baseline with those who were overweight at baseline.
The groups were roughly equivalent with respect to many of
these characteristics. Women who were overweight at base-
line were, however, significantly more likely than normal
weight women to report physical activity below the re-
commended level of 30 minutes or more on most days of the
week (80.0% vs. 72.0%, p = 0.02).25,26 They were also more
likely to experience high levels of stress as measured by the
Psychosocial Hassles Scale (52.0% vs. 39.8%, p < 0.01) and to
report a high level of depressive symptoms (18.9% vs. 13.3%,
p = 0.05).

Table 2 presents bivariate associations, quantifying the
unadjusted association of each independent variable with
adverse BMI transition using logistic regression models to
generate odds ratios (ORs). At baseline, among women with
normal BMI, significant associations were observed between

Table 2. Bivariate Relationships Among Behavioral, Psychosocial, Reproductive,

and Demographic Characteristics and Adverse Body Mass Index Category Transition

Normal BMI at baseline (n = 435) Overweight at baseline (n = 254)
Unadjusted OR for overweight

or obese transition
Unadjusted OR for

obese transition
OR (95% CI) OR (95% CI)

Demographics
Age, years

18–24 1.50 (0.79-2.83) 2.98 (1.31-6.81)
25–34 1.10 (0.63-1.93) 1.65 (0.87-3.13)
35–45 Reference Reference

Race/ethnicity
Nonwhite race/ethnicity 1.34 (0.56-3.23) 2.86 (0.99-8.23)
White, non-Hispanic Reference Reference

Education
£ High school 1.18 (0.70-2.00) 2.04 (1.10-3.78)
> High school Reference Reference

Poverty status
In poverty/near poverty 1.17 (0.65-2.13) 1.64 (0.83-3.21)
Poverty unknown 0.44 (0.17-1.15) 2.09 (0.82-5.35)
Not in poverty Reference Reference

Health behaviors
Fruit Consumption

< 1 serving daily 1.60 (0.94-2.72) 0.83 (0.47-1.47)
‡ 1 serving daily Reference Reference

Vegetable consumption
< 1 serving daily 1.42 (0.86-2.35) 1.07 (0.60-1.91)
‡ 1 serving daily Reference Reference

Physical activity level
< 30 minutes most days 2.45 (1.27-4.71) 1.52 (0.60-2.62)
‡ 30 minutes most days Reference Reference

Cigarette smoking
Not current smoker 0.67 (0.37-1.22) 1.45 (0.68-3.09)
Current smoker Reference Reference

Psychosocial factors
Psychosocial Hassles Scale

High stress 1.89 (1.15-3.09) 1.32 (0.74-2.34)
Low stress Reference Reference

Depressive symptoms
High 1.93 (1.02-3.65) 1.32 (0.66-2.66)
Low Reference Reference

Interim live birth
Yes 1.88 (1.00-3.55) 0.77 (0.30-1.98)
No Reference Reference

CI, confidence interval; OR, odds ratio.
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adverse BMI transition and a number of characteristics, in-
cluding elevated psychosocial stress (OR 1.89, 95% confidence
interval [CI] 1.15-3.09) and depressive symptoms (OR 1.93,
95% CI 1.02-3.65), low physical activity level (OR 2.45, 95% CI
1.27-4.71), and experiencing a live birth in the follow-up in-
terval (OR 1.88, 95% CI 1.00-3.55). A different pattern is seen
among overweight women such that significant associations
are observed only for demographic factors including lower
education (OR 2.04, 95% CI 1.10-3.78) and younger age (18–24
years vs. 35–45 years) (OR 2.98, 95% CI 1.31-6.81).

Results of multiple logistic regression analysis modeling
transition from normal BMI to overweight or obesity at
follow-up are shown in Table 3. Controlling for other cov-
ariates, physical activity below the recommended level re-
mains independently associated with a 2-fold elevation in the
odds of transitioning to overweight/obesity (adjusted OR

[AOR] 2.11, 95% CI 1.06-4.20). Women who had a live birth in
the interval had over twice the odds of experiencing an ad-
verse BMI transition compared to women who did not have
an interval birth (AOR 2.75, 95% CI 1.27-5.95).

Table 4 shows the results of multiple logistic regression
analysis modeling transition from overweight status at base-
line to obesity. Consistent with the bivariate analyses, in this
group demographic factors are most important. Significantly
increased risk of transition to obesity is seen for those with
lower education (AOR 2.07, 95% CI 1.04-4.12). Women aged
18–24 years (AOR 2.91, 95% CI 1.16-7.32) were more likely
than older women to transition from overweight to obesity
status. Despite high levels of psychosocial stress and depres-
sive symptoms among overweight women at baseline, neither
these nor other independent variables were associated with
transition to obesity over the 2-year follow-up period.

