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ABSTRACT
Background: Most authorities define childhood overweight/obesity
as a BMI exceeding the same high centile cutoff at all ages, but
it seems unlikely that true obesity prevalence (excess body fat) is
constant throughout childhood.
Objectives: We investigated how fat mass (FM) and lean mass (LM),
adjusted for height, relate to BMI and each other across childhood,
using a uniquely large database of body composition measures,
estimated using gold standard methods.
Methods: Cross-sectional and cohort data were collated from
representative samples of healthy children aged 6 wk to 20 y and
children attending obesity clinics aged 7–16 y. Body composition
was measured by deuterium dilution up to age 4 y, and by either
deuterium or the criterion 4-component model from 4 to 20 y.
FM and LM were expressed, respectively, as fat mass index (FMI;
FM/height2) and lean mass index (LMI; LM/height2).
Results: There were 2367 measurements of weight, height, and body
composition from 1953 individuals. Before age 6 y, the variability in
FMI, LMI, and BMI was much less than after; FMI was low (mainly
<8 kg/m2) and FMI and LMI were weakly negatively correlated.
From mid-childhood, upper limits for both BMI and FMI rose, but
FMI in children with BMI <91st centile still rarely exceeded 8. With
increasing age, the correlation of FMI with LMI rose to 0.5–0.7,
driven mainly by children with a high FMI also having a high LMI.
Conclusions: Raised fat levels are much less common at younger
than older ages, and young children with a high BMI centile
have lower FMI than older children with the same BMI centile.
Current BMI centile cutoffs thus overdiagnose obesity in younger
groups. More stringent cutoffs are required for children aged <6 y,
matching the WHO recommendation for 0–5 y. Am J Clin Nutr
2022;116:122–131.
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Introduction
There is understandable concern about the rising worldwide

prevalence of childhood overweight and obesity (1). However, the

consequences for health are less clear, partly because diagnosing
childhood obesity remains surprisingly difficult. Obesity is
defined as a level of excess body fat that presents a risk to health,
but in practice it is diagnosed using BMI, which is much easier to
measure than body fat. In adults, high BMI has been associated
with adverse health outcomes (2), and cutoffs of 25 and 30 kg/m2

are used to define overweight and obesity, respectively, in both
sexes (3). In childhood it is less practical to relate BMI to much-
delayed health outcomes, and absolute cutoffs cannot be used,
because the BMI distribution changes markedly as children grow.
Age-specific BMI centile charts were developed in the 1990s (4–
6), which used BMI centile to define childhood obesity. For
example, the US CDC BMI chart uses the 95th centile to define
the upper 5% of the reference population as having obesity, and
this applies at all ages (4). Although these upper centiles were
originally used to identify children at risk of future overweight
or obesity (5, 6), in recent years they have increasingly been
regarded as synonymous with actual obesity. However, the centile
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TABLE 1 Mean and SD for BMI, fat mass index, and lean mass index by age and sex1

BMI, kg/m2 FMI, kg/m2 LMI, kg/m2

Age, y Sex n Mean SD Mean SD Mean SD

0 to <3 Males 160 16.8 1.53 4.0 1.32 12.8 1.06
Females 194 16.3 1.53 4.1 1.29 12.1 1.00

3 to <6 Males 73 16.1 1.64 3.4 1.18 12.7 1.25
Females 72 16.2 1.96 4.1 1.52 12.0 1.12

6 to <9 Males 255 16.9 3.37 3.8 2.48 13.1 1.43
Females 258 17.6 3.79 4.9 2.82 12.7 1.45

9 to <12 Males 269 18.5 4.38 4.9 3.34 13.7 1.62
Females 312 20.4 4.96 6.5 3.66 13.8 1.80

12 to <15 Males 260 20.5 5.44 5.0 3.98 15.5 2.30
Females 281 22.0 6.20 6.9 4.31 15.2 2.41

15 to <20 Males 108 22.5 4.37 4.4 3.11 18.1 2.04
Females 125 22.5 4.31 7.0 3.18 15.6 1.56

1FMI, fat mass index; LMI, lean mass index.

cutoffs reflect “age agnosticism,” which assumes that obesity
risk is constant throughout infancy and childhood. It has been
suggested that this approach results in overdiagnosis of obesity in
younger children (7). Since the 1990s, average BMI has increased
in all age groups (8), but more so in older children, suggesting that
the age-agnostic approach, even if originally valid, is no longer
so, and the WHO has proposed more stringent cutoffs for ages
0–5 y (9).

