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Abstract

Objective To monitor the changing relationship between BMI and height in young children.

Design Annual cross-sectional surveys using health-visitor-collected routine data 1988-2003.

Setting Wirral, England.

Participants 50,455 children (49% female) each measured once at the age of 3 years.

Main outcome measures Weight, height and derived body mass index (BMI = weight/height2)

adjusted for age and sex (British 1990 revised reference) using standard deviation scores (SDS).

Results From 1988 to 2003 mean BMI increased by 0.7 kg/m2 while mean height fell by 0.5 cm.

Over the same period the weight-height correlation rose from 0.59 to 0.71 (P < 0.0001) due to

BMI increasing faster in the taller than the shorter children. Among the shortest 10% of children

mean BMI rose by 0.12 (95% confidence interval -0.05 to 0.28) kg/m² as against 1.38 (1.19 to

1.56) kg/m² among the tallest 10%, a twelve-fold difference. Adjustment for age, sex,

seasonality, birth-weight and deprivation did not alter the findings.

Conclusions Among 3-year-old children in Wirral, where BMI has been rising for 16 years, the

largest increase in BMI has occurred in the tallest children while in the shortest BMI has hardly

changed. Tall stature has therefore become important for child obesity. It suggests a drive to

increasing adiposity in young children that involves both growth and appetite, with faster-

growing and hungrier children now more exposed to the ‘obesogenic’ environment.
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Introduction

Child obesity is a major and increasing public health problem in many countries, with the

prevalence in the UK rising rapidly in children as young as three years.1 Being fat as a child

causes immediate harm, such as low self-esteem, and has consequences for adult health

including an increased risk of type 2 diabetes and cardiovascular disease.2 The factors leading to

obesity are well-known – a positive energy balance arising from dietary energy intake exceeding

expenditure.3 This principle is the basis for strategies to tackle population obesity, with a focus

on encouraging physical activity and healthy eating.4,5

Childhood obesity differs from adult obesity in that children grow, and child obesity is now

emerging as a growing problem – in both senses of the word. Obese children tend to be taller

than their lean counterparts,6,7 tall stature in childhood is a risk factor for adult obesity,8 and in

particular, rapid early infant weight gain predicts obesity later in childhood.9-11 Ong et al.

showed that infants who gained weight rapidly in their first 2 years were both fatter and taller at

5 years than their slower-growing counterparts.10 Stettler et al. showed a similar effect after just

four months of early rapid weight gain.12 As Ong et al. put it, “acceleration of growth

postnatally … overshoots the genetic trajectory”. Singhal & Lucas11 recently propounded a

“growth acceleration hypothesis” that early rapid weight gain is an important risk factor for

several chronic diseases including obesity. Their hypothesis includes Barker’s foetal origins

hypothesis13 as a special case.14

Height at any age in childhood is a marker of skeletal growth up to that point. Body mass index

(BMI = weight/height2) is conventionally used to measure child obesity,15-18 and in preschool

children BMI is effectively uncorrelated with height.19-22 However in older children, particularly

during puberty, there is a strong positive correlation between BMI and height.19-21 This means

that preschool, mean BMI is similar in tall and short children, whereas in puberty it is
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appreciably higher in taller children. This pattern in turn means that between preschool and

puberty, BMI increases faster in tall children than short, which reflects the greater body fat of

tall children.23

Despite the dramatic increase in child obesity since the 1980’s, the BMI-height relationship in

children of the same age is assumed not to have changed over time, i.e. in preschool children the

correlation has remained near zero. This is important because if the correlation had changed, it

would indicate that there had been a relative change in BMI in tall children compared to short.

The aim here is to revisit routine health data on 3-year-old Wirral children,1 a socially and

ethnically stable population, to test whether the BMI-height correlation changed over the period

1988 to 2003.

Methods

Routine data collected by health visitors in Wirral, England at the preschool (3-year) review

were obtained for the 16-year period 1988-2003, including sex, dates of birth and measurements

of height and weight. Of the 51,492 records examined, 692 (1.3%) were excluded due to missing

data, while a further 345 (0.7%) were excluded as weight or height was more than 5 standard

deviations (SD) from the mean. This left 50,455 children of whom 47,851 (94.8%) had a

matching birth-weight.

