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ORIGINAL ARTICLE

Puberty Timing and Sex-Specific Trajectories of 
Systolic Blood Pressure: a Prospective Cohort 
Study
Kate N. O’Neill , PhD; Joshua A. Bell, PhD; George Davey Smith , MD, DSc, FRS; Kate Tilling, PhD;  
Patricia M. Kearney, PhD; Linda M. O’Keeffe, PhD

BACKGROUND: Sex differences in systolic blood pressure (SBP) emerge during adolescence but the role of puberty is not well 
understood. We examined sex-specific changes in SBP preceding and following puberty and examined the impact of puberty 
timing on SBP trajectories in females and males.

METHODS: Trajectories of SBP before and after puberty and by timing of puberty in females and males in a contemporary 
birth cohort study were analyzed. Repeated measures of height from age 5 to 20 years were used to identify puberty timing 
(age at peak height velocity). SBP was measured on ten occasions from 3 to 24 years (N participants, 4062; repeated SBP 
measures, 29 172). Analyses were performed using linear spline multilevel models based on time before and after puberty 
and were adjusted for parental factors and early childhood factors.

RESULTS: Mean age at peak height velocity was 11.7 years (SD, 0.8) for females and 13.6 years (SD, 0.9) for males. Males 
had faster rates of increase in SBP before puberty leading to 10.19 mm Hg (95% CI, 6.80–13.57) higher mean SBP at 
puberty which remained similar at 24 years (mean difference, 11.43 mm Hg [95% CI, 7.22–15.63]). Puberty timing was 
associated with small transient differences in SBP trajectories postpuberty in both sexes and small differences at 24 
years in females only.

CONCLUSIONS: A large proportion of the higher SBP observed in males compared with females in early adulthood is accrued 
before puberty. Interventions targeting puberty timing are unlikely to influence SBP in early adulthood. (Hypertension. 
2022;79:00–00. DOI: 10.1161/HYPERTENSIONAHA.121.18531.) • Supplemental Material
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High systolic blood pressure (SBP) is a leading modi-
fiable risk factor for cardiovascular disease.1–3 SBP 
tracks from childhood through to adulthood4; both 

higher levels of SBP and faster rates of increase in SBP 
during adolescence are positively associated with the 
risk of developing hypertension in later life.5 Sex differ-
ences in SBP across the life course are well established 
with males having higher SBP than females throughout 
much of adult life until mid to later life when steeper rises 
in SBP are observed in females.6–8 Sex differences in 
SBP emerge during adolescence and by age 18 there is 

evidence of 10 mm Hg higher SBP in males compared 
with females.6,9–11

Puberty has been identified as a crucial period in 
adolescence which may account for the emergence of 
a sex difference in SBP with the disparate action of sex 
steroids on blood pressure put forward as a biological 
mechanism.10,12,13 However, few studies to date have 
examined and compared change in SBP before and 
after puberty in females and males.13,14 In an analysis 
with repeated measures of SBP over a 10-year period 
from before to after puberty, males had higher SBP than 
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females and similar patterns of change throughout the 
time observed, albeit with faster rates of increase in SBP 
in males around the pubertal growth period.14 However, 
the study included only 182 participants, not all of whom 
were followed up into early adulthood, limiting insights 
into the role of puberty in SBP change after more tran-
sient effects on SBP at puberty subside.

In addition to the potential role of puberty in the emer-
gence of sex differences in SBP, several studies have 
examined whether puberty timing influences SBP later 
in adulthood.15–19 However, results have been largely 
inconsistent with some studies demonstrating asso-
ciations between early puberty and higher SBP in both 
sexes15,16 while others document associations in males 
but not females17,18 or provide no strong evidence of 
associations in either sex.19 These studies have been 
limited by their use of self-report measures of puberty 
timing or have lacked data on prepubertal adiposity gain, 
an important confounder of puberty timing—cardiovascu-
lar risk associations.19,20 In addition, these studies only 
examined single measurements of SBP in adulthood. 
Understanding whether puberty timing is associated with 
SBP trajectories before and after puberty may provide 
further insights into the potential causality of associa-
tions between puberty timing and SBP in adulthood in 
females and males. Any observed associations of puberty 
timing with SBP early in childhood before puberty are 
unlikely to reflect a causal effect as this is temporally 
implausible and, therefore, likely explained by confound-
ing and possibly shared genetic architecture between 
SBP and puberty timing. Consequently, if puberty timing 

is associated with SBP measured early in childhood 
(before puberty) to a similar degree as SBP measured 
in adulthood (after puberty), this would suggest that 
puberty timing itself is unlikely to be a cause of SBP.

Using an objective growth-based measure of puberty 
(age at peak height velocity [aPHV]), repeated SBP 
measures from 3 to 24 years of age from a large con-
temporary prospective birth cohort study in the south-
west of England and with adjustment for prepubertal 
adiposity gain, we first examine change in SBP before 
and after puberty to better understand whether sex-spe-
cific changes in SBP precede or follow puberty. Second, 
we examine the association between puberty timing and 
SBP trajectories before and after puberty in females and 
males, to gain a better understanding of the likely cau-
sality of associations between puberty timing and SBP 
in adulthood.

METHODS
Study Participants
Data were from first-generation offspring of the ALSPAC (Avon 
Longitudinal Study of Parents and Children), a population-
based prospective birth cohort study in southwest England.21,22 
Because of the sensitive nature of the data collected for this 
study, requests to access the data set from qualified research-
ers trained in human subject confidentiality protocols may be 
sent to the University of Bristol at www.bristol.ac.uk/alspac/
researchers/access. Pregnant women resident in one of the 
3 Bristol-based health districts with an expected delivery date 
between April 1, 1991 and December 31, 1992 were invited 
to participate. The study is described elsewhere in detail.21–23 
ALSPAC initially enrolled a cohort of 14 451 pregnancies, from 
which 14 062 live births occurred and 13 988 children were 
alive at age 1y. When the oldest children were aged ≈7 years, 
an attempt was made to bolster the initial sample with eligible 
cases who had not joined the study originally. Therefore, the total 
sample size for analyses using any data collected after the age 
of 7 years is 15 454 pregnancies, resulting in 15 589 foetuses. 
Of these 14 901 were alive at 1 year of age. Follow-up has 
included parent- and child-completed questionnaires, research 
clinic attendance, and links to routine data. Data gathered from 

Nonstandard Abbreviations and Acronyms

ALSPAC  Avon Longitudinal Study of Parents and 
Children

aPHV age at peak height velocity
BMI body mass index
SBP systolic blood pressure

NOVELTY AND RELEVANCE

What Is New?
This research uses an objective measure of puberty 
timing and repeated systolic blood pressure (SBP) 
measurements from ages 3 to 24 years to explore 
changes in SBP in males and females before and 
after puberty and to examine the association between 
puberty timing and SBP trajectories from infancy to 
early adulthood.