However, to establish the true prevalence of childhood obesity,
specific measures of body fat are required. A limitation of BMI
at all ages is that excess BMI could reflect high fat mass (FM)
or high lean mass (LM), or both (10). Two children of the
same age, sex, and BMI can have 2-fold variation in FM (11).
Technological developments in recent decades have led to new
ways to estimate FM, but they vary substantially in precision
and accuracy and very few have been applied in large samples
of children across childhood. However, in recent years the 4-
component (4C) model, which combines several measurements
to largely cancel out the limitations of individual methods, has
been applied in large childhood studies (12). In children aged
<5 y, the simpler 2-component deuterium method provides a
robust alternative (12, 13). Such data make it feasible for the
first time to describe how height-adjusted FM (FM index, or
FMI) and LM (LM index, or LMI) vary with age, and to explore
the extent to which the now conventional BMI centile–based
definitions reflect elevated fatness at different ages. Using a
database of body composition measures from >2500 individuals
of mixed ethnicity aged from 6 wk to 20 y, we describe how the
distributions and intercorrelations of BMI, FMI, and LMI vary
by age and sex, and how FMI corresponds to BMI centiles at
different ages. It is widely assumed that FMI correlates with BMI,
justifying the use of high BMI centiles to diagnose high levels
of fatness, but we hypothesized that interrelations of both FMI
and LMI with BMI would vary by age, and would be weaker at
younger ages. If this hypothesis were supported, the validity of
a high BMI centile as a marker of high fatness would also be
reduced at young ages.

Methods
The body composition database was collated from various

mainly cross-sectional studies of healthy infants, children,
and adolescents aged 0.1–20 y. In order to include sufficient
numbers for summary statistics in each age group, per sex, we

combined studies of growth and energy metabolism, population
representative samples recruited to generate body composition
or lung function reference data, and methodological studies
(e.g., bioelectrical impedance calibration or validation of air-
displacement plethysmography). To include larger numbers of
children with obesity, we also included baseline data from
individuals aged 7–16 y who were participating in clinical trials
of treatment for obesity, for use only to explore correlations. A
list of the different studies with the period of data collection and
the numbers involved are given in Supplemental Table 1, and
the distribution by age and sex in Table 1 (12, 14–28). Ethical
approval was provided as appropriate from the Medical Research
Council Dunn Nutrition Unit Ethics Committee and Cambridge
Local Research Ethics Committee (studies in Cambridge), the
National Health Service Research Ethics Committee (Glasgow),
the ALSPAC Ethics Committee (Bristol), Great Ormond Street
Hospital and UCL Institute of Child Health Ethics Committee,
the National Hospital for Neurology and Neurosurgery and
Institute of Neurology Joint Research Ethics Committee, and
London-Hampstead Research Ethics Committee (London). In
every study, parents, and participants aged ≥16 y, provided
written informed consent whereas verbal assent was obtained
from children and adolescents aged <16 y. In most studies, ethnic
ancestry was recorded based on parental report, or on self-report
for adolescents, as “white” (European ancestry), “black” (African
or Caribbean ancestry), “South Asian” (ancestry from Indian
subcontinent), or “other/mixed” ethnicity (25).

All children had weight and length (infants), or height
(children) measured in duplicate using standard protocols. Body
composition was measured either by total body water estimated
by deuterium dilution (13), or by the 4C model, which integrates
body weight, body volume, total body water, and bone mineral
content (12). These 2 methods accurately partition body weight
into FM and LM, which are then adjusted for height by dividing
by height squared, to give the LMI and FMI in the same units as
BMI (29).