Birth-weight for gestation, weight, height and body mass index were converted to standard

deviation (SD) scores (SDS) adjusted for age and sex using the British 1990 revised growth

reference.16,24,25 The SDS expresses the measurement relative to British children in 1990 in units

of standard deviations above or below the median, and is useful to detect trends in both mean

and variability. Applied to the reference population the mean SDS is zero and the SD is one. The

prevalence of overweight (including obesity) and obesity was defined using the International

Obesity Taskforce (IOTF) BMI cut-offs.18
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Mean, SD and Pearson correlation was calculated for each measurement by year of

measurement. The relationship between BMI, height and time was investigated in three ways: a)

the log-log regression of weight on height, where the height regression coefficient is the optimal

power p in the Benn index weight/heightp; b) the linear regression of BMI on height for each

year separately, and then for all years combined including a height by year interaction; c) the

linear regression of BMI on year for each tenth of the height SDS distribution separately.

Adjustments were included for month of measurement, birth-weight and deprivation.

Deprivation was assigned by area using the child’s home postcode linked at Low Level Super

Output Area to the Income Deprivation Affecting Children index26 in the 45,300 records (90%)

where it was recorded. Birth-weight was adjusted for sex and gestation via SDS. Both birth-

weight and deprivation were both available in 43,193 records (86%). Interactions of sex with the

other covariates were also tested for.

Main results are presented as effect (95% confidence interval).

Results

Complete anthropometric data at 3 years were available for 50,455 children (49.2% female),

with mean age 3.1 (SD 0.2, range 2.6 to 4.5) years. Table 1 summarises height, weight and BMI

by year, both as measurement and SDS, showing that height fell slightly with time, whereas

weight and BMI rose steeply. The prevalence of overweight / obesity also rose over the period,

from 12.2% / 2.2% in 1988 to 19.1% / 4.0% in 2003.

The mean annual increase in BMI adjusted for height, month of measurement and deprivation

was 0.036 (0.034 to 0.039) SD per year, or 0.034 (0.032 to 0.037) SD per year when further

adjusted for birth-weight (both P < 0.0001). So on average, 3-year-old children of the same

height and birth-weight, from areas of comparable deprivation, were 15 x 0.034 = 0.51 SD fatter

in mid-2003 than in mid-1988, an increase of 0.67 (0.62 to 0.72) kg/m2. This corresponds to
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crossing upwards four-fifths of a centile channel on the British 1990 BMI chart (where the

centiles are spaced two-thirds of an SD apart27).

Height, similarly adjusted, fell over the same period by 0.009 (0.006 to 0.011) SD per year,

corresponding to a height reduction of 0.5 (0.4 to 0.6) cm over 15 years. The reduction occurred

in the affluent as well as the poor areas. The SDs for height SDS and weight SDS were 1.08 and

1.06 overall, slightly greater than the expected value of 1, but they showed no obvious trend

over time. For BMI SDS by contrast the SD fell from 1.24 to 1.04 over the 15 years, a striking

fall in variability. Figure 1 shows the explanation for this – the correlation of BMI with height

increased substantially from -0.1 in 1988 to 0.1 in 2003. For comparison the weight-height

correlation increased from 0.59 to 0.71 over the same period.

Table 2 gives the regression coefficients of log weight on log height, both overall and by year,

including adjustments for age and sex. Overall the coefficient (Benn index) is very close to 2,

showing that the index weight/height2 is almost perfectly uncorrelated with height. But the time

trend tells a different story – in 1988 the optimal power was around 1.8, but by 2003 it had

increased to around 2.2, a highly significant secular trend (P < 0.0001). This shows that at the

start of the period BMI was slightly greater in short children compared to tall, but by the end the

reverse was true. So over the 15-year period BMI had increased more in the tall children than

the short. There was a significant sex interaction with log height, such that the optimal power for

girls was 0.05 higher than for boys.