What Is Relevant?
The time before puberty is an important period for the 
emergence of higher SBP in males compared with 
females. Puberty timing itself is not strongly associated 
with SBP in early adulthood.

Clinical/Pathophysiological implications
Interventions targeting puberty timing are unlikely to 
greatly influence SBP in females and males in early 
adulthood.
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participants at 22 years of age and onwards were collected 
and managed using Research Electronic Data Capture elec-
tronic data capture tools.24,25 Ethical approval for the study was 
obtained from the ALSPAC Ethics and Law Committee and 
the Local Research Ethics Committees. Informed consent for 
the use of data collected via questionnaires and clinics was 
obtained from participants following the recommendations of 
the ALSPAC Ethics and Law Committee at the time. The study 
website contains details of all the data that is available through 
a fully searchable data dictionary http://www.bristol.ac.uk/
alspac/researchers/our-data/.

Data
Assessment of Puberty Timing
Puberty is a period of intense hormonal activity and rapid 
growth, of which the most striking feature is the spurt in 
height.26 aPHV is a validated measure of pubertal timing26 
captured using Superimposition by Translation and Rotation, 
a nonlinear multilevel model with natural cubic splines which 
estimates the population average growth curve and depar-
tures from it as random effects.27,28 Using Superimposition 
by Translation and Rotation, PHV was identified in ALSPAC 
participants using numerical differentiation of the individu-
ally predicted growth curves, with aPHV being the age at 
which the maximum velocity is observed.27–29 Repeated 
data on measured height from research clinics were used 
here to derive aPHV. Individuals with at least one measure-
ment of height from 5 to <10 years, 10 to <15 years, and 
15 to 20 years are included here. Data were analyzed for 
females and males separately. The model was fitted using the 
Superimposition by Translation and Rotation package in R 
version 3.4.1. Further details of height measures are included 
in Table S1, and information on how aPHV was derived is 
described elsewhere29 and in Methods S1.

Measurement of SBP
Ten measurements of SBP (mean ages 3, 5, 7, 9, 10, 11, 12, 15, 
18, and 24 years) were available from research clinic assess-
ments. In a random 10% of the cohort, SBP was measured 
at Children in Focus clinical assessments conducted in early 
childhood (ages 3, 4, 5 years).21 After this (from 7 to 24 years), 
all children were invited to attend focus clinics. At each clinic, 
SBP was measured at least twice each with the child sitting 
and at rest with the arm supported, using a cuff size appropriate 
for the child’s upper arm circumference and a validated blood 
pressure monitor. The mean of the 2 final measures was used. 
Further details are provided in Methods S2.

Measurement of Covariates
We selected potential confounders a priori and used a directed 
acyclic graph to illustrate our causal assumptions related to 
this research question.30 We considered the following as poten-
tial confounders of the association between puberty/age at 
puberty and SBP: birth weight, gestational age, maternal edu-
cation, mother’s partner’s education, parity, maternal smoking 
during pregnancy, maternal age, maternal prepregnancy body 
mass index (BMI), household social class, marital status, ever 
breastfed (all measured by mother-completed questionnaires) 
and prepubertal gains in BMI from one up to 9 years of age. 
Further details of measurements are available in Methods S3.

Sample Size for Analysis
Participants who had an estimate of aPHV, at least one mea-
sure of SBP from 3 to 24 years and complete data on all con-
founders were included in analyses, leading to a total sample 
of 4062 (2139 females and 1923 males) with 10 839 par-
ticipants excluded (Figure S2). Participants who reported being 
pregnant at the 18-year clinic or 24-year clinic were excluded 
from the multilevel models at that timepoint (N=9).

Statistical Analysis
Pubertal Age-Based Multilevel Model
Linear spline multilevel models were used to examine change 
in SBP during childhood and adolescence and allow for the 
inclusion of participants with at least one SBP measurement 
throughout the follow-up period.31,32 A common approach to 
modeling change over time using multilevel models involves 
examining change by chronological age.9,33 However, when 
change before or after a specified event is of interest (eg, 
puberty or menopause), it is also possible to model change 
according to other time metrics such as time before and after 
the event.20 Thus, to gain a greater understanding of the role of 
puberty and its timing in change in SBP during childhood and 
adolescence, we modeled trajectories of SBP by time before 
and after puberty. The final model for females had 4 periods 
of SBP change: one prepubertal period and 3 postpubertal 
periods. In males, the final model for change in SBP also had 
4 periods of change: 2 prepubertal periods and 2 postpuber-
tal periods. Due to different periods of change in females and 
males all models were sex stratified. Further details on the 
selection of models and model fit are included in Methods S3, 
Table S2 and Table S3.

To explore sex-specific change in SBP before and after 
puberty, we compared SBP trajectories for the median female 
(aPHV=11.6 years) and male (aPHV=13.6 years); this provided 
insight into the sex-specific changes in SBP preceding and 
following puberty in females and males. As a female with the 
median aPHV is younger chronologically than the median male 
and SBP increases with age, we also compared SBP trajecto-
ries for a female and male with similar aPHV (age 12.8 years 
in females [90th percentile] and 12.4 years in males [10th per-
centile]). This provided insights into whether any differences in 
trajectories, particularly differences in SBP at puberty between 
the median female and male were independent of differences 
in chronological age. We compared the difference in SBP 
between females and males at age 3 years, at puberty and age 
24y by calculating the mean difference between the sexes and 
using the pooled SE to calculate 95% CIs for the difference.

We then examined the effect of aPHV on SBP trajecto-
ries before and after puberty in females and males separately. 
Differences in the rate of change in SBP before and after 
puberty by aPHV were explored by including an interaction 
between centred sex-specific aPHV and the intercept (SBP 
at puberty) and each linear spline period. Figures presented 
compare SBP trajectories for the median, 10th and 90th sex-
specific percentiles of aPHV. Differences in trajectories for 
a one-year later aPHV are reported in tables. The effect of 
aPHV on SBP trajectories at age 3 years served as a nega-
tive control analysis. Any observed associations of aPHV with 
SBP early in childhood before puberty cannot be caused by 
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aPHV and are likely explained by confounding, particularly by 
adiposity, and possibly shared genetic architecture between 
SBP and puberty timing.