Analysis

BMI (kg/m2) was converted into z-scores compared with the
UK 1990 reference (5) to group data into centile categories
using the 25th, 50th, 75th, 91st, and 98th centiles (5) as
cutoffs, which correspond to z-scores spaced two-thirds of a unit
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apart (30). Mirrored density (violin) plots for FMI, LMI, and
BMI, excluding the clinical data, were constructed to illustrate
frequency distributions by 2-y age group and sex, along with
mean cubic P-spline regression curves compared with age with
95% confidence bands. Also, FMI was plotted against LMI and
BMI, and LMI compared with BMI, by 3-y age group (plus 15–
20 y) and sex, including the Pearson correlation and cubic P-
spline regression curve and 95% confidence band for each age
group.

Grouped data were summarized as mean and SD. The analysis
aimed to identify differences in the relations across age groups
by sex. Correlations were compared for significance across
groups using the Fisher z transformation. GAMLSS (Generalized
Additive Models for Location, Scale and Shape) was used to
compare the relations between FMI, LMI, and BMI within and
across groups (31). GAMLSS is a form of multiple regression
that tests not only for linearity and curvature, but also for
heteroscedasticity, that is, the residual error changing as the
x-variate changes. For each age group 3 models were fitted:
1) the linear regression; 2) the P-spline curve, and 3) as
(2) but with heteroscedasticity adjusted for. The differences
in deviance between models were tested for significance
using χ2.

In addition, cutoffs for raised FMI, based on the observed
distribution, were used to define overweight and obesity,
respectively, and the ability of BMI-based cutoffs for overweight
(+1 SD) and obesity (+2 SD) to detect such children were
tested in terms of sensitivity, specificity, and positive and negative
predictive value.

All analyses were carried out using R version 4.1.2 (The R
Foundation), with the plots drawn using ggplot2 and patchwork.
The level P < 0.01 was used to define statistical significance.

Results
The database consisted of 2367 sets of measurements in

1953 individuals, of which 92 were selected via obesity clinics;
1155 individuals, with 1566 measurements, were of white
ethnicity, whereas 375, 360, and 63 respectively were black,
South Asian, and other/mixed ethnicity (see Supplemental
Figure 1). The patterns described below did not differ by
ethnicity, and therefore ethnicity has not been emphasized in the
analysis.

Table 1 summarizes the data by sex and age group.
Figure 1 shows the frequency distributions of FMI, LMI, and
BMI as violin plots by age group and sex, along with the mean
curves by age. For FMI (Figure 1A) the distribution was close to
normal in early life, but it became right skewed with increasing
age and the skewness peaked in puberty. Note that the distance
between mean curve and median line is a measure of skewness.
Median and mean FMI were consistently higher in females than
males, and the sexes diverged with age. For LMI (Figure 1B)
there was less skewness and it emerged only later. Median and
mean LMI were consistently higher in males, and again the sexes
diverged with age. For BMI (Figure 1C) the 2 sexes showed
similar distributions in mean, median, and skewness, and the
skewness peaked in puberty. For BMI and FMI the variability
increased sharply after age 6 y.

Relations of FMI with LMI and BMI

Figure 2 shows correlations and trends for FMI compared
with LMI and BMI, and LMI compared with BMI, by age group
and sex. Supplemental Table 2 gives the corresponding group
summary statistics. For FMI compared with LMI, correlations
were small, mainly negative, and statistically nonsignificant up
to age 6 y, between −0.18 (P = 0.02) and 0.08 (P = 0.5)
(Figure 2A), whereas after 6 y they were large, positive, and
significant, from 0.42 to 0.67 (P < 0.001). The regression curves
were also linear before 6 y (Pnonlinearity = 0.1) but markedly
curved thereafter (P < 0.001), with a steeper slope at high LMI.
Variability was also greater after 6 y (P < 0.001), and after
3 y there was clear evidence of heteroscedasticity, with greater
variability at high LMI than low (P < 0.001).

Between FMI and BMI (Figure 2B) the relation was different.
The correlations before 6 y ranged from 0.65 to 0.82 (P <

0.001) yet were still significantly weaker (P < 0.001) than the
corresponding correlations after 6 y, which all exceeded 0.9. The
regression curves were close to linear in all age groups, and they
did not differ significantly in slope across groups (P > 0.1). The
mean within-group regression coefficients by sex (in units of
kg/m2 per kg/m2) were 0.62 (SE = 0.014) for males and 0.66
(SE = 0.0088) for females, adjusted for heteroscedasticity.

