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Abstract
Objective—To assess the mortality experience of participants in the Third Harvard Growth
Study (1922-1935) who provided ≥8 years of growth data.

Study design—A total of 1877 participants provided an average of 10.5 body mass index
measurements between age 6 and 18 years. Based on these measurements, the participants were
classified as ever overweight or ever >85th percentile for height in childhood. Age at peak height
velocity was used to indicate timing of overweight relative to puberty. Relative risks of all-cause
and cause-specific mortality according to measures of childhood growth were estimated using Cox
proportional hazards survival analysis.

Results—For women, ever being overweight in childhood increased the risks of all-cause and
breast cancer death; the risk of death from ischemic heart disease was increased in men. Men with
a first incidence of overweight before puberty were significantly more likely to die from ischemic
heart disease; women in the same category were more likely to die from all causes and from breast
cancer.

Conclusion—We find evidence of long-term effects of having ever been overweight, with some
evidence that incidence before puberty influences the pattern of risk.

Obesity in early life may represent a critical period for the initiation of disease processes,
which affect chronic disease and longevity in adulthood. Given the tendency for obesity to
track from childhood in adulthood,1 the increasing prevalence of obesity in the United States
and elsewhere is especially concerning.2 The consequences of overweight in childhood are
both immediate and long term.3

Although the relationship between adult obesity and mortality is well established, less is
known about the long-term health effects of childhood obesity. A recent systematic review
of the relationship between early body mass index (BMI) and risk of coronary heart disease
(CHD) concluded that BMI measurement at any time between 7 and 30 years of age was
positively related to CHD risk.4 Another systematic review by Lloyd et al5 concluded that
the associations seen between childhood obesity and CHD risk are related to the tracking of
BMI from childhood to adulthood. Cancer, the second-leading cause of death after CHD,
also has been linked to body weight in adults at several specific sites.6-8 Patterns of
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childhood growth, especially those that affect final height, are associated with adult cancer
risk.9,10 In adult women, higher relative weight is associated with a reduced risk of
premenopausal breast cancer, and higher BMI and greater adult weight gain are associated
with an increased risk of post-menopausal breast cancer.11 Previous studies in younger
women have found inverse associations between fatness and the risk of premenopausal
breast cancer independent of adult BMI,12,13 suggesting a long-term protective effect. For
ovarian cancer, the results are less consistent, with some, but not all, studies suggesting an
association between BMI in early adulthood and increased risk of ovarian cancer.14 An
association between BMI earlier in life and risk of ovarian cancer has not yet been
examined.

By necessity, much of the literature on long-term outcomes relies on historical cohort
studies that typically have estimated disease endpoints in relation to a single measure of
weight in childhood and thus are not suited to elucidating such measures as timing of first
onset of overweight in childhood or timing of maturation. We investigated the association
between growth during childhood and the risk of mortality from several causes in a
historical cohort of 1877 men and women with available annual measurements of height and
weight throughout childhood.

Methods
The Third Harvard Growth Study was a longitudinal study of the physical and mental
growth of more than 3000 schoolchildren conducted between 1922 and 1935 by the Harvard
School of Education.15 The study subjects were first- and second-grade public school
children from three middle-class cities north of Boston who were enrolled in 1922 and 1923.
The subjects were measured annually until they graduated from or left high school. Subjects
in the original growth study who had at least 8 years of growth data were considered in the
present analysis (n = 1877). Two previous follow-ups of this cohort during adulthood
provided additional information used for locating subjects and covariates for use in analysis.
In 1968, when the cohort had a mean age 51.7 years, 45% of the original cohort was
successfully contacted by mail for a midlife follow-up study.16 A second follow-up
conducted in 1988 studied 508 subjects selected from the original cohort based on
adolescent BMI and traced 84% of those sampled.17

A total of 1877 subjects (1019 men and 858 women) were included in the present analysis.
As of December 31, 1999, 1147 subjects (61.1%) were deceased and 469 (25.0%) were
alive. For the remaining 261 (13.9%) subjects, partial follow-up information was
established. For the entire cohort, the mean age on December 31, 1999, would have been
83.7 ± 1.0 years had all subjects still been alive.

Several methods were used to confirm the vital status of each subject, including searches of
the Social Security Death Index, the Massachusetts Registry of Vital Records and Statistics,
and the National Death Index Plus system were conducted. For all probable and exact
matches, the underlying cause of death code provided by the National Death Index Plus was
used in our analyses. For any questionable match where the death occurred outside the state
of Massachusetts, a copy of the death certificate was obtained for review. For deaths not
covered by the National Death Index Plus system (before 1979), we submitted the multiple
cause of death data obtained from the vital records office to National Center for Health
Statistics staff, who provided us with a code for the underlying cause of death.

Information from previous follow-ups of this cohort, credit bureau searches, school reunion
committees, and town resident books (Massachusetts only) were used to establish vital status
and the last date known alive. If the vital status of a subject was verified as of December 31,
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1999, then the subject was considered to be alive. If a subject was verified to be alive at a
previous date, then that date was considered the date last known living. Subjects with a
confirmed cause of death occurring after December 31, 1999, were assumed to be alive for
this analysis. Study procedures were approved by the Institutional Review Board at Tufts
University.