Confounders were included as interactions with the inter-
cept and each linear spline period. To account for the con-
founding effect of prepubertal adiposity gain, individual-specific 
residuals derived from multilevel models of BMI from one up to 
9 years of age were included as interactions with the intercept 
and each linear spline period. These residuals capture each 
individual’s deviation from the average BMI trajectory.34 Details 
on multilevel models of BMI are provided in Methods S3 and 
have been published previously.34 Analyses were performed 
with and without adjustment for confounders.

Additional and Sensitivity Analyses
We performed weighted sensitivity analyses using inverse 
probability weighting to address potential selection bias due to 
exclusion based on missing data. The individual level weights 
were estimated using logistic regression using all listed socio-
demographic characteristics (sex, birth weight, gestational 
age, maternal education, mother’s partner’s education, parity, 
maternal smoking during pregnancy, maternal age, maternal 
prepregnancy BMI, household social class, marital status, ever 
breastfed, and prepubertal gains in BMI) and were incorporated 
into the multi-level models.35 We additionally performed unad-
justed analyses on the sample of participants that had data on 
aPHV and at least one measure of SBP from 3 to 24 years; 
this analysis included an additional 1640 participants excluded 
from our main analysis due to missing confounder data and 
provided insight into potential selection bias due to missing 
confounder data. We also explored the robustness of our find-
ings to the number and timing of SBP measures (by restrict-
ing the sample to participants with at least one SBP measure 
before and one after aPHV and to those with a minimum of 
5 SBP measures in total during follow-up) and to the puber-
tal age modeling strategy (by comparing results from models 
using chronological age-based trajectories of SBP). Finally, we 
conducted additional analyses adjusting for fat mass at age 9 
years to further explore the confounding role of adiposity and 
a further analysis adjusting for lean mass at age 9 years to 
explore the role of body mass. Further details on these analy-
ses are provided in Methods S4.

RESULTS
The characteristics of participants included in analy-
ses, by sex, are shown in Table 1. Similar socio-demo-
graphic characteristics were observed for females and 
males. Mean aPHV was 11.7y (SD=0.8) for females 
and 13.6 years (SD=0.9) for males. Mothers of par-
ticipants included in the analysis were more likely to 
be married, have higher household social class, higher 
education, higher partner education, lower prevalence 
of smoking during pregnancy, lower parity and higher 
maternal age compared with mothers of participants 
excluded due to missing exposure, outcome, or con-
founder data (Table S4). However, aPHV and SBP 
were similar between included and excluded partici-
pants (Table S4).

Table 1. Characteristics of ALSPAC Participants Included in 
the Analysis, by Sex

Characteristics

Females (N=2139) Males (N=1923)

n (%) n (%)

Maternal marital status

 Never married 261 (12.2) 182 (9.5)

 Widowed\divorced\separated 86 (4.0) 85 (4.4)

 First marriage 1666 (77.9) 1520 (79.0)

 Marriage 2 or 3 126 (5.9) 137 (7.1)

Household social class

 Professional 373 (17.4) 381 (19.8)

 Managerial and technical 992 (46.4) 919 (47.7)

 Nonmanual 510 (23.8) 431 (22.4)

 Manual 191 (8.9) 134 (7.0)

 Part skilled and unskilled 73 (3.4) 58 (3.0)

Maternal education

 Less than O level 350 (16.4) 295 (15.3)

 O level 764 (35.7) 673 (35.0)

 A level 608 (28.4) 579 (30.1)

 Degree or above 417 (19.5) 376 (19.6)

Mother’s partner’s highest educational qualification

 Less than O level 543 (25.4) 413 (21.5)

 O level 454 (21.2) 426 (22.2)

 A level 628 (29.3) 557 (28.9)

 Degree or above 514 (24.0) 527 (27.4)

Maternal smoking during pregnancy

 Yes 362 (16.9) 315 (16.4)

 No 1777 (83.1) 1608 (83.6)

Parity

 0 1039 (48.6) 941 (48.9)

 1 784 (36.7) 672 (34.9)

 2+ 316 (14.8) 310 (16.1)

Breastfeeding

 Exclusive 829 (38.7) 685 (35.6)

 Nonexclusive 982 (45.9) 990 (51.5)

 Never 328 15.3) 248 (12.9)

 Mean (SD) Mean (SD)

Gestational age, wk 39.6 (1.5) 39 (1.8)

Birth weight, g 3399.8 (475.4) 3489 (554.8)

Maternal prepregnancy BMI, kg/m2 22.7 (3.4) 23 (3.4)

Maternal age at delivery, y 29.4 (4.3) 29.8 (4.4)

Age at puberty 11.7 (0.8) 13.6 (0.9)

SBP, mm Hg

 Age 3 y 90.21 (8.16) 90.50 (7.46)

 Age 15 y 120.29 (10.45) 125.78 (10.43)

 Age 24 y 111.76 (9.62) 122.87 (10.52)

BMI

 Age 3 y 16.3 (1.4) 16.4 (1.4)

 Age 15 y 21.6 (3.4) 20.9 (3.2)

 Age 24 y 24.6 (5.1) 24.7 (4.3)

ALSPAC indicates Avon Longitudinal Study of Parents and Children; BMI, 
body mass index; and SBP, systolic blood pressure.
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Change in SBP Before and After Puberty
Mean adjusted trajectories of SBP before and after 
puberty in females and males at the median aPHV are 
presented in Figure 1. In adjusted models, females and 
males had similar SBP at age 3 years (Figure 1, Table 2). 
At puberty (median age 13.6 years in males and 11.7 
years in females), males had a 10.19 mm Hg (95% CI, 
6.80–13.57) higher SBP compared with females (Table 
S5). By 24 years, this difference increased to 11.43 
mm Hg (95% CI, 7.22–15.63). Higher SBP at puberty 
in males appeared to be attributable to steep increases 
in SBP in males in the 3 years before puberty (Table 2). 
Mean adjusted SBP trajectories for females and males 
of similar aPHV (age 12.8 years in females [90th percen-
tile] and 12.4 years in males [10th percentile]) are shown 
in Figure S2; at puberty males had a 5.75 mm Hg (95% 
CI, 2.30–9.20) higher SBP compared with females; this 
difference increased to 10.83 mm Hg (95% CI, 6.41–
15.25) higher SBP in males compared with females at 
24 years of age (Table S5).