Figure 2 shows the mean increase in BMI over the study period for children in each tenth of the

height distribution (all years combined), estimated from the regression of BMI on year, adjusted

for age, sex, deprivation, month of measurement and birth-weight within each height group. It

demonstrates a near-linear increase in BMI with height from the shortest to the tallest,

independently of birth-weight and deprivation. For the shortest 10% of children (< 11th British

height centile) the mean increase in BMI from 1988 to 2003 was 0.12 (-0.05 to 0.28) kg/m²,
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while for the tallest 10% (> 93rd British centile) the increase was 1.38 (1.19 to 1.56) kg/m²,

twelve times greater. These correspond to British 1990 BMI centile chart crossings upwards of a

sixth of a channel for the shortest children and 1.6 channels for the tallest children respectively.

Figure 3 shows the complex dependence of IOTF overweight prevalence on height and time,

with height divided into five groups from the shortest to the tallest. Overweight prevalence was

essentially constant over time among the shortest children, but rose steeply among the tallest.

During 1988-1991 the lowest prevalence was in the fourth fifth of height (98 cm, 0.7 SDS),

while by 1999-2003 it had fallen to the second fifth (94 cm, -0.5 SDS). The J-shaped

relationship between BMI and height is consistent with other studies.7

Birth-weight correlated weakly though highly significantly with 3-year weight (r = 0.29 [0.28 to

0.30]), height (r = 0.25 [0.24 to 0.26]) and BMI (r = 0.16 [0.15 to 0.17]). The correlation

between birth-weight and BMI did not change over time (birth-weight by year interaction P =

0.5), even after adjustment for age, sex and month of measurement, so birth-weight did not

explain the BMI trend. In analyses including height and birth-weight, height alone was a slightly

stronger predictor of BMI than height adjusted for birth-weight.

Discussion

The results show that the increase in obesity between 1988 and 2003 among 3-year-old English

children was disproportionately greater in taller children. In short children BMI increased only

slightly over the 16-year period, whereas in tall children the increase was twelve times greater.

At the start of the period the correlation between BMI and height was negative, with mean BMI

slightly greater in short children than tall, but by the end the correlation had become positive,

with tall children having the higher mean BMI. This same secular trend in the BMI-height

relationship was seen in the regression of BMI on height and the Benn index weight/heightp.
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There was also a counter-intuitive fall in the standard deviation of BMI, arising from the

increasing weight-height correlation explaining progressively more of the variability in BMI.

The strength, consistency and linearity of the changing relationship suggests that tall stature has

over time become important for obesity in this age group, the effect being largest in the tallest

children and smallest in the shortest.

Study strengths and limitations

Our study design involves serial cross-sectional surveys over a long period of time, each with a

large sample from a narrow age range, in an area with low migration and relatively little change

in socio-economic status.28 This design is appropriate for detecting secular trends in child

populations, such as those we report, provided sampling bias is unsubstantial or controlled for.

The fall in numbers of children we observed over time (see Table 1) was real and not due to

sampling changes – a very similar fall was seen in birth numbers. There was a slight (6 week)

increase in mean age at examination across the years – this was controlled for by using SDS,

and there were no residual age influences in regression models. This provides some reassurance

that the secular trend in the BMI-height relationship is genuine. A potential weakness of the

study is the use of routinely collected data, which are not subject to formal quality control and

so may be of poorer quality. The data have however been carefully cleaned, with obvious

outliers excluded, and the standard deviations of weight SDS and height SDS are only slightly

above unity. This is a sensitive indicator of data quality, as the standard deviation is unity by

definition for the reference population, and any extra measurement error would tend to inflate it.

In addition, biased or noisy data would attenuate any secular trend, implying that the underlying

trend is actually stronger than shown.
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Interpretation

What might explain the increase in BMI being concentrated among the taller children? The

simplest explanation is that their lifestyle has changed over time, causing them to become

progressively fatter through reduced activity and/or increased energy intake. There is little doubt

that this lifestyle change has occurred,29-31 but the problem is that all children are exposed to

risk, not just the tall. The little evidence published on height-environment interaction suggests

that tall children, particularly boys, tend to be more physically active, not less, than their short

counterparts.32 The lack of a sex difference in our findings also tends to rule out activity as an

explanation, as girls are less active than boys.33

Research into the origins of child obesity is currently focused on foetal growth and birth

weight,34 and early postnatal growth,35 where rapid growth is associated with later obesity.