International Classification of Diseases, 9th Revision (ICD-9) codes were used to define
deaths from ischemic heart disease (IHD) and breast and ovarian cancers. Mortality from
IHD was defined as an ICD-9 code of 410-414.9 as the underlying cause of death; mortality
from breast cancer, as an ICD-9 code of 174.0-174.9 (malignant neoplasm of the breast) as
the underlying cause of death; and mortality from ovarian cancer, as an ICD-9 code of
183.0-183.9 (malignant neoplasm of the ovaries) as the underlying cause of death.

The average number of childhood height and weight measurements per subject was 10.5
(range, 8-12), and there were a total of 129 686 person-years of follow-up overall. BMI was
calculated as weight in kilograms divided by height in meters squared from annual
measurements of height and weight. BMI-for-age and height-for-age z-scores were
calculated based on the least mean squares method as implemented in the Centers for
Disease Control and Prevention growth reference standards.18 Whether or not each subject
was ever above the 85th percentile for BMI for age at any point during the study period was
determined. In addition, height for age was used to determine whether each subject was ever
above the 85th percentile of height for age. These indicator variables were used as predictors
in survival analyses.

The Preece-Baines model I was fitted to annual height and weight measurements to estimate
age at peak height velocity (PHV) for each subject.19 Age at PHV was used as a measure of
maturational timing. A variable representing the timing of the first incidence of overweight
was constructed from BMI for age and age at PHV. Age at PHV minus 1 year was
calculated to represent the onset of puberty.20 If this age was less than or equal to age at first
incidence of overweight, then the subject was considered to have had his or her first
incidence of overweight after puberty. If this age was greater than the age at first incidence
of overweight, then the subject was considered to have had the first incidence of overweight
before puberty. Subjects who were never overweight during childhood served as the
reference category.

Statistical Analysis
The Student t test was used to compare differences in age at PHV by sex, and to compare
differences in age at death between those with and without midlife weight information. ORs
(an estimate of relative risk) of all-cause and cause-specific mortality according to integrated
measures of growth in childhood were estimated from Cox proportional hazards survival
analyses. Survival time was calculated from the date of birth and either date of death or the
date last known to be alive. Using data from the 1968 follow-up of this cohort, for the subset
of female subjects with fertility data from 1968 (n = 557), the analyses of breast and ovarian
cancer mortality outcomes were adjusted for gravidity status (ever pregnant, yes/no). Using
BMI data from both the 1968 (self-reported BMI) and 1988 (recalled BMI at age 50 years)
follow-ups of this cohort, analyses that included midlife BMI as a covariate for all-cause and
IHD-related outcomes were conducted.

Results
Mean age at death was 69.2 years for women and 67.6 years for men (P = .05). As expected,
subjects without midlife weight data were significantly younger at death than those subjects
with midlife weight data. The mean age at death for subjects with information on midlife
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weight status was 72.3 years, compared with 64.7 years for subjects without midlife weight
data (P < .001, Student t test). A total of 287 subjects (217 men and 70 women) died from
IHD, at a mean age of 68.8 ± 10.3 years. Men died from IHD at a significantly younger age
than women IHD (P < .001) (Table I).

The underlying cause of death was breast cancer in 29 female subjects and ovarian cancer in
15 female subjects. Mean age at death from breast cancer was 63.2 ± 13.5 years, and mean
age at death from ovarian cancer was 67.9 ± 13.5 years. Women who died of breast cancer
died 6.4 years earlier than those who died from other causes (P = .02). Mean age at
menarche in the 230 female subjects with data on age at menarche was 12.8 ± 0.95 years.

Ever Overweight during Childhood
Overall, 23% of subjects were overweight at one or more measurements in childhood
(classified as ever overweight), with approximately one-third of them overweight only once.
The subjects who were overweight were overweight an average of 3.9 ± 3.1 times. In
childhood, women were overweight significantly more times than men (mean difference
equal to 0.8 times; P < .01). In addition, the percentage of subjects ever overweight in
childhood was similar in the 3 vital status groups: 24% of subjects who were dead were ever
overweight, 22% of those who were alive were ever over-weight, and 23% of those with
partial follow-up were ever overweight. The relative risks of all-cause mortality and cause-
specific mortality associated with ever overweight in childhood are shown in Table II. In
men, the relative risk of death from IHD was approximately 1.4 times higher (95% CI,
1.04-1.9) in the subjects who were ever overweight in childhood. In women, the relative risk
of death from all causes was 1.4 times higher (95% CI, 1.1-1.8) in those who were ever
overweight in childhood. The relative risk of death from breast cancer was approximately 2
times higher in those who were ever overweight in childhood compared with those who
never overweight in childhood (relative risk [RR], 2.1; 95% CI, 0.99-4.5; P = .05). The risk
of ovarian cancer was not associated with being ever overweight in childhood.