Puberty Timing and SBP
Females
Mean adjusted female trajectories of SBP for the 10th 
(age 11), 50th (age 12), and 90th (age 13) percentiles 
of aPHV are presented in Figure 2. In adjusted mod-
els, there was no evidence of an association between a 
one-year later aPHV and SBP at 3 years of age (differ-
ence, −0.13 mm Hg [95% CI, −1.04 to 0.77]) or SBP at 
puberty (difference, 0.31 mm Hg [95% CI, −0.13 to 0.75]; 
Table 2). A one-year later aPHV was associated with 
faster increases in SBP in the 3 years’ postpuberty and 
faster decreases in SBP from 3 to 5 years after puberty. 
From 5 years after puberty to the end of follow-up, a 

one-year later aPHV was associated with a 0.26 mm Hg 
(95% CI, 0.16–0.36) per year slower decrease in SBP. 
By age 24 years, a one-year later aPHV was associated 
with a 1.05 mm Hg lower SBP (95% CI, −1.73 to −0.36).

Males
Mean adjusted male trajectories of SBP for the 10th 
(age 13), 50th (age 14), and 90th (age 15) percentiles 
of aPHV are presented in Figure 2. Similar to females, in 
adjusted models there was no evidence of an associa-
tion between aPHV and SBP at 3 years of age (differ-
ence, 0.20 mm Hg [95% CI, −0.69 to 1.09]) or in rates 
of change in SBP from 3 years of age to 3 years’ prepu-
berty (difference, −0.04 mm Hg per year [95% CI, −0.14 
to 0.06]). In the 3 years before puberty, a one-year later 
aPHV was associated with a 1.01 mm Hg (95% CI, 0.82–
1.20) faster increase in SBP per year. At puberty, a one-
year later aPHV was associated with 3.72 mm Hg (95% 
CI, 3.21–4.23) higher SBP. In the 3 years after puberty, 
a one-year later aPHV was associated with 1.83 mm Hg 
(95% CI: −2.07 to −1.59) slower increases per year and 
0.15 mm Hg (95% CI, 0.04–0.26) slower decreases per 
year in the period from 3 years’ postpuberty to the end 
of follow-up. By 24 years of age, there was no evidence 
of a difference in SPB per year later aPHV (difference, 
−0.25 mm Hg [95% CI, −1.03 to 0.54]).

Additional and Sensitivity Analyses
When analyses were conducted in the full sample of 
participants rather than those with complete confounder 
data, results were comparable (Table S6) as were results 
from the inverse probability weighted analyses (Table 
S7). Results were not appreciably different when analy-
ses were restricted to participants with at least one mea-
sure of SBP before and one measure after aPHV, or 

Figure 1.  Mean adjusted trajectories 
of systolic blood pressure (SBP) 
in females and males before and 
after puberty from multilevel models 
based on pubertal age.
Models are adjusted for birth weight, 
gestational age, maternal education, 
parity, maternal smoking during 
pregnancy, maternal age, maternal 
prepregnancy body mass index (BMI), 
household social class, marital status, 
partner education, breastfeeding, BMI 
residuals of offspring.

D
ow

nloaded from
 http://ahajournals.org by on July 1, 2022



OR
IG

IN
AL

 A
RT

IC
LE

6  August 2022 Hypertension. 2022;79:00–00. DOI: 10.1161/HYPERTENSIONAHA.121.18531

O’Neill et al Puberty and Systolic Blood Pressure Trajectories

to participants with at least five measurements of SBP 
(Table S8 and S9). Results were also similar in chrono-
logical age-based models (Table S10). Adjusting for DXA 
fat mass at age 9 years also resulted in similar results 
(Tables S11 and S12) as did adjustment for lean mass at 
age 9 years (Tables S13 and S14).

DISCUSSION
In this prospective cohort study, the largest to date with 
an objective height-based measure of puberty timing and 
repeat assessments of SBP from 3 to 24 years of age, 
we aimed to better understand the role of puberty and 
its timing in sex-specific trajectories of SBP across the 
early life course. Our findings suggest that a large pro-
portion of the sex difference in SBP in early adulthood 
is accrued before puberty with the remainder arising in 
the 5-year period postpuberty. These findings suggest 
that prevention of sex differences in SBP in adulthood 
may benefit from a life course approach starting before 
puberty. Our results on puberty timing and SBP trajec-
tories before and after puberty demonstrated no strong 

evidence of associations suggesting that puberty timing 
itself is unlikely to impact SBP in adulthood.

Comparison With Other Studies
Previous life course analyses of SBP trajectories docu-
ment a maximum sex difference at age 26 years with 
higher SBP in males compared with females.6 Our find-
ings suggest that a large proportion of this sex differ-
ence is established before puberty with the remainder 
accruing in the 5-year period postpuberty, regardless 
of whether we compare females and males of the sex-
specific median age at puberty or the same ages at 
puberty. These results are broadly consistent with other 
prospective studies.13,14 A US study (n=182) examining 
rates of SBP change before and after puberty, defined 
using peak growth velocity, showed that SBP was higher 
in males compared with females at any given age from 
5 to 25 years.14 Similar to our findings, males had nearly 
8 mm Hg higher SBP at puberty compared with females 
and rates of change in SBP were more pronounced in 
males with larger increases observed around the pubertal 

Table 2. Unadjusted and Adjusted Mean Trajectory and Mean Difference in Trajectory of SBP Per Year Later Age at Peak 
Height Velocity, From Pubertal Age Multilevel Models

Trajectory

Unadjusted Adjusted

Mean trajectory (95% CI) 
of SBP*

Mean difference (95% CI) 
in SBP per year later aPHV

Mean trajectory (95% CI) 
of SBP*

Mean difference (95% CI) in 
SBP per year later aPHV

Females

 SBP at 3 y of age, mm Hg† 91.06 (90.47 to 91.66) 1.36 (0.62 to 2.09) 92.40 (89.12 to 95.68) −0.13 (−1.04 to 0.77)

  Change in SBP before puberty, 
mm Hg/y

1.62 (1.54 to 1.70) −0.09 (−0.19 to −0.004) 1.40 (0.95 to 1.85) −0.12 (−0.22 to −0.02)

 SBP at puberty, mm Hg 105.64 (105.29 to 105.98) −0.69 (−1.10 to −0.27) 105.00 (103.03 to 106.97) 0.31 (−0.13 to 0.75)

  Change up to 3 y after puberty, 
mm Hg/y

5.00 (4.80 to 5.21) 0.75 (0.52 to 0.99) 4.59 (3.38 to 5.80) 0.68 (0.42 to 0.94)