Among several possible mechanisms for this association, appetite control is receiving specific

attention.36,37 Ong et al10 show that infants who grow fast early on are fatter later, and they view

intrauterine constraint of foetal growth as the driving force for rapid postnatal weight gain via

prenatal up-regulation of appetite,38 with the excess growth starting immediately after birth and

the rapid growers ending up taller than average as well as fatter.10 Stunkard et al.39,40 show that

weight at 1 and 2 years is determined by energy intake rather than energy expenditure, and that

appetite (as measured by nutritive sucking behaviour at 3 months) is an important factor

affecting intake.

Appetite relates both to dietary intake and to growth, so it may explain the link between growth

and increasing obesity.41 Height at any age reflects accumulated growth since conception, so

that at 3 years tall children have been growing faster than short children. Faster growth goes

with a larger appetite in general, so taller children are likely to have (had) larger appetites. This

faster growth may also be associated with increased maturation, as accelerated growth is
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associated with early menarche.42 In boys, Sandhu et al43 show that higher BMI just before

puberty is associated with earlier puberty and higher BMI in late adulthood.

However there is an anomaly in our findings – a secular increase in appetite should have led to

more growth and taller, heavier children, yet this has not happened. Over the 16 years studied,

mean height fell by 0.5 cm despite the steep rise in weight. Whatever caused weight to rise did

not simultaneously increase height. The stability of the underlying population makes this hard to

explain in terms of changing ethnicity or socio-economic status.

Public health implications

The findings are important for public health. Interventions to prevent child obesity currently

target diet and physical activity, on the assumption that energy imbalance is the problem. But if

appetite has been up-regulated via programming, as the link between obesity and growth

implies, the appropriate strategy would be to reduce appetite in the fastest growing infants. In

practice this would be extremely difficult to do, particularly if appetite were programmed

prenatally. Research is required to identify safe and effective early preventive interventions,

possibly via changes to infant-feeding practices and/or pharmaceuticals.44

In conclusion, the association between height and weight at 3 years has increased over time

because BMI has increased much more in tall than in short children. This suggests that much of

the drive to increasing fatness arises from postnatal growth, probably mediated via appetite.

Further research into the determinants of child adiposity and public health interventions to

reduce high adiposity should prioritise studies early in life.



11

Contributors

IEB noted an exceptional height effect in Wirral health visitor data, did part of the analysis and

led the writing of the paper. PEB provided the data, sought ethical approval, fed-back interim

results to the Wirral health visitors and generated hypotheses. DJK worked on the manuscript

and developed ideas with IEB and PEB. TJC directed the investigation towards overgrowth as a

potential cause of child obesity, did part of the analysis and wrote the initial drafts of the paper

with IEB. All authors saw and commented on the final version of the paper. IEB is guarantor of

the paper.

Ethics

The Wirral Local Research Ethics Committee granted ethical approval for this study.

Conflict of interest statement

We declare that we have no conflict of interest.

Acknowledgements

Thanks to the Wirral Health Visitors for their support and co-operation with collecting the data

and commenting on their measurement methods; to Wirral Hospitals NHS Trust for their careful

guardianship of the database; to Tam Fry and the Child Growth Foundation for their support and

training of the Wirral Health Visitors to maintain the quality of their measurements; to Tom

Hennell of Government Office Northwest for providing the deprivation scores; and to Dick

Heller for commenting on drafts of the paper. We also thank the two referees for their useful

comments. TJC is funded by the Medical Research Council.



12

References

1 Bundred P, Kitchiner D, Buchan I. Prevalence of overweight and obese children between

1989 and 1998: population based series of cross sectional studies. BMJ 2001;

322(7282):326-328.

2 Bhargava SK, Sachdev HS, Fall CH, Osmond C, Lakshmy R, Barker DJ et al. Relation of

serial changes in childhood body-mass index to impaired glucose tolerance in young

adulthood. N Engl J Med 2004; 350(9):865-875.

3 Prentice AM, Jebb SA. Obesity in Britain: gluttony or sloth? BMJ 1995; 311(7002):437-

439.