Height for Age z-Score Ever >85th Percentile
In 7% of subjects, height-for-age z-score was >85th percentile on one or more
measurements in childhood. Age at PHV did not differ between women who died from
breast cancer and those who did not (P = .29, Student t test), or between women who died
from ovarian cancer and those who did not (P = .46, Student t test). No significant
relationship was found between death from all causes, death from IHD, or death from
ovarian cancer and ever having a height-for-age z-score >85th percentile. For death from
breast cancer, subjects who ever had a height-for-age z-score above the 85th percentile were
2.8 times more likely to die from this disease than women whose height-for-age z-score
never exceeded the 85th percentile (95% CI, 1.1-7.4) (Table II).

Timing of Overweight in Relation to Maturational Timing
PHV estimates were available in 74% of the males and 94% of the females. Sixteen percent
of subjects had their first incidence of overweight before puberty. The first incidence of
overweight occurred before puberty in 17% of the subjects classified as dead, 14% of
subjects classified as alive, and 15% of subjects with only partial follow-up. The relative
risks of mortality from all causes and cause-specific mortality associated with the timing of
the first incidence of overweight before puberty are presented in Table III. In men, the
relative risk of death from all causes was not associated with the timing of overweight in
relation to maturational status. Women who experienced their first incidence of overweight
before puberty had a significantly increased risk of death from all causes compared with
women who were never overweight in childhood (RR, 1.5; 95% CI, 1.1-1.9). The risk of
death from IHD was 1.4 times higher in men with a first incidence of overweight before

Must et al. Page 4

J Pediatr. Author manuscript; available in PMC 2012 July 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



puberty compared with men who were never overweight during childhood (95% CI,
1.02-2.0). Women with a first incidence of overweight before puberty were at increased risk
of death from IHD (RR, 2.0; 95% CI, 1.1-3.5). The risk of death from breast cancer was
increased by ~2-fold (95% CI, 1.0-5.3; P = .05) in women with a first incidence of
overweight before puberty compared with women who were never overweight. The risk of
death from ovarian cancer was significantly elevated (~4-fold; 95% CI, 1.1-15.5) in women
with a first incidence of overweight after puberty compared with women who were never
overweight.

Consideration of Adult Weight Status and Gravidity Status
Results from analysis of the impact of adult BMI and of pregnancy status on the associations
between measures of childhood growth and mortality are shown in Table IV. The unadjusted
risks presented in these secondary analyses are restricted only to those subjects who had data
available on these covariates. Sample sizes of the restricted samples are specified in Table
IV.

In men, no significant relationship was found between being ever overweight and all-cause
mortality. For women, both the unadjusted and adjusted risk for death from all causes was
~1.5-fold higher in those who were ever overweight in childhood than in those who were
never overweight in childhood. This finding is similar to the result for analysis of the
complete cohort (Table II). In men, after adjusting for midlife BMI, the relationship between
being ever overweight and death from IHD was no longer statistically significant. In women,
the relationship between being ever overweight and death from IHD was significant in the
subset of women with adult BMI data and after adjusting for midlife BMI (RR, 2.8; 95% CI,
1.3-6.0). This is in contrast to results for the entire cohort, which demonstrated no
association between being ever overweight in childhood and death from IHD. In terms of the
timing of overweight in relation to maturational status, women with a first incidence of
overweight before puberty were ~4 times more likely to die from IHD than those who were
never overweight in childhood (both unadjusted and adjusted for adult BMI).

The risk of death from breast cancer was ~2.6 times greater in women who were ever
overweight in childhood compared with those not ever overweight in childhood, both in the
subset of women with data on pregnancy status and when pregnancy status was included in
the survival model (Table IV). The significant relationship between the timing of the first
incidence of overweight and death from breast cancer remained significant after adjusting
for whether or not a subject had ever been pregnant (RR, 2.7; 95% CI, 1.1-6.7). In addition,
the risk of death from ovarian cancer remained elevated in women whose first incidence of
overweight occurred after puberty after adjusting for pregnancy status (Table IV). After
adjusting for pregnancy status, the relationship between height status and death from breast
cancer was no longer significant (data not shown).

Discussion
The “critical periods” hypothesis posits the existence of developmental periods during which
the effect of environmental exposures, broadly defined, are amplified. Dietz et al21 first
suggested that adolescence was one of 3 critical periods in the development of obesity. Our
findings in our largely white historical cohort support the idea that childhood weight status
has an effect on disease outcome, but do not suggest that the adolescent period is of
particular importance. Overweight occurring before puberty increased the risk of IHD
mortality in males and the risks of all-cause and breast cancer mortality among females.
Adolescence, especially in the current obesogenic environment, may represent a period of
heightened risk for obesity or risk for persistent obesity with earlier onset given the myriad
psychosocial changes that accompany emerging independence.22 Our lack of longitudinal
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data after the childhood period precludes an evaluation of the duration of obesity and disease
outcomes. Everhart et al23 reported that number of years in the obese state was the best
predictor of type 2 diabetes in a Pima cohort.