  Change 3–5 y after puberty, 
mm Hg/y

−2.85 (−3.17 to −2.52) −2.72 (−3.09 to −2.36) −2.36 (−4.28 to −0.44) −2.65 (−3.06 to −2.24)

  Change 5 y after puberty to end of 
follow-up, mm Hg/y

−0.44 (−0.51 to −0.37) 0.28 (0.21 to 0.37) −0.36 (−0.79 to 0.07) 0.26 (0.16 to 0.36)

 SBP at age 24 y, mm Hg† 111.87 (111.42 to 112.32) −1.73 (−2.22 to −1.24) 111.54 (108.90 to 114.19) −1.05 (−1.73 to −0.36)

Males

  SBP at 3 y of age, mm Hg† 91.51 (90.87 to 92.15) 0.65 (−0.05 to 1.35) 91.85 (88.27 to 95.42) 0.20 (−0.69 to 1.09)

  Change in SBP up to 3 y before 
puberty, mm Hg/y

1.32 (1.22 to 1.41) −0.08 (−0.17 to 0.02) 1.28 (0.74 to 1.82) −0.04 (−0.14 to 0.06)

  Change from 3 y before to puberty, 
mm Hg/y

4.30 (4.13 to 4.48) 1.07 (0.88 to 1.25) 4.36 (3.32 to 5.41) 1.01 (0.82 to 1.20)

 SBP at puberty, mm Hg 114.96 (114.49 to 115.44) 3.16 (2.67 to 3.66) 115.18 (112.43 to 117.93) 3.72 (3.21 to 4.23)

  Change up to 3 y after puberty, 
mm Hg/y

4.02 (3.81 to 4.23) −1.84 (−2.07 to −1.62) 4.05 (2.85 to 5.25) −1.83 (−2.07 to −1.59)

  Change 3 y after puberty to end of 
follow-up, mm Hg/y

−0.57 (−0.66 to −0.47) 0.17 (0.06 to 0.27) −0.62 (−1.14 to −0.11) 0.15 (0.04 to 0.26)

 SBP at age 24 y, mm Hg† 123.08 (122.50 to 123.65) −0.80 (−1.36 to −0.24) 122.97 (119.70 to 126.24) −0.25 (−1.03 to 0.54)

Adjusted for birth weight, gestational age, maternal education, parity, maternal smoking during pregnancy, maternal age, maternal prepregnancy BMI, household social 
class, marital status, partner education, breastfeeding, BMI residuals of offspring. aPHV indicates age at peak height velocity; BMI, body mass index; and SBP, systolic 
blood pressure.

*Mean trajectory is centred on the sex-specific mean of age at peak height velocity for each sex (age ≈11.7 for females and age ≈13.6 for males).
†Estimated using the intercept (SBP at puberty) and rates of change per year in each spline period before or after puberty.
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growth period. This is also consistent with previous stud-
ies documenting increasing SBP in males during adoles-
cence compared with females.10,12

Our findings suggested small and relatively tran-
sient associations of aPHV with SBP trajectories post 
puberty. By age 24 years, and after adjustment for early 
childhood BMI, aPHV was associated with only small 
differences in SBP in females and no differences in 
males. A Mendelian randomisation study also conducted 
in ALSPAC (n=3611) found no strong evidence of 
associations between puberty timing (measured using 
reported age at menarche or voice breaking) and SBP at 
18 years of age in either females or males, after adjust-
ing for BMI measured at age 8 years.19 Results were 
similar to our findings with overlapping CIs between 
the estimates in both studies. Our findings build on this 
evidence using an objective measure of puberty timing 

to reduce measurement error and improve consistency 
of measurement between females and males. Further-
more, using measures of height to estimate puberty 
timing increased both the sample size and minimized 
the potential for selection bias in our study compared 
with relying on self-report puberty questionnaires with 
only modest response rates. Our findings are consistent 
with several other previous studies which also demon-
strated slightly lower SBP in females with later puberty 
timing.15,36,37 For instance, a longitudinal analysis of 391 
females between the ages of 8 and 21 years in Finland 
showed a 1.24 mm Hg lower SBP per year later age 
at menarche.36 Our findings are also comparable with 
a recent sibling analysis in the Scottish Family Health 
Study (n=7770) that found that later menarche was 
associated with a lower SBP in adulthood of a similar 
magnitude.37 In addition, a recent systematic review and 

Figure 2. Mean adjusted trajectories 
of systolic blood pressure (SBP) 
in females and males for the 10th, 
median and 90th sex-specific 
percentiles of age at peak height 
velocity from multilevel models 
based on pubertal age.
Ages presented are rounded exact ages 
are 12.8 y, 11.7 y, 10.7 y for females and 
14.7 y, 13.6 y, 12.4 y for males. Models 
are adjusted for birth weight, gestational 
age, maternal education, parity, maternal 
smoking during pregnancy, maternal age, 
maternal prepregnancy body mass index 
(BMI), household social class, marital 
status, partner education, breastfeeding, 
BMI residuals of offspring.
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meta-analysis of eight studies found lower SBP among 
women with later menarche, though confidence intervals 
spanned the null value.16 However, the association did 
strengthen when limited to high quality studies suggest-
ing that methodological issues including heterogeneity 
in the definition of early menarche and small sample 
sizes influenced the observed association. In contrast 
to our findings, 2 studies from a British birth cohort 
showed some evidence of lower SBP in males late to 
puberty but no association in females at ages 53 and 60 
to 54 years.17,18 Measurement error may have influenced 
the results observed in females with puberty timing 
measured using mothers’ reports of age at menarche 
or self-report age at menarche collected when women 
were 48 years old while, in males, physical examinations 
at 15 years of age were used to categorize participants 
into groups of maturity stages.