4 House of Commons Health Committee. Obesity: Third report of session 2003-4. 2004.

London, The Stationery Office Limited.

5 Kopelman P, Adshead F, Elkeles A, Gibson P, Gilmore I, Maryon Davis A et al. Storing

up problems: The medical case for a slimmer nation. 2004. London, Royal College of

Physicians of London.

6 Freedman DS, Khan LK, Serdula MK, Dietz WH, Srinivasan SR, Berenson GS. Inter-

relationships among childhood BMI, childhood height, and adult obesity: the Bogalusa

Heart Study. Int J Obes Relat Metab Disord 2004; 28(1):10-16.

7 Kain J, Uauy R, Lera L, Taibo M, Albala C. Trends in height and BMI of 6-year-old

children during the nutrition transition in Chile. Obes Res 2005; 13(12):2178-2186.



13

8 Freedman DS, Khan LK, Mei ZG, Dietz WH, Srinivasan SR, Berenson GS. Relation of

childhood height to obesity among adults: The Bogalusa Heart Study. Pediatrics 2002;

109(2):U22-U28.

9 Singhal A, Wells J, Cole TJ, Fewtrell M, Lucas A. Programming of lean body mass: a link

between birth weight, obesity, and cardiovascular disease? Am J Clin Nutr 2003;

77(3):726-730.

10 Ong KL, Ahmed ML, Emmett PM, Preece MA, Dunger DB. Association between

postnatal catch-up growth and obesity in childhood: prospective cohort study. BMJ 2000;

320(7240):967-971.

11 Singhal A, Lucas A. Early origins of cardiovascular disease: is there a unifying

hypothesis? Lancet 2004; 363(9421):1642-1645.

12 Stettler N, Zemel BS, Kumanyika S, Stallings VA. Infant weight gain and childhood

overweight status in a multicenter, cohort study. Pediatrics 2002; 109(2):194-199.

13 Barker DJP. Fetal and Infant Origins of Adult Disease. London: BMJ Books; 1992.

14 Lucas A, Fewtrell MS, Cole TJ. Fetal origins of adult disease-the hypothesis revisited.

BMJ 1999; 319(7204):245-249.

15 Must A, Dallal GE, Dietz WH. Reference data for obesity: 85th and 95th percentiles of

body mass index (wt/ht2) and triceps skinfold thickness. Am J Clin Nutr 1991; 53:839-

846.



14

16 Cole TJ, Freeman JV, Preece MA. Body mass index reference curves for the UK, 1990.

Arch Dis Child 1995; 73(1):25-29.

17 Dietz WH, Robinson TN. Use of the body mass index (BMI) as a measure of overweight

in children and adolescents. J Pediatr 1998; 132(2):191-193.

18 Cole TJ, Bellizzi MC, Flegal KM, Dietz WH. Establishing a standard definition for child

overweight and obesity worldwide: international survey. BMJ 2000; 320(7244):1240-

1243.

19 Rolland-Cachera MF, Sempé M, Guilloud-Bataille M, Patois E, Pequignot-Guggenbuhl F,

Fautrad V. Adiposity indices in children. Am J Clin Nutr 1982; 36:178-184.

20 Cole TJ. Weight/heightp compared to weight/height2 for assessing adiposity in childhood -

influence of age and bone age on p during puberty. Annals of Human Biology 1986;

13:433-451.

21 Hattori K, Hirohara T. Age change of power in weight/height(p) indices used as indicators

of adiposity in Japanese. American Journal of Human Biology 2002; 14(2):275-279.

22 Cole TJ. Weight-stature indices to measure underweight, overweight and obesity. In:

Himes JH, editor. Anthropometric assessment of nutritional status. New York: Wiley-Liss;

1991. 83-111.

23 Freedman DS, Thornton JC, Mei Z, Wang J, Dietz WH, Pierson RN, Jr. et al. Height and

adiposity among children. Obes Res 2004; 12(5):846-53.



15

24 Freeman JV, Cole TJ, Chinn S, Jones PR, White EM, Preece MA. Cross sectional stature

and weight reference curves for the UK, 1990. Arch Dis Child 1995; 73(1):17-24.