The correlations between LMI and BMI (Figure 2C) were
midway between those for FMI-LMI (Figure 2A) and FMI-BMI
(Figure 2B), and the regression curves were more curved than for
FMI-BMI (Figure 2B).

Supplemental Figure 2 shows Figure 2 further classified
by white compared with other ethnic ancestry. There were no
obvious differences attributable to ethnicity.

Figure 3 superimposes the age-specific spline curves of
FMI compared with LMI by sex seen in Figure 2, showing a
pattern across age groups of near-horizontal lines for LMI in
children aged <6 y, and also for older children with LMI below
12–13 kg/m2. The variability in FMI increased steeply with
increasing LMI.

Age trends in FMI and LMI by BMI centile band

Figure 4 shows cross-sectional age trends for FMI in different
BMI centile bands. The trend curves for FMI were ranked in
order of BMI centile except in infancy, but the CIs for each curve
overlapped up to 4 y, and the highest curves were close to the
others in infancy but diverged rapidly with increasing age. The
upper curves were strikingly different from the lower curves,
increasing linearly from infant to adult.

Diagnostic accuracy of raised BMI to detect raised FMI

Figure 4 demonstrates that a majority of females aged <12 y
and males at all ages have FMI <6 kg/m2 and most are <8 kg/m2

at all ages. On this basis, we used cutoffs of FMI = 6 kg/m2

for raised FMI and FMI = 8 kg/m2 for high FMI, and tested
the positive predictive values (PPVs) of BMI-based cutoffs for
overweight (+1 SD) and obesity (+2 SD) for detecting children
with raised or high FMI, for ages under and over 6 y (Figure
5). This revealed that less than half of younger children in
the overweight BMI range also had raised FMI (PPV = 41%),
compared with a majority of older children (PPV = 79%). In the
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FIGURE 1 Violin plots (mirrored density plots) of (A) FMI, (B) LMI, and (C) BMI by age group and sex, excluding obesity clinic patients. The horizontal
line in each “violin” indicates the median. Mean cubic P-spline regression curves with 95% confidence bands are superimposed. FMI, fat mass index; LMI,
lean mass index.
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FIGURE 2 Scatterplots of (A) FMI against LMI, (B) FMI against BMI, and (C) LMI against BMI by age group and sex, each with Pearson correlation
coefficient r, sample size n, cubic P-spline regression curve, and 95% confidence band. Points are color-coded by BMI centile group: yellow <25th; orange
25 to <50th; mauve 50 to <75th; purple 75 to <91st; dark purple 91 to <98th; navy blue >98th. Obesity clinic patients shown as “+.” FMI, fat mass index;
LMI, lean mass index.

D
ow

nloaded from
 https://academ

ic.oup.com
/ajcn/article/116/1/122/6490122 by U

niversity of G
lasgow

 user on 01 August 2022



Obesity in young children overdiagnosed 127

FIGURE 3 Scatterplots and cubic P-spline regression curves of FMI against LMI from Figure 2, superimposed by age group, for males and females
separately. Points are color-coded by age group: yellow 0 to <3 y; orange 3 to <6; pink 6 to <9; mauve 9 to <12; purple 12 to <15; navy blue 15 to <20.
Obesity clinic patients shown as “+.” FMI, fat mass index; LMI, lean mass index.

obese BMI range there were few younger children and only 27%
of these had high FMI, whereas many more older children were
above the cutoff and 87% of them also had high FMI.

Discussion
The limitations of BMI for assessing childhood obesity are

well recognized (10), and in older children and adolescents
alternative approaches have been proposed, including centiles
for percentage body fat (32) or FMI (12), or the revision of the
calculation of BMI to improve its association with adiposity (33).
FMI reference centiles are also available for infants and children
aged 6 wk to 5 y (13). Nevertheless, outside research settings,
BMI remains the primary approach for obesity assessment in
children, and no previous study has addressed the question we
focus on here, namely whether it is appropriate to use a fixed
BMI centile to categorize obesity across the entire pediatric age
range.