Table 3. Results of Multiple Regression Analyses

Modeling Transition from Normal Body

Mass Index to Overweight or Obesity

Among Reproductive-Aged Women (n = 426)

Adjusted odds ratio 95% CI

Demographics
Age, years

18–24 1.01 0.48-2.12
25–34 0.79 0.43-1.44
35–45 Reference

Race/ethnicity
Nonwhite 0.91 0.34-2.46
White, non-Hispanic Reference

Education
£ High school 1.16 0.63-2.14
> High school Reference

Poverty status
In poverty/near poverty 1.00 0.51-1.98
Poverty status unknown 0.37 0.13-1.06
Not in poverty Reference

Health behaviors
Fruit consumption

< 1 serving daily 1.26 0.70-2.28
‡ 1 serving daily Reference

Vegetable consumption
< 1 serving daily 1.28 0.74-2.23
‡ 1 serving daily Reference

Physical activity level
< 30 minutes most days 2.11 1.06-4.20
‡ 30 minutes most days Reference

Cigarette smoking
No 1.00 0.51-2.00
Yes Reference

Psychosocial factors
Psychosocial Hassles Scale

High stress 1.65 0.95-2.88
Low stress Reference

Depressive symptoms
High 1.49 0.73-3.06
Low Reference

Interim birth
Yes 2.75 1.27-5.95
None Reference

The Hosmer Lemeshow goodness-of-fit test p value was 0.4193 (no
misfit detected). The p value for the likelihood ratio test for overall
model predictiveness was 0.0137, and c-statistic was 0.68.

Table 4. Results of Multiple Regression Analyses

Modeling Transition from Overweight to Obesity

Among Reproductive-Aged Women (n = 254)

Adjusted odds ratio 95% CI

Demographics
Age, years

18–24 2.91 1.16-7.32
25–34 1.97 0.98-3.93
35–45 Reference

Race/ethnicity
Nonwhite 2.85 0.88-9.12
White, non-Hispanic Reference

Education
£ High school 2.07 1.04-4.12
> High school Reference

Poverty status
In poverty/near poverty 1.25 0.59-2.64
Poverty status unknown 1.60 0.58-4.42
Not in poverty Reference

Health behaviors
Fruit consumption

< 1 serving daily 0.60 0.32-1.14
‡ 1 serving daily Reference

Vegetable consumption
< 1 serving daily 0.94 0.50-1.78
‡ 1 serving daily Reference

Physical activity level
< 30 minutes most days 1.38 0.60-3.18
‡ 30 minutes most days Reference

Cigarette smoking
No 1.88 0.81-4.34
Yes Reference

Psychosocial factors
Psychosocial Hassles Scale

High stress 1.47 0.78-2.79
Low stress Reference

Depressive symptoms
High 1.02 0.46-2.26
Low Reference

Interim birth
Yes 0.38 0.12-1.25
None Reference

The Hosmer Lemeshow goodness-of-fit test p value was 0.4114 (no
misfit detected). The p value for the likelihood ratio test for overall
model predictiveness was 0.0392, and c-statistic was 0.68.
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Discussion

This study examined transitions to overweight and obesity
among reproductive-aged women. Several predictors of ad-
verse transitions over a 2-year follow-up period were identi-
fied. Among women who were in the normal BMI category
at baseline, physical activity levels lower than those re-
commended by the guidelines25,26 more than doubled the
odds of becoming overweight, as did experiencing a live birth
in the follow-up interval. Among women who were over-
weight at baseline, only lower educational level and younger
age were associated with transition to the obese category.
These findings suggest that the determinants of transitioning
from normal weight to overweight and from overweight to
obesity in the short term among women of reproductive age
are not the same, and they illustrate the need to identify the
important behavioral and psychological factors that increase
women’s risk of transitioning to obesity.

The finding that younger women are more likely than older
women to transition from overweight to obesity is consistent
with previous longitudinal studies of weight gain. For
example, Williamson et al.31 examined weight gain and inci-
dence of overweight in a 10-year follow-up of the population-
representative cohort of US adults in the First National Health
and Nutrition Examination Survey Epidemiologic Follow-up
Study. They found that the absolute gain in BMI declined with
increasing age, and the incidence of major weight gain was
greatest in women and men 25–34 years of age. Younger
women in their study who were already overweight at base-
line had the highest incidence of major weight gain. In a
similar study conducted in Finland, Rissanen et al.32 found
that the incidence of substantial weight gain over approxi-
mately 5 years was highest among those 20–29 years of age at
the baseline assessment. Lewis et al.33 analyzed weight trends
among black and white participants in the Coronary Artery
Risk Development in Young Adults (CARDIA) study, using
linear, mixed-model regression to partition weight gain into
gain associated with age and gain associated with secular
trends. The largest age-related increases in weight occurred in
the youngest age groups for both women and men. The au-
thors hypothesized that physical activity and energy expen-
diture levels tend to decrease sharply after the teenage years,
although caloric intake remains steady, which results in
weight gain. Recognition of increased body weight over the
early adult years may eventually lead people to cut back on
their energy intake, resulting in a return to energy balance by
their 30s.33