25 Preece MA, Freeman JV, Cole TJ. Sex differences in weight in infancy. Published centile

charts for weights have been updated. BMJ 1996; 313(7070):1486.

26 Office of the Deputy Prime Minister. Indices of Deprivation 2004 (revised). 2004.

London, The Stationery Office Limited.

27 Cole TJ. Do growth chart centiles need a face lift? BMJ 1994; 308(6929):641-2.

28 Office for National Statistics. Subnational Population Projections for England. 2004.

London, Office for National Statistics. PP3.

29 Reilly JJ, Jackson DM, Montgomery C, Kelly LA, Slater C, Grant S et al. Total energy

expenditure and physical activity in young Scottish children: mixed longitudinal study.

Lancet 2004; 363(9404):211-212.

30 Nicklas TA, Demory-Luce D, Yang SJ, Baranowski T, Zakeri I, Berenson G. Children's

food consumption patterns have changed over two decades (1973-1994): The Bogalusa

heart study. J Am Diet Assoc 2004; 104(7):1127-1140.

31 Lindstrom M, Isacsson SO, Merlo J. Increasing prevalence of overweight, obesity and

physical inactivity: two population-based studies 1986 and 1994. Eur J Public Health

2003; 13(4):306-312.



16

32 Malina RM. Physical growth and biological maturation of young athletes. Exerc Sport Sci

Rev 1994; 22:389-433.

33 Montgomery C, Reilly JJ, Jackson DM, Kelly LA, Slater C, Paton JY et al. Relation

between physical activity and energy expenditure in a representative sample of young

children. Am J Clin Nutr 2004; 80(3):591-596.

34 Oken E, Gillman MW. Fetal origins of obesity. Obes Res 2003; 11(4):496-506.

35 Baird J, Fisher D, Lucas P, Kleijnen J, Roberts H, Law C. Being big or growing fast:

systematic review of size and growth in infancy and later obesity. BMJ 2005;

331(7522):929.

36 Breier BH, Vickers MH, Ikenasio BA, Chan KY, Wong WP. Fetal programming of

appetite and obesity. Mol Cell Endocrinol 2001; 185(1-2):73-79.

37 Cripps RL, Martin-Gronert MS, Ozanne SE. Fetal and perinatal programming of appetite.

Clin Sci (Lond) 2005; 109(1):1-11.

38 Ong KL, Preece MA, Emmett PM, Ahmed ML, Dunger DB. Size at birth and early

childhood growth in relation to maternal smoking, parity and infant breast-feeding:

longitudinal birth cohort study and analysis. Pediatr Res 2002; 52(6):863-867.

39 Stunkard AJ, Berkowitz RI, Stallings VA, Schoeller DA. Energy intake, net energy output,

is a determinant of body size in infants. Am J Clin Nutr 1999; 69(3):524-530.



17

40 Stunkard AJ, Berkowitz RI, Schoeller D, Maislin G, Stallings VA. Predictors of body size

in the first 2y of life: a high-risk study of human obesity. International Journal of Obesity

2004; 28(4):503-513.

41 Drewett RF, Amatayakul K. Energy intake, appetite and body mass in infancy. Early Hum

Dev 1999; 56(1):75-82.

42 Cooper C, Kuh D, Egger P, Wadsworth M, Barker D. Childhood growth and age at

menarche. British Journal of Obstetrics and Gynaecology 1996; 103(8):814-817.

43 Sandhu J, Ben-Shlomo Y, Cole TJ, Holly J, Davey SG. The impact of childhood body

mass index on timing of puberty, adult stature and obesity: a follow-up study based on

adolescent anthropometry recorded at Christ's Hospital (1936-1964). Int J Obes (Lond)

2006; 30(1):14-22.

44 Vickers MH, Gluckman PD, Coveny AH, Hofman PL, Cutfield WS, Gertler A et al.

Neonatal leptin treatment reverses developmental programming. Endocrinology 2005;

146(10):4211-4216.



18

Table 1: Trends in height, weight and body mass index (BMI) in Wirral 3-year-olds

between 1988 and 2003. Data are annual means (age-sex standardised), and means and

SDs of standard deviation scores (SDS) based on the British 1990 growth reference.