Previous analysis in ALSPAC demonstrated associa-
tions of prepubertal fat mass with puberty timing in both 
females and males suggesting that the prevention of adi-
posity in childhood is key for prevention of early puberty, 
adult adiposity and associated cardiovascular risk.20 
After adjustment for prepubertal adiposity, associations 
between puberty timing and SBP attenuated and we con-
clude that puberty timing itself is unlikely to impact SBP 
in adulthood. This agrees with other work in ALSPAC 
which has shown that adiposity in childhood and ado-
lescence is associated with SBP at age 18 years38 and 
age 25 years.39 However further analyses are required 
to extend this work to examine whether prepubertal adi-
posity is the important driver of these associations and 
to explore the mechanisms through which adiposity may 
affect SBP. In addition, the underlying mechanisms for 
the emergence of a sex difference in SBP at puberty 
require further exploration. One plausible mechanism 
is the differential changes in body mass composition 
in females and males as they transition into puberty.14 
While our findings show that prepubertal body composi-
tion does not account for the observed sex differences 
in SBP, the role of changing fat mass and lean mass 
compositions during adolescence and early adulthood 
in females and males and its impact on SBP throughout 
this period warrants further exploration. A recent study 
conducted in ALSPAC found that increases in lean 
mass and fat mass throughout adolescence and young 
adulthood were associated with higher SBP at 25 years 
and associations were stronger in males than females.39 
Determining the driving factors of the emerging sex dif-
ference in SBP is essential in identifying whether inter-
ventions are appropriate or even necessary.

Strengths and Limitations
The main strengths of our study include its prospective 
design, relatively large sample size, availability of repeated 
SBP measures from childhood to early adulthood and 

use of an objective measure of puberty timing (aPHV) 
in both sexes. A clinical assessment of Tanner staging 
is the gold standard measure for puberty but was not 
measured in ALSPAC.40 However, aPHV, captured using 
the Superimposition by Translation and Rotation method, 
is an objective, validated and noninvasive measure of 
pubertal timing that is considered the most appropriate 
and accurate measurement in longitudinal observational 
studies.27,41 The use of this measure to assess puberty 
timing minimizes measurement error and reduces selec-
tion bias when compared with other self-assessment 
measures of puberty timing.41,42 Childhood adiposity is 
an important confounder of the association between 
puberty timing and SBP. To account for this, we used 
individual-level residual estimates from multilevel models 
of repeated measures of BMI from one up to 9 years of 
age for adjustment, reducing likelihood of residual con-
founding by early childhood weight gain in our analysis. 
While it is plausible that BMI residual estimates are not 
independent of height and may have resulted in over-
adjustment in our models, additional analyses adjusting 
for fat mass at age 9 years as an alternative measure 
of adiposity (independent of height) found similar results 
indicating that this was not likely a concern in our analy-
ses. There are also a number of limitations. Participants 
excluded from the analysis due to missing data or attri-
tion from the cohort were more socially disadvantaged 
than those included in our analysis leading to potential 
selection bias and generalisability issues. However, we 
aimed to minimize potential selection bias by including 
all participants with at least one measurement of height 
from 5 to <10 years, 10 to <15 years, and 15 to 20 
years to estimate aPHV and at least one measure of 
SBP from age 3 to 24 years for estimation of SBP tra-
jectories. In addition, though some socio-demographic 
characteristics differed between included and excluded 
participants, aPHV and SBP were similarly distributed, 
thus minimizing the impact of selection bias driven by 
missing exposure and outcome data in our analysis. 
Results from weighted sensitivity analyses and analyses 
with and without selection on complete confounder data 
were highly similar to the main findings, further indicat-
ing a low likelihood of selection bias driven by missing 
confounder data. Finally, the majority of our cohort were 
of White European ethnicity. Therefore, our findings may 
not be generalizable to non-White ethnicities.

Perspectives
A large proportion of the higher SBP observed in males 
compared with females in early adulthood is accrued 
before puberty. The causes of the emerging sex differ-
ence in SBP during this period should be examined in 
future work. Puberty timing was associated with small 
transient differences in SBP trajectories postpuberty 
in both sexes with no strong evidence of associations 
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between puberty timing and SBP by early adulthood. Our 
results indicate that interventions targeting puberty tim-
ing are unlikely to greatly influence SBP in females and 
males in early adulthood.

ARTICLE INFORMATION
Received October 7, 2021; accepted April 21, 2022.

Affiliations
School of Public Health, University College Cork, Ireland (K.N.O., P.M.K., L.M.O.). 
MRC Integrative Epidemiology Unit at the University of Bristol, United Kingdom 
(J.A.B., G.D.S., K.T., L.M.O.). Population Health Sciences, Bristol Medical School, 
University of Bristol, Bristol, United Kingdom (J.A.B., G.D.S., K.T., L.M.O.).

Acknowledgments
We are extremely grateful to all the families who took part in this study, the mid-
wives for their help in recruiting them, and the whole ALSPAC (Avon Longitudinal 
Study of Parents and Children) team, which includes interviewers, computer and 
laboratory technicians, clerical workers, research scientists, volunteers, managers, 
receptionists, and nurses. Individual-level ALSPAC data are available following 
an application. This process of managed access is detailed at www.bristol.ac.uk/
alspac/researchers/access. Cohort details and data descriptions for ALSPAC are 
publicly available at the same web address.

Sources of Funding
The UK Medical Research Council and Wellcome (grant ref: 217065/Z/19/Z) 
and the University of Bristol provide core support for ALSPAC (Avon Longitu-
dinal Study of Parents and Children). A comprehensive list of grants funding is 
available on the ALSPAC website (http://www.bristol.ac.uk/alspac/external/
documents/grant-acknowledgements.pdf); this research was specifically funded 
Wellcome Trust and MRC (grant ref: 076467/Z/05/Z and 086676/Z/08/Z). 
Dr O’Neill is supported by a Health Research Board (HRB) of Ireland Emerg-
ing Investigator Award (EIA-FA-2019-007 SCaRLeT). Dr O’Keeffe is also sup-
ported by the HRB Emerging Investigator Award (EIA-FA-2019-007 SCaRLeT) 
and a UK Medical Research Council Population Health Scientist fellowship (MR/
M014509/1). Dr Bell is supported by the Elizabeth Blackwell Institute for Health 
Research, University of Bristol and the Wellcome Trust Institutional Strategic Sup-
port Fund (204813/Z/16/Z). Drs Davey Smith and Tilling work in a unit funded 
by the UK MRC (MC_UU_00011/1 and MC UU 00011/3) and the University of 
Bristol. These funding sources had no role in the design and conduct of this study. 
This publication is the work of the authors, and Dr O’Neill will serve as guarantor 
for the contents of this article.

Disclosures
None.