Whereas some previous research has examined changes in
weight or BMI scores over time,14–16,19,34,35 this study exam-
ined transition in BMI categories. This may be more clinically
relevant, as clinical guidelines use BMI categories to deter-
mine who should be screened for diabetes,36 how optimal
cardiovascular health is defined,37 and whom and how in-
tensively to counsel about weight loss interventions.38

Moreover, transition into a less favorable BMI category is
associated with excess disease risk for hypertension, high
cholesterol, diabetes, and obesity-related cancers,6–8 as well as
subsequent declines in cognitive functioning.6,9 In terms of
preconception health, women who are overweight or obese
have increased risk for a myriad of pregnancy complications
and adverse outcomes and should be counseled accordingly.
Overweight and obese women who become pregnant also

need to be counseled about the newest IOM guidelines for the
BMI-specific gestational weight gain goals because excessive
prenatal weight gain elevates the risk for numerous maternal
and infant complications, and it independently predicts short-
term and long-term postpartum weight retention.11 Prevent-
ing such transitions in BMI categories is, therefore, an
important goal,39 and identifying the predictors of such
transitions can be used to identify those at risk of a transition
to worse BMI status.

Although this study of adverse transition in BMI category
has many strengths, including its prospective design, several
limitations should be noted. One limitation is reliance on self-
reported height and weight for the computation of BMI. To
the extent that self-report is biased, misclassification of some
respondents’ BMI category could occur. In the general U.S.
population, there is evidence that self-report underestimates
obesity prevalence.40 Among U.S. women, studies show they
tend to overreport their height from 0.04 to 2.53 cm and to
underreport their weight from 0.56 to < 2 kg.41,42 These find-
ings suggest that women may be misclassified into lower BMI
categories based on self-reported height and weight; one in-
ternational estimate is that 8.9% of North American females
are categorized too low based on self-report.43 Among wo-
men of reproductive-age, however, the target population for
this analysis, self-reported height and weight have been found
to accurately represent BMI abstracted from medical re-
cords.24 Thus, the degree of bias, if any, in BMI classifications
in this study is unknown, and future studies based on mea-
sured BMI category would be helpful. Future research ex-
amining short-term weight change might also consider
additional analyses using as the definition of change a defined
amount of change in weight, as this would include women
who began at the lower end of their weight category and
moved to the upper limit of their weight category in the
changed category, as well as those who moved into the next
category if they had a large increase in weight. Another lim-
itation of the present study is that the dataset did not include
weight history or sufficient information about weight gain
during past and interim pregnancies to account for these
factors in analyses. Also, both the sample and target popula-
tions are predominantly white, so finding only marginally
significant effects of race/ethnicity for one transition group
may reflect insufficient numbers of minority women in the
sample. Finally, we have follow-up data over a 2-year time
span but cannot examine longer term weight gain.

Our study has several important implications. First, we
found that normal weight, reproductive-aged women who
are not engaging in recommended levels of physical activity
are at risk for becoming overweight or obese. Current U.S.
Preventive Services Task Force guidelines recommend that
after screening all adults for obesity, intensive counseling
should be offered to obese patients about lifestyle modifica-
tions, including increasing physical activity.38 However, our
findings suggest that engaging in recommended levels of
physical activity may offer women protection against transi-
tioning from normal weight to overweight status. Thus, an
important public health recommendation may be that this
counseling should be extended to nonobese women as a
strategy for preventing obesity development among women
of childbearing age. Second, adverse BMI transitions are
common among normal weight women who experience a live
birth. It is important that these women receive counseling

708 HILLEMEIER ET AL.



about appropriate pregnancy weight gain, strategies for
postpartum weight loss, and adopting and maintaining
physical activity levels consistent with recommended guide-
lines. Third, overweight reproductive-aged women with
lower educational levels require monitoring for obesity risk.
Lower educational levels could be associated with less
awareness of the importance of weight status for future health
and of the health behaviors that are likely to prevent obesity,
such as meeting physical activity guidelines. Fourth, because
younger overweight women are at higher risk for transition to
obesity in this study and other research,31–33,44 it should not be
assumed that younger age is protective. Rather, counseling
interventions to promote healthy weight-related behaviors
should also target younger women of reproductive age.

Conclusions

Our findings highlight that transition into less favorable
weight categories in reproductive-aged women occurs com-
monly and quickly. Taking the reproductive life stage context
into account is an important aspect of monitoring and ad-
dressing adverse weight transitions among women, as these
transitions will have deleterious effects on women’s long-term
health and on the risk of adverse pregnancy outcomes if
pregnancy occurs. Maintaining recommended physical ac-
tivity levels should be encouraged among normal weight
women of reproductive age as well as those who are over-
weight or obese, as low physical activity is a risk for transi-
tioning from normal to overweight status.
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