Our analysis was based on a uniquely large database of body
composition from infancy to adulthood, measured using gold
standard 4C or isotope methodology. These data encompass
a wide range of BMI, throughout childhood, with greater
variability in mid-childhood, partly due to the contribution of
children from obesity clinics. The data allowed us to describe in

detail how BMI, FMI, and LMI vary by age and sex, and with
each other, and the figures illustrate visually what a numerical
summary alone cannot. The obesity clinics provided important
extra data about children with BMI above the normal range—the
group of most concern—who are necessarily rare in normative
samples. Previous analyses of these data (14) showed that FMI is
lower than indicated by earlier studies based on single, indirect
methods (34, 35). This expanded dataset reveals that in young
children FMI was generally low, whereas from mid-childhood
onwards, more children had raised FMI and the upper limits for
both BMI and FMI rose.

The intercorrelations of BMI, FMI, and LMI reveal a complex,
triangular relation between weight, FM, and LM that varies
strikingly with age. Up to 6 y the distribution of FMI and
LMI, as well as the relation between them, is very different
compared with later ages. It has already been shown that BMI
is a poor marker of adiposity in individual children, being
confounded by variability in LMI (11). What this analysis adds
is that the age-agnostic assumption that high BMI is uniformly
associated with high adiposity across the pediatric age range is
also flawed, because the correlation between FMI and BMI was
mainly negative and also statistically nonsignificant before 6 y,
whereas it was consistently large, positive, and significant after
6 y.
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FIGURE 4 Cubic P-spline regression curves with 95% confidence bands of FMI compared with age, grouped by sex, excluding obesity clinic patients,
and color-coded by BMI centile group: yellow <25th; orange 25 to <50th; mauve 50 to <75th; purple 75 to <91st; dark purple 91 to <98th; navy blue >98th.
FMI, fat mass index.

A similar age-based discrepancy in the relation between BMI
and percentage body fat measured by DXA was observed in a
previous study (36), but it was assumed by the authors to reflect a
problem with the percentage fat cutoffs. This lack of a significant
association of BMI with fatness in young children would help
explain why overweight tracks so weakly from younger ages to
later childhood (7, 37, 38), and why there is no association of high
BMI in children aged <6 y with adult noncommunicable disease
risk (39).

This striking difference between younger and older children in
the association of high BMI with high fatness provides support
for the recent suggestion that obesity is actually rare in young
children (7) and that the approach to obesity categorization might
need to be fundamentally revised.

Ideally, the diagnosis of obesity should rely on the direct
measurement of FM, rather than BMI as its proxy. Our results
suggest that this should be based on FM adjusted just for size
(FMI) rather than FMI z-score. This is because the z-score
adjusts for the change in variability with age, and so masks the
greatly increased proportion of older children with raised FMI.
Based on the data in Figures 2A and 4, it would be reasonable
to use 6 kg/m2 as an FMI-based cutoff for overweight and
8 kg/m2 as a cutoff for obesity, for ages up to at least the early
teens.

Until accurate methods for routine assessment of FM in
children become available, BMI cutoffs for overweight and
obesity will still be needed. The prevalence of high FMI at
younger ages was too low to undertake a Receiver Operator
Characteristic (ROC) assessment, but it is clear from Figure 5
that there is poor concordance with high BMI. This suggests
the need to adopt the approach proposed 10 y ago by the WHO
(9). This defines overweight and obesity cutoffs as +2 and +3
BMI WHO z-scores, respectively, for children aged <5 y, but +1
and +2 z-scores, respectively, for children aged 5–19 y (9). The
effect of this would be to greatly reduce the prevalence of obesity
in preschool children, shifting attention to older children and
teenagers, who have levels of body fat that are more likely to be
genuinely harmful.