REFERENCES
 1. Rapsomaniki E, Timmis A, George J, Pujades-Rodriguez M, Shah AD, 

Denaxas S, White IR, Caulfield MJ, Deanfield JE, Smeeth L, et al. Blood pres-
sure and incidence of twelve cardiovascular diseases: lifetime risks, healthy 
life-years lost, and age-specific associations in 1·25 million people. Lancet. 
2014;383:1899–1911. doi: 10.1016/S0140-6736(14)60685-1

 2. Bundy JD, Li C, Stuchlik P, Bu X, Kelly TN, Mills KT, He H, Chen J, 
Whelton PK, He J. Systolic blood pressure reduction and risk of cardiovas-
cular disease and mortality: a systematic review and network meta-analysis. 
JAMA Cardiol. 2017;2:775–781. doi: 10.1001/jamacardio.2017.1421

 3. Lewington S, Clarke R, Qizilbash N, Peto R, Collins R; Prospective studies 
collaboration. Age-specific relevance of blood pressure to cause-specific 
mortality is best assessed by collaborative meta-analysis of individual partic-
ipant data from the separate prospective studies. Lancet. 2002;360:1903–
1913. doi: 10.1016/s0140-6736(02)11911-8

 4. Chen X, Wang Y. Tracking of blood pressure from childhood to adult-
hood: a systematic review and meta-regression analysis. Circulation. 
2008;117:3171–3180. doi: 10.1161/CIRCULATIONAHA.107.730366

 5. Shen W, Zhang T, Li S, Zhang H, Xi B, Shen H, Fernandez C, Bazzano L, He  
J, Chen W. Race and sex differences of long-term blood pressure profiles 
from childhood and adult hypertension: the bogalusa heart study. Hyper-
tension. 2017;70:66–74. doi: 10.1161/HYPERTENSIONAHA.117.09537

 6. Wills AK, Lawlor DA, Matthews FE, Sayer AA, Bakra E, Ben-Shlomo Y, 
Benzeval M, Brunner E, Cooper R, Kivimaki M, et al. Life course trajectories 
of systolic blood pressure using longitudinal data from eight UK cohorts. 
PLoS Med. 2011;8:e1000440. doi: 10.1371/journal.pmed.1000440

 7. Pearson JD, Morrell CH, Brant LJ, Landis PK, Fleg JL. Age-associ-
ated changes in blood pressure in a longitudinal study of healthy men 
and women. J Gerontol A Biol Sci Med Sci. 1997;52:M177–M183. doi: 
10.1093/gerona/52a.3.m177

 8. Martins D, Nelson K, Pan D, Tareen N, Norris K. The effect of gender on 
age-related blood pressure changes and the prevalence of isolated systolic 
hypertension among older adults: data from NHANES III. J Gend Specif 
Med. 2001;4:10–13, 20.

 9. O’Keeffe LM, Simpkin AJ, Tilling K, Anderson EL, Hughes AD, Lawlor DA, 
Fraser A, Howe LD. Sex-specific trajectories of measures of cardiovascular 
health during childhood and adolescence: a prospective cohort study. Athero-
sclerosis. 2018;278:190–196. doi: 10.1016/j.atherosclerosis.2018.09.030

 10. Dasgupta K, O’Loughlin J, Chen S, Karp I, Paradis G, Tremblay J, 
Hamet P, Pilote L. Emergence of sex differences in prevalence of high sys-
tolic blood pressure: analysis of a longitudinal adolescent cohort. Circulation. 
2006;114:2663–2670. doi: 10.1161/CIRCULATIONAHA.106.624536

 11. O’Keeffe LM, Simpkin AJ, Tilling K, Anderson EL, Hughes AD, Lawlor DA, 
Fraser A, Howe LD. Data on trajectories of measures of cardiovascular 
health in the avon longitudinal study of parents and children (ALSPAC). Data 
Brief. 2019;23:103687. doi: 10.1016/j.dib.2019.01.035

 12. Perng W, Rifas-Shiman SL, Hivert MF, Chavarro JE, Sordillo J, Oken E. 
Metabolic trajectories across early adolescence: differences by sex, weight, 
pubertal status and race/ethnicity. Ann Hum Biol. 2019;46:205–214. doi: 
10.1080/03014460.2019.1638967

 13. Shankar RR, Eckert GJ, Saha C, Tu W, Pratt JH. The change in blood pres-
sure during pubertal growth. J Clin Endocrinol Metab. 2005;90:163–167. 
doi: 10.1210/jc.2004-0926

 14. Tu W, Eckert GJ, Saha C, Pratt JH. Synchronization of adolescent blood pres-
sure and pubertal somatic growth. J Clin Endocrinol Metab. 2009;94:5019–
5022. doi: 10.1210/jc.2009-0997

 15. Hulanicka B, Lipowicz A, Kozieł S, Kowalisko A. Relationship between 
early puberty and the risk of hypertension/overweight at age 50: evidence 
for a modified Barker hypothesis among Polish youth. Econ Hum Biol. 
2007;5:48–60. doi: 10.1016/j.ehb.2006.12.001

 16. Bubach S, De Mola CL, Hardy R, Dreyfus J, Santos AC, Horta BL. Early men-
arche and blood pressure in adulthood: systematic review and meta-analysis. 
J Public Health (Oxf). 2018;40:476–484. doi: 10.1093/pubmed/fdx118

 17. Hardy R, Maddock J, Ghosh AK, Hughes AD, Kuh D. The relationship 
between pubertal timing and markers of vascular and cardiac structure and 
function in men and women aged 60-64 years. Sci Rep. 2019;9:11037. doi: 
10.1038/s41598-019-47164-x

 18. Hardy R, Kuh D, Whincup PH, Wadsworth ME. Age at puberty and adult 
blood pressure and body size in a British birth cohort study. J Hypertens. 
2006;24:59–66. doi: 10.1097/01.hjh.0000198033.14848.93

 19. Bell JA, Hamer M, Richmond RC, Timpson NJ, Carslake D, Davey Smith G. 
Associations of device-measured physical activity across adolescence with 
metabolic traits: prospective cohort study. PLoS Med. 2018;15:e1002649. 
doi: 10.1371/journal.pmed.1002649

 20. O’Keeffe LM, Frysz M, Bell JA, Howe LD, Fraser A. Puberty timing and 
adiposity change across childhood and adolescence: disentangling cause 
and consequence. Hum Reprod. 2020;35:2784–2792. doi: 10.1093/ 
humrep/deaa213

 21. Boyd A, Golding J, Macleod J, Lawlor DA, Fraser A, Henderson J, Molloy L, 
Ness A, Ring S, Davey Smith G. Cohort profile: the ‘children of the 90s’–the 
index offspring of the avon longitudinal study of parents and children. Int J 
Epidemiol. 2013;42:111–127. doi: 10.1093/ije/dys064