Height Weight BMI

Year N cm SDS (SD) kg SDS (SD) kg/m2 SDS (SD)

1988 3460 96.37 0.12 (1.09) 14.69 0.01 (1.07) 15.80 -0.13 (1.24)

1989 3344 96.69 0.21 (1.10) 14.77 0.05 (1.06) 15.78 -0.15 (1.24)

1990 3449 96.48 0.15 (1.12) 14.86 0.11 (1.05) 15.96 -0.01 (1.17)

1991 3603 96.61 0.18 (1.08) 14.87 0.11 (1.04) 15.93 -0.03 (1.18)

1992 3468 96.46 0.14 (1.07) 14.87 0.11 (1.01) 15.97 0.00 (1.16)

1993 3544 96.71 0.21 (1.08) 14.88 0.11 (1.05) 15.90 -0.05 (1.17)

1994 3676 96.66 0.20 (1.08) 14.98 0.17 (1.04) 16.02 0.04 (1.16)

1995 3312 96.58 0.18 (1.09) 14.97 0.17 (1.07) 16.04 0.05 (1.19)

1996 3255 96.21 0.08 (1.08) 14.97 0.17 (1.07) 16.17 0.16 (1.11)

1997 3046 96.11 0.05 (1.04) 15.04 0.21 (1.05) 16.28 0.24 (1.11)

1998 2993 96.28 0.10 (1.07) 15.17 0.28 (1.06) 16.37 0.30 (1.10)

1999 2865 96.23 0.08 (1.07) 15.13 0.26 (1.09) 16.35 0.29 (1.10)

2000 2609 96.15 0.06 (1.06) 15.09 0.24 (1.06) 16.33 0.28 (1.05)

2001 2741 96.10 0.05 (1.04) 15.16 0.27 (1.06) 16.41 0.34 (1.06)

2002 2687 96.06 0.04 (1.08) 15.21 0.31 (1.07) 16.49 0.40 (1.04)

2003 2403 96.03 0.03 (1.06) 15.14 0.26 (1.10) 16.42 0.34 (1.09)

All 50455 96.38 0.12 (1.08) 14.97 0.17 (1.06) 16.11 0.11 (1.16)
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Table 2: Trends in Benn index for Wirral 3-year-olds between 1988 and 2003. Data are the

regression coefficients of log weight on log height, both overall and by year, including

adjustments for age and sex.

Year Benn index (95% CI)

1988 1.76 (1.68 to 1.84)

1989 1.75 (1.67 to 1.83)

1990 1.84 (1.76 to 1.91)

1991 1.83 (1.76 to 1.91)

1992 1.78 (1.70 to 1.85)

1993 1.92 (1.84 to 1.99)

1994 1.80 (1.73 to 1.87)

1995 1.88 (1.80 to 1.96)

1996 2.05 (1.97 to 2.13)

1997 2.05 (1.97 to 2.13)

1998 2.04 (1.96 to 2.12)

1999 2.17 (2.09 to 2.26)

2000 2.12 (2.04 to 2.20)

2001 2.20 (2.11 to 2.28)

2002 2.18 (2.10 to 2.26)

2003 2.23 (2.14 to 2.32)

All 1.95 (1.93 to 1.97)
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Figure 1: Increasing correlation between BMI and height among Wirral 3-year-olds from 1988

to 2003, plotted as annual Pearson correlations of standard deviation scores (based on the

1990 British growth reference) with bars showing 95% confidence intervals.
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Figure 2: Increases in body mass index (BMI) in Wirral 3-year-olds from 1988 to 2003, by

tenths of height, adjusted for age, sex, month of measurement, deprivation and birth-

weight. Error bars represent 95% confidence intervals. The increase in BMI was twelve

times greater for the tallest 10% than the shortest 10% of children.
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Figure 3: Trends over time in the prevalence (%) of overweight (IOTF) by fifths of the height

distribution among Wirral 3-year-olds from 1988 to 2003. The prevalence is essentially

constant among the shortest children, but rises more and more steeply with increasing

height.
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