Our analyses also reveal BMI-dependent associations between
LMI and FMI in older children. Whereas FMI and LMI tended
still to be uncorrelated for children with BMI below the 91st
centile, LMI and FMI were quite strongly correlated at higher
BMI centiles, the most extreme being children recruited from
obesity clinics. This association of high LMI with high FMI
is consistent with earlier case-control studies (40). In children
with obesity, increased FMI might be expected to drive increased
muscle mass or even bone size, in response to the load-
carrying requirements of the extra fat stores. Alternatively,
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Obesity in young children overdiagnosed 129

FIGURE 5 Accuracy of BMI cutoffs to detect raised and high fat mass in children aged 0 to <6 y and 6 to <20 y. (A) BMI z-score + 1 to detect raised fat
mass (FMI >6 kg/m2); (B) BMI z-score + 2 to detect high fat mass (FMI >8 kg/m2). BMIz, BMI z-score; FMI, fat mass index; FN, false negative; FP, false
positive; TN, true negative; TP, true positive.

it has been suggested that LMI could itself play a role in
obesity development. Potential underlying mechanisms remain
uncertain, but the protein-leverage hypothesis suggests that
children with high LMI (and higher protein requirements) tend to

overconsume energy if exposed to a low-protein highly processed
diet (41).

The study inevitably has limitations. The sampling was not
all population representative because the data in mid-childhood
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included children oversampled for obesity, though their data were
shown separately in Figure 2 and excluded from Figures 1 and 4.
The data on the youngest children also dated from a period
much earlier in the obesity epidemic, when childhood obesity
was less common. Thus, we cannot estimate absolute prevalence
at different ages. However, Figure 4 allows comparison of FMI
stratified by BMI category, showing that before 6 y, even children
with the highest BMI for age tended to have only slightly raised
FMI.

The younger children were measured by deuterium, not the
4C method used at older ages, but the 2 methods show high
agreement, because water is the primary component of LM
(12, 14). Although the database was multiethnic, the nonwhite
data were too few to analyze by individual ethnic group.
However, Supplemental Figure 2 suggests that ethnic differences
were small. Ethnic differences in FM and LM have been
reported previously (42, 43) but, although genetic ancestry might
contribute (44), variability in living conditions or societal stresses
including racism will also be relevant (45). Accepting such ethnic
variability, our study found that the inconsistent association of
high fatness and high BMI was apparent in both white and
nonwhite groups. Finally, there is a lack of data on health
outcomes, whereby the immediate or downstream biological
consequences of high adiposity might be assessed.

In conclusion, children with raised BMI before the age of
6 y have relatively low fat levels, and most do not actually
have obesity, suggesting that centile cutoffs defining obesity in
children aged <6 y need to be set higher than for older children.
Research into the role of LM in the development of obesity in
older children is needed.

We thank all children and their families who contributed data to this
database and to all the study teams involved.

We gratefully acknowledge funding for the original data collection from
a range of funders including the Medical Research Council G9425093, the
Wellcome Trust (WT 16535), the Child Growth Foundation, the British
Heart Foundation, and the Scottish Government Chief Scientist Office
CZH/4/413.This research was supported by the National Institute for Health
Research (NIHR) Great Ormond Street Hospital Biomedical Research
Centre.

The authors’ responsibilities were as follows—CMW, JCW, and TJC:
conceived and planned the analysis; JCW and JEW: collated the data; MF,
JCW, JEW, and SE: ran the studies in which the data were collected; TJC:
performed the statistical analysis and created the figures; CMW: drafted
the paper; TJC and JCW: edited and commented on successive drafts; and
all authors: read and approved the final manuscript. The authors report no
conflicts of interest.

Data Availability
The data described in the manuscript, code book, and analytic

code will be made available upon reasonable request to Jonathan
Wells and Tim Cole. There is no 3rd party material included.

References
1. WHO. Obesity and overweight [Internet]. 2021 [cited 2022 Jan 1].

Available from: https://www.who.int/news-room/fact-sheets/detail/obe
sity-and-overweight.

2. Flegal KM, Graubard BI, Williamson DF, Gail MH. Excess deaths
associated with underweight, overweight, and obesity. JAMA
2005;293(15):1861–7.

3. Garrow JS, Webster J. Quetelet’s index (W/H2) as a measure of fatness.
Int J Obes 1985;9(2):147–53.

4. 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(4):839–46.