Our previous analysis conducted in a subset of this cohort found an association between
being overweight in adolescence and increased risks of all-cause mortality and CHD
mortality in men, but not in women.17 Owen et al4 examined 15 studies (including the 1988
follow-up of our cohort17) relating BMI between age 2 and 30 years to later CHD risk and
found a positive correlation between BMI between age 7 and <18 years and later CHD risk
(RR, 1.09; 95% CI, 1.00-1.20), and that sex and year of birth had little effect on the results.
In a large population-based cohort study of 276 835 children born between 1930 and 1976,
each 1-unit increase in BMI z-score at every age from 7 to 13 years in boys and from 10 to
13 years in girls was associated with a significant increase in risk of any CHD event.24 In a
cohort of Native Americans born between 1945 and 1984, rates of death from endogenous
causes were more than twice as great in children in the highest BMI quartile compared with
those in the lowest BMI quartile.25 In a large study of 227 000 Norwegian adolescents aged
14-19 years, the relative risk of death due to IHD was 2.9 (95% CI, 2.3-3.6) for males and
3.7 (95% CI, 2.3-5.7) for females in the highest BMI category compared with the reference
group.26

Several lifestyle and environmental risk factors have been associated with the occurrence of
breast cancer27; their relationship to survival from the disease is less clear. Current BMI has
been reported as a risk factor for death from breast cancer, but few studies have examined
BMI in childhood in relation to breast cancer mortality. One study found no associations
between BMI at age 18 and weight change and breast cancer mortality independent of other
factors; weight and height were self-reported.28 Analyses of data from the Nurses’ Health
Study found an independent inverse relationship between body fatness at a young age and
breast cancer risk throughout life.12,13 In the aforementioned Norwegian cohort, the risk of
death from breast cancer did not differ across BMI categories captured during adolescence
only.26 This is in contrast to results from our analysis, in which women who were
overweight at some time in childhood (ever overweight) had an increased risk of death from
breast cancer, with some suggestion that first incidence before puberty increased the risk
even further. The lack of consistency with the literature may be related to differences in the
measures used to define overweight, ages in childhood studied, or disease outcome
(mortality vs morbidity), or may reflect the historical nature of this cohort of women, whose
reproductive history and/or exposure to environmental factors might differ from subsequent
cohorts.

Inconsistency of results also characterizes previous studies of weight and ovarian cancer
risk. An analysis of data from the Nurses’ Health Study found a weak inverse association
between body fatness at ages 5 and 10 years and ovarian cancer risk in the original cohort
(Nurses’ Health Study Cohort) and a nonsignificant positive association in the Nurses’
Health Study Cohort II.29 In the Norwegian cohort, the risk of death from ovarian cancer did
not differ across BMI categories.26 To the best of our knowledge, the present analysis is the
first to examine repeated measures of BMI in childhood in relation to ovarian cancer
mortality. We found a statistically significant relationship between death from ovarian
cancer and a first incidence of overweight after puberty; however, our findings are based on
only 15 ovarian cancer deaths. Further investigation of the timing of overweight and ovarian
cancer is needed.

Because maturational timing and overweight are linked, it is not possible to tease out their
relative contribution.30 Early age at menarche is a well-established risk factor for breast
cancer, whereas previous studies of the association between age at menarche and ovarian
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cancer risk have provided conflicting results.27 There is little available information on the
relationship between the timing of puberty and cardiovascular risk in adulthood. Children in
the Fels Longitudinal Study who matured early tended to have greater BMI, waist
circumference, and body fat percentage and were more likely to have an adverse
cardiovascular risk profile compared with children who matured late.31 The differences in
these risk factors between early and late maturers were significant for body fat percentage
and fasting plasma triglycerides and plasma insulin levels. In the Fels Longitudinal Study,
the mean age at PHV was 13.7 ± 1.0 years for boys and 11.6 ± 0.9 years for girls. In our
historical cohort, age at PHV was slightly later in both boys (14.1 ± 0.92) and girls (12.1 ±
0.96).

The issue of whether overweight in childhood has an independent effect on adult
cardiovascular health has important implications. The appropriateness of statistically
adjusting for midlife weight status is controversial from both statistical and practical
standpoints. Statisticians caution against adjustment for a variable that lies in the so-called
“causal pathway” between exposure and disease, because this can induce artifactual
associations—the “reversal paradox.”32 From a practical perspective, guidance for the
individual child or for child policy cannot usefully account for subsequent life events,
because the future adult state is unknown and unknowable during childhood. These issues
have spawned lively debate.33-36 In our secondary analyses, controlling for adult weight
status in the 60% of the cohort studied at midlife, adjustment for adult weight status had
little or no effect on the association between childhood obesity and mortality. It should be
emphasized, however, that the relative risks estimated in this subset differed from those
estimated in the whole cohort, which was not unexpected, given that this subgroup excluded
any subject who died before age 53 years or was too ill to respond from possible follow-up.