 22. Fraser A, Macdonald-Wallis C, Tilling K, Boyd A, Golding J, Davey Smith G, 
Henderson J, Macleod J, Molloy L, Ness A, et al. Cohort profile: the avon 
longitudinal study of parents and children: ALSPAC mothers cohort. Int J 
Epidemiol. 2013;42:97–110. doi: 10.1093/ije/dys066

 23. Northstone K, Lewcock M, Groom A, Boyd A, Macleod J, Timpson N, 
Wells N. The avon longitudinal study of parents and children (ALSPAC): an 
update on the enrolled sample of index children in 2019. Wellcome Open 
Res. 2019;4:51. doi: 10.12688/wellcomeopenres.15132.1

 24. Harris PA, Taylor R, Minor BL, Elliott V, Fernandez M, O’Neal L, McLeod L, 
Delacqua G, Delacqua F, Kirby J, et al; REDCap Consortium. The REDCap 
consortium: building an international community of software platform part-
ners. J Biomed Inform. 2019;95:103208. doi: 10.1016/j.jbi.2019.103208

 25. Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. Research 
electronic data capture (REDCap)–a metadata-driven methodology and 

D
ow

nloaded from
 http://ahajournals.org by on July 1, 2022



OR
IG

IN
AL

 A
RT

IC
LE

10  August 2022 Hypertension. 2022;79:00–00. DOI: 10.1161/HYPERTENSIONAHA.121.18531

O’Neill et al Puberty and Systolic Blood Pressure Trajectories

workflow process for providing translational research informatics support. J 
Biomed Inform. 2009;42:377–381. doi: 10.1016/j.jbi.2008.08.010

 26. Cole TJ, Pan H, Butler GE. A mixed effects model to estimate tim-
ing and intensity of pubertal growth from height and secondary sex-
ual characteristics. Ann Hum Biol. 2014;41:76–83. doi: 10.3109/ 
03014460.2013.856472

 27. Simpkin AJ, Sayers A, Gilthorpe MS, Heron J, Tilling K. Modelling height 
in adolescence: a comparison of methods for estimating the age at 
peak height velocity. Ann Hum Biol. 2017;44:715–722. doi: 10.1080/ 
03014460.2017.1391877

 28. Cole TJ, Donaldson MD, Ben-Shlomo Y. SITAR–a useful instrument for 
growth curve analysis. Int J Epidemiol. 2010;39:1558–1566. doi: 10.1093/ 
ije/dyq115

 29. Frysz M, Howe LD, Tobias JH, Paternoster L. Using SITAR (SuperImposition 
by Translation and Rotation) to estimate age at peak height velocity in avon 
longitudinal study of parents and children. Wellcome Open Res. 2018;3:90. 
doi: 10.12688/wellcomeopenres.14708.2

 30. Vanderweele TJ. Principles of confounder selection. Eur J Epidemiol. 2021; 
(0123456789).

 31. Goldstein H. Multilevel Statistical Models. 4th ed. John Wiley & Sons Ltd; 
2010.

 32. Laird NM, Ware JH. Random-effects models for longitudinal data. Biomet-
rics. 1982;38:963–974.

 33. O’Keeffe LM, Howe LD, Fraser A, Hughes AD, Wade KH, Anderson  
EL, Lawlor DA, Erzurumluoglu AM, Davey-Smith G, Rodriguez S, et al. 
Associations of Y chromosomal haplogroups with cardiometabolic risk 
factors and subclinical vascular measures in males during childhood 
and adolescence. Atherosclerosis. 2018;274:94–103. doi: 10.1016/j. 
atherosclerosis.2018.04.027

 34. Howe LD, Tilling K, Matijasevich A, Petherick ES, Santos AC, Fairley L, 
Wright J, Santos IS, Barros AJ, Martin RM, et al. Linear spline multilevel 
models for summarising childhood growth trajectories: a guide to their 

application using examples from five birth cohorts. Stat Methods Med Res. 
2016;25:1854–1874. doi: 10.1177/0962280213503925

 35. Pillinger R. Centre for Multilevel Modelling. University of Bristol. Weighting in 
MLwiN. 2011.

 36. Remsberg KE, Demerath EW, Schubert CM, Chumlea WC, Sun SS, 
Siervogel RM. Early menarche and the development of cardiovascular dis-
ease risk factors in adolescent girls: the Fels longitudinal study. J Clin Endo-
crinol Metab. 2005;90:2718–2724. doi: 10.1210/jc.2004-1991

 37. Magnus MC, Lawlor DA, Iliodromiti S, Padmanabhan S, Nelson SM, 
Fraser A. Age at menarche and cardiometabolic health: a sibling analysis 
in the scottish family health study. J Am Heart Assoc. 2018;7:e007780. doi: 
10.1161/JAHA.117.007780

 38. Bell JA, Carslake D, O'Keeffe LM, Frysz M, Howe LD, Hamer M, Wade KH, 
Timpson NJ, Smith GD. Associations of body mass and fat indexes with 
cardiometabolic traits. J Am Coll Cardiol. 2018;72:3142–3154. doi: 
10.1016/j.jacc.2018.09.066

 39. Bell JA, Wade KH, O’Keeffe LM, Carslake D, Vincent EE, Holmes MV, 
Timpson NJ, Davey Smith G. Body muscle gain and markers of cardiovas-
cular disease susceptibility in young adulthood: a cohort study. PLoS Med. 
2021;18:e1003751. doi: 10.1371/journal.pmed.1003751

 40. Schmitz KE, Hovell MF, Nichols JF, Irvin VL, Keating K, Simon GM, 
Gehrman C, Jones KL. A validation study of early adolescents’ pubertal 
self-assessments. J Early Adolesc. 2004;24:357–384.

 41. Baird J, Walker I, Smith C, Inskip H. Review of methods for determining 
pubertal status and age of onset of puberty in cohort and longitudinal stud-
ies. CLOSER resource report. 2017 [cited February 15, 2022]; Available 
at: https://www.closer.ac.uk/wp-content/uploads/CLOSER-resource-
Review-of-methods-for-determining-pubertal-status-and-age-of-onset-of-
puberty-in-cohort-and-longitudinal-studies.pdf

 42. Cooper R, Blell M, Hardy R, Black S, Pollard TM, Wadsworth ME, Pearce MS, 
Kuh D. Validity of age at menarche self-reported in adulthood. J Epidemiol 
Community Health. 2006;60:993–997. doi: 10.1136/jech.2005.043182

D
ow

nloaded from
 http://ahajournals.org by on July 1, 2022