The lack of a relationship between height and mortality other than breast cancer in our study
is in contrast to the results of several previous studies. Analyses from the Helsinki birth
cohort showed that slow growth in height between birth and early childhood (age 2-4 years)
followed by rapid “catch-up” growth increases the risks of hypertension, stroke, and CHD
later in life.37-39 Of note, this pattern of height and weight growth has been linked to
overweight in adulthood.40 A longitudinal analysis from a large Danish cohort with more
than 3000 cases of breast cancer found that tallness at age 14 years, low BMI at age 14
years, and peak growth at an early age were associated with breast cancer risk.41 We were
not able to address early growth because we had no information on growth before age 6
years. Height has been positively associated with breast cancer in many epidemiologic
studies.27,42-44 In a pooled analysis of primary data from 12 prospective cohort studies,
Schouten et al45 found that height was associated with ovarian cancer risk, especially in
premenopausal women.

The present study has several noteworthy weaknesses. Because our disease endpoint was
mortality, we were unable to assess the impact of childhood growth on disease incidence,
the fundamental measure of disease risk. An examination of age-standardized mortality rates
for breast cancer in 20 countries for 1950-1992 found that breast cancer mortality rates
generally increased in the earlier decades, but more recently have reached a plateau or begun
to decline in most countries.46 A birth cohort effect was suggestive of a decline in breast
cancer rates among women born after about 1920, especially in Canada, The Netherlands,
the United Kingdom, and the United States. The distribution of age at death from breast
cancer suggests that the majority of these deaths likely occurred after menopause (range of
age at death, 31.8-81.6 years), with 9 of the 29 deaths occurring before age 55, but does not
provide direct information on whether the cancer was premenopausal or postmenopausal.
Our lack of information on whether the cancer was incident before or after menopause
precluded analysis by menopausal status for breast and ovarian cancer deaths. Before the
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late 1970s when screening mammography for breast cancer became more routine, death
from breast cancer could have resulted from a cancer that was present for many years. Our
analysis of the timing of overweight relative to puberty was restricted to the 94% of females
and 74% of males for whom growth models could be fit; the limited observations after
puberty, especially in males, hindered our ability to fit growth curves to all study subjects. If
the mortality experience in relation to overweight in these subjects differed from those
whose curves were fitted, then our findings would be subject to bias. In addition,
information on other potential confounders, such as smoking, physical activity, and diet, was
unavailable. Analysis of data from a historical cohort that predates the current high levels of
pediatric obesity raises uncertainty as to the extent to which these observations are relevant
to current patterns of childhood growth in BMI. However, this concern is offset by the desire
to gain insight into such long-term consequences.

A major strength of this study is the availability of multiple, standardized measurements of
height and weight on each subject. The density of childhood measures support evaluation of
timing of overweight as well as estimation of a marker of pubertal status. In addition, the
lengthy follow-up period accumulated a total of 129 686 person-years of follow-up, giving
the study substantial statistical power. Middle-class cities and towns were chosen for study,
limiting the impact of the Great Depression of 1929, which occurred during the original
growth study. Other strengths include restriction of the cohort based on socioeconomic
status, as well as availability of midlife measures of height, weight, and gravid status.
Finally, the availability of cause-specific death information on a cohort with nearly complete
survival outcomes enhances the value of this life-course study.
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Glossary

BMI Body mass index

CHD Coronary heart disease

ICD-9 International Classification of Diseases, 9th Revision

IHD Ischemic heart disease

PHV Peak height velocity

RR Relative risk

References
1. Singh AS, Mulder C, Twisk JW, van Mechelen W, Chinapaw MJ, Twisk JWR, et al. Tracking of

childhood overweight into adulthood: a systematic review of the literature. Obesity Rev. 2008;
9:474–88.

2. Wang Y, Lobstein T. Worldwide trends in childhood overweight and obesity. Int J Pediatr Obes.
2006; 1:11–25. [PubMed: 17902211]

3. Must A, Hollander SA, Economos CD. Childhood obesity: a growing public health concern. Exp
Rev Endocrinol Metab. 2006; 1:233–54.

4. Owen CG, Whincup PH, Orfei L, Chou QA, Rudnicka AR, Wathern AK, et al. Is body mass index
before middle age related to coronary heart disease risk in later life? Evidence from observational
studies. Int J Obes. 2009; 33:866–77.

5. Lloyd LJ, Langley-Evans SC, McMullen S. Childhood obesity and adult cardiovascular disease risk:
a systematic review. Int J Obes. 2010; 34:18–28.

Must et al. Page 8

J Pediatr. Author manuscript; available in PMC 2012 July 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



6. Crew KD, Neugut AI. Epidemiology of gastric cancer. World J Gastroenterol. 2006; 12:354–62.
[PubMed: 16489633]

7. Larsson SC, Wolk A. Obesity and colon and rectal cancer risk: a meta-analysis of prospective
studies. Am J Clin Nutr. 2007; 86:556–65. [PubMed: 17823417]

8. Reeves GK, Pirie K, Beral V, Green J, Spencer E, Bull D. Cancer incidence and mortality in relation
to body mass index in the Million Women Study: cohort study. BMJ. 2007; 335:1134–44.
[PubMed: 17986716]

9. Okasha M, Gunnell D, Holly J, Smith GD. Childhood growth and adult cancer. Best Pract Res Clin
Endocrinol Metab. 2002; 16:225–41. [PubMed: 12064890]

10. De Stavola BL, dos Santos Silva I, McCormack V, Hardy RJ, Kuh DJ, Wadsworth ME. Childhood
growth and breast cancer. Am J Epidemiol. 2004; 159:671–82. [PubMed: 15033645]

11. Tretli S. Height and weight in relation to breast cancer morbidity and mortality: a prospective study
of 570,000 women in Norway. Int J Cancer. 1989; 44:23–30. [PubMed: 2744893]

12. Baer HJ, Tworoger SS, Hankinson SE, Willett WC. Body fatness at young ages and risk of breast
cancer throughout life. Am J Epidemiol. 2010; 171:1183–94. [PubMed: 20460303]

13. Baer HJ, Colditz GA, Rosner B, Michels KB, Rich-Edwards JW, Hunter DJ, et al. Body fatness
during childhood and adolescence and incidence of breast cancer in premenopausal women: a
prospective cohort study. Breast Cancer Res. 2005; 7:R314–25. [PubMed: 15987426]

14. Olsen CM, Green AC, Whiteman DC, Sadeghi S, Kolahdooz F, Webb PM. Obesity and the risk of
epithelial ovarian cancer: a systematic review and meta-analysis. Eur J Cancer. 2007; 43:690–709.
[PubMed: 17223544]

15. Dearborn WF, Rothkey JWM, Shuttleavorth FK. Data on the growth of public school children
(from the materials of the Harvard Growth Study). Monogr Soc Res Child Dev. 1938; 3:1–136.

16. Scott EC, Bajema CJ. Height, weight and fertility among the participants of the Third Harvard
Growth Study. Hum Biol. 1982; 54:501–16. [PubMed: 7173837]

17. Must A, Jacques PF, Dallal GE, Bajema CJ, Dietz WH. Long-term morbidity and mortality of
overweight adolescents: a follow-up of the Harvard Growth Study of 1922 to 1935. N Engl J Med.
1992; 327:1350–5. [PubMed: 1406836]

18. Ogden CL, Kuczmarski RJ, Flegal KM, Mei Z, Guo S, Wei R, et al. Centers for Disease Control
and Prevention 2000 growth charts for the United States: improvements to the 1977 National
Center for Health Statistics version. Pediatrics. 2002; 109:45–60. [PubMed: 11773541]

19. Preece MA, Baines MJ. A new family of mathematical models describing the human growth curve.
Ann Hum Biol. 1978; 5:1–24. [PubMed: 646321]

20. Tanner, JM. Fetus into man. Harvard University Press; Cambridge, MA: 1989. p. 58-74.

21. Dietz WH. Critical periods in childhood for the development of obesity. Am J Clin Nutr. 1994;
59:955–9. [PubMed: 8172099]

22. Gillman, MW. A life course approach to obesity.. In: Kuh, D.; Ben Shlomo, Y., editors. A life
course approach to chronic disease epidemiology. 2nd ed.. Oxford University Press; New York:
2004. p. 189-217.

23. Everhart JE, Pettitt DJ, Bennett BH, Knowler WC. Duration of obesity increases the incidence of
NIDDM. Diabetes Metab. 1992; 41:235–40.

24. Baker JL, Olsen LW, Sorensen TI. Childhood body-mass index and the risk of coronary disease in
adulthood. N Engl J Med. 2007; 357:2329–37. [PubMed: 18057335]

25. Franks PW, Hanson RL, Knowler WC, Sievers ML, Bennett PH, Looker HC. Childhood obesity,
other cardiovascular risk factors, and premature death. N Engl J Med. 2010; 362:485–93.
[PubMed: 20147714]

26. Bjorge T, Engeland A, Tverdal A, Smith GD. Body mass index in adolescence in relation to cause-
specific mortality: a follow-up of 230,000 Norweigan adolescents. Am J Epidemiol. 2008;
168:30–7. [PubMed: 18477652]

27. Zografos GC, Panou M, Panou N. Common risk factors of breast and ovarian cancer: recent
review. Int J Gynecol Cancer. 2004; 14:721–40. [PubMed: 15361179]

Must et al. Page 9

J Pediatr. Author manuscript; available in PMC 2012 July 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



28. Whiteman MK, Hillis SD, Curtis KM, McDonald JA, Wingo PA, Marchbanks PA. Body mass and
mortality after breast cancer diagnosis. Cancer Epidemiol Biomarkers Prev. 2005; 14:2009–114.
[PubMed: 16103453]

29. Baer HJ, Hankinson SE, Tworoger SS. Body size in early life and risk of epithelial ovarian cancer:
results from the Nurses’ Health Studies. Br J Cancer. 2008; 99:1916–22. [PubMed: 19034283]

30. Must A, Naumova EN, Phillips SM, Blum M, Dawson-Hughes B, Rand WM. Childhood
overweight and maturational timing in the development of adult overweight and fatness: the
Newton Girls Study and its follow-up. Pediatrics. 2005; 116:620–7. [PubMed: 16099850]

31. Sun SS, Schubert CM, Sun SS, Schubert CM. Prolonged juvenile states and delay of
cardiovascular and metabolic risk factors: the Fels Longitudinal study. J Pediatr. 2009; 155:S7.e1–
e6. [PubMed: 19732568]

32. Tu YK, West R, Ellison GT, Gilthorpe MS, Tu Y-K, West R, et al. Why evidence for the fetal
origins of adult disease might be a statistical artifact: the “reversal paradox” for the relation
between birth weight and blood pressure in later life. Am J Epidemiol. 2005; 161:27–32.
[PubMed: 15615910]

33. Cole TJ. Re: Why evidence for the fetal origins of adult disease might be a statistical artifact: the
“reversal paradox” for the relation between birth weight and blood pressure in later life (letter).
Am J Epidemiol. 2005; 162:394–5. author reply, 395. [PubMed: 16014779]

34. Gillman MW. Re: Why evidence for the fetal origins of adult disease might be a statistical artifact:
the “reversal paradox” for the relation between birth weight and blood pressure in later life (letter).
Am J Epidemiol. 2005; 162:292. author reply, 293. [PubMed: 15987722]

35. Tu YK, Ellison GT, West R, Gilthorpe MS. Discussion of “Barker meets Simpson, ” by Weinberg
CR. Am J Epidemiol. 2005; 161:36–7.

36. Weinberg CR. Invited commentary: Barker meets Simpson. Am J Epidemiol. 2005; 161:33–5.
[PubMed: 15615911]

37. Barker DJP, Osmond C, Forsen TJ, Kajantie E, Eriksson JG. Trajectories of growth among
children who have coronary events as adults. N Engl J Med. 2005; 353:1802–9. [PubMed:
16251536]

38. Eriksson JG, Forsen T, Tuomilehto J, Winter PD, Osmond C, Barker DJ. Catch-up growth in
childhood and death from coronary heart disease: longitudinal study. BMJ. 1999; 318:427–31.
[PubMed: 9974455]

39. Eriksson JG, Forsen TJ, Kajantie E, Osmond C, Barker DJ. Childhood growth and hypertension in
later life. Hypertension. 2007; 49:1415–21. [PubMed: 17452506]

40. Stettler N. Nature and strength of epidemiological evidence for origins of childhood and adulthood
obesity in the first year of life. Int J Obes. 2007; 31:1035–43.

41. Ahlgren M, Melbye M, Wohlfahrt J, Sorensen TI. Grown patterns and the risk of breast cancer in
women. N Engl J Med. 2004; 351:1619–26. [PubMed: 15483280]

42. Li CI, Stanford JL, Daling JR. Anthropometric variables in relation to risk of breast cancer in
middle-aged women. Int J Epidemiol. 2000; 29:208–13. [PubMed: 10817115]

43. van den Brandt PA, Spiegelman D, Yaun SS, Adami HO, Beeson L, Folsom AR, et al. Pooled
analysis of prospective cohort studies on height, weight, and breast cancer risk. Am J Epidemiol.
2000; 152:514–27. [PubMed: 10997541]

44. Wang DY, DeStavola BL, Allen DS, Fentiman IS, Bulbrook RD, Hayward JL, et al. Breast cancer
risk is positively associated with height. Breast Cancer Res Treat. 1997; 43:123–8. [PubMed:
9131267]

45. Schouten LJ, Rivera C, Hunter DJ, Spiegelman D, Adami HO, Arslan A, et al. Height, body mass
index, and ovarian cancer: a pooled analysis of 12 cohort studies. Cancer Epidemiol Biomarkers
Prev. 2008; 17:902–12. [PubMed: 18381473]

46. Hermon C, Beral V. Breast cancer mortality rates are levelling off or beginning to decline in many
western countries: analysis of time trends, age-cohort and age-period models of breast cancer
mortality in 20 countries. Br J Cancer. 1996; 73:955–60. [PubMed: 8611414]

Must et al. Page 10

J Pediatr. Author manuscript; available in PMC 2012 July 15.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Must et al. Page 11

Ta
bl

e 
I

Su
m

m
ar

y 
st

at
is

tic
s 

fo
r 

su
bj

ec
ts

 w
ith

 a
t l

ea
st

 8
 y

ea
rs

 o
f 

ch
ild

ho
od

 d
at

a

M
en

 (
n 

= 
10

19
)

W
om

en
 (

n 
= 

85
8)

n
M

ea
n 

(S
D

)
%

n
M

ea
n 

(S
D

)
%

C
hi

ld
ho

od
 a

nt
hr

op
om

et
ry

   
 N

um
be

r 
of

 c
hi

ld
ho

od
 m

ea
su

re
m

en
ts

10
74

9
10

.6
 (

1.
3)

90
14

10
.5

 (
1.

3)

   
 M

ea
n 

B
M

I 
z-

sc
or

e
10

19
–0

.0
5(

0.
71

)
85

8
–0

.0
7 

(0
.7

8)

   
 M

ea
n 

he
ig

ht
-f

or
-a

ge
 z

-s
co

re
10

19
–0

.8
2 

(0
.9

2)
85

8
–0

.7
9 

(0
.9

5)

   
 A

ge
 a

t f
ir

st
 in

ci
de

nc
e 

of
 o

ve
rw

ei
gh

t
23

2
8.

5 
(2

.8
)

20
6

9.
3 

(3
.2

)

   
 A

ge
 a

t P
H

V
75

5
14

.1
 (

0.
92

)
80

4
12

.1
 (

0.
96

)

   
 A

ge
 a

t m
en

ar
ch

e
23

0
12

.8
 (

0.
95

)

   
 B

M
I-

fo
r-

ag
e 

ev
er

 >
85

th
 p

er
ce

nt
ile

23
2

-
23

20
6

-
24

   
 B

M
I-

fo
r-

ag
e 

ev
er

 >
95

th
 p

er
ce

nt
ile

47
-

5
63

-
7

   
 H

ei
gh

t-
fo

r-
ag

e 
ev

er
 >

85
th

 p
er

ce
nt

ile
72

-
7

59
-

7

   
 F

ir
st

 in
ci

de
nc

e 
of

 o
ve

rw
ei

gh
t b

ef
or

e 
pu

be
rt

y
16

6
-

16
13

5
-

16

   
 F

ir
st

 in
ci

de
nc

e 
of

 o
ve

rw
ei

gh
t a

ft
er

 p
ub

er
ty

19
-

2
53

-
6

Fo
llo

w
-u

p

   
 M

id
lif

e 
B

M
I

48
1

25
.6

 (
3.

1)
47

7
24

.4
 (

3.
8)

   
 E

ve
r 

pr
eg

na
nt

 (
to

ta
l, 

n 
=

 5
57

)
-

-
-

40
4

-
73

V
ita

l s
ta

tu
s

   
 A

ge
 a

t d
ea

th
71

6
67

.6
 (

13
.5

)
43

1
69

.2
 (

14
.4

)

   
 A

ge
 a

t d
ea

th
 f

ro
m

 I
H

D
21

7
67

.4
 (

10
.6

)
70

73
.2

 (
8.

0)

   
 A

ge
 a

t d
ea

th
 f

ro
m

 b
re

as
t c

an
ce

r
-

-
29

63
.2

 (
13

.5
)

   
 A

ge
 a

t d
ea

th
 f

ro
m

 o
va

ri
an

 c
an

ce
r

-
-

15
67

.9
 (

13
.6

)

J Pediatr. Author manuscript; available in PMC 2012 July 15.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Must et al. Page 12

Table II

RR of mortality associated with ever overweight or ever >85th percentile for height in childhood

Outcome Deaths Ever overweight, RR (95% CI)
*

Ever >85th percentile height, RR (95% CI)
†

All-cause mortality

    Men 716 0.98(0.82-1.2) 1.2(0.88-1.5)

    Women 431
1.4 (1.1-1.8)

‡ 1.1 (0.73-1.5)

IHD

    Men 217
1.4 (1.04-1.9)

§ 0.81 (0.45-1.5)

    Women 70 1.6(0.95-2.6) 0.65 (0.20-2.0)

Breast cancer

    Men - - -

    Women 29 2.1 (0.99-4.5)
2.8 (1.1-7.4)

§

Ovarian cancer

    Men - - -

    Women 15 1.8(0.61-5.2) 2.0 (0.46-9.1)

*
Reference category is never overweight.

†
Reference category is never >85th percentile for height.

‡
P ≤ .01.

§
P < .05.
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Table III

RR of mortality associated with timing of overweight
*

Men (n = 755) Women (n = 804)

Outcome Deaths RR (95% CI) Deaths RR (95% CI)

All-cause mortality 541 394

    Never overweight in childhood - -

    First incidence before puberty 1.03 (0.83-1.3)
1.5 (1.1-1.9)

†

    First incidence after puberty 0.84 (0.45-1.6) 1.3 (0.89-1.9)

IHD 169 60

    Never overweight in childhood - -

    First incidence before puberty
1.4 (1.02-2.0)

‡
2.0 (1.1-3.5)

‡

    First incidence after puberty 1.8(0.78-4.0) 0.95 (0.29-3.1)

Breast cancer 28

    Never overweight in childhood - - -

    First incidence before puberty - - 2.3 (1.0-5.3)

    First incidence after puberty - - 1.4(0.31-5.9)

Ovarian cancer 14

    Never overweight in childhood - - -

    First incidence before puberty - - 1.1 (0.25-5.4)

    First incidence after puberty - -
4.2 (1.1-15.5)

‡

*
Reference category is never overweight in childhood.

†
P ≤ .01.

‡
P <.05.
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