5. Cole TJ, Freeman JV, Preece MA. Body mass index reference curves
for the UK, 1990. Arch Dis Child 1995;73(1):25–9.

6. Kuczmarski RJ, Ogden CL, Guo SS, Grummer-Strawn LM, Flegal KM,
Mei Z, Wei R, Curtin LR, Roche AF, Johnson CL. 2000 CDC growth
charts for the United States: methods and development. Vital Health Stat
11 2002;(246):1–190.

7. Wright CM. Are we overdiagnosing obesity in preschool children? Arch
Dis Child 2021;106(3):212–4.

8. van Jaarsveld CH, Gulliford MC. Childhood obesity trends from
primary care electronic health records in England between 1994 and
2013: population-based cohort study. Arch Dis Child 2015;100(3):214–
9.

9. de Onis M, Lobstein T. Defining obesity risk status in the general
childhood population: which cut-offs should we use? Int J Pediatr Obes
2010;5(6):458–60.

10. Wells JC. A critique of the expression of paediatric body composition
data. Arch Dis Child 2001;85(1):67–72.

11. Wells JC. A Hattori chart analysis of body mass index in infants and
children. Int J Obes Relat Metab Disord 2000;24(3):325–9.

12. Wells JC, Williams JE, Chomtho S, Darch T, Grijalva-Eternod C,
Kennedy K, Haroun D, Wilson C, Cole TJ, Fewtrell MS. Body-
composition reference data for simple and reference techniques and
a 4-component model: a new UK reference child. Am J Clin Nutr
2012;96(6):1316–26.

13. Wells JCK, Davies PSW, Fewtrell MS, Cole TJ. Body composition
reference charts for UK infants and children aged 6 weeks to 5 years
based on measurement of total body water by isotope dilution. Eur J
Clin Nutr 2020;74(1):141–8.

14. Wells JC, Fuller NJ, Dewit O, Fewtrell MS, Elia M, Cole TJ.
Four-component model of body composition in children: density and
hydration of fat-free mass and comparison with simpler models. Am J
Clin Nutr 1999;69(5):904–12.

15. Wells JC, Cole TJ. Adjustment of fat-free mass and fat mass for height
in children aged 8y. Int J Obes 2002;26(7):947–52.

16. Davies PS, Ewing G, Lucas A. Energy expenditure in early infancy. Br
J Nutr 1989;62(3):621–9.

17. Wells J, Davies P. Energy cost of physical activity in twelve week old
infants. Am J Hum Biol 1995;7(1):85–92.

18. Wells JC, Stanley M, Laidlaw AS, Day JM, Davies PS. The relationship
between components of infant energy expenditure and childhood body
fatness. Int J Obes Metab Relat Disord 1996;20(9):848–53.

19. Davies PS, Wells JC, Hinds A, Day JM, Laidlaw A. Total energy
expenditure in 9 month and 12 month infants. Eur J Clin Nutr
1997;51(4):249–52.

20. Wells JC, Ritz P. Physical activity at 9–12 months and fatness at 2 years
of age. Am J Hum Biol 2001;13(3):384–9.

21. Nielsen SB, Reilly JJ, Fewtrell MS, Eaton S, Grinham J, Wells JC.
Adequacy of milk intake during exclusive breastfeeding: a longitudinal
study. Pediatrics 2011;128(4):e907–14.

22. Davies PS, Gregory J, White A. Physical activity and body fatness in
pre-school children. Int J Obes Metab Relat Disord 1995;19(1):6–10.

23. Wells JC, Fewtrell MS, Jones SC, Cole TJ. Comparison of body
composition by DXA and deuterium in children aged 5 to 11 years.
Pediatr Res 1996;40(3):556.

24. Wells JC, Fuller NJ, Wright A, Fewtrell MS, Cole TJ. Evaluation of
air-displacement plethysmography in children aged 5–7 years using a
three-component model of body composition. Br J Nutr 2003;90(3):
699–707.

25. Lee S, Bountziouka V, Lum S, Stocks J, Bonner R, Naik M,
Fothergill H, Wells JC. Ethnic variability in body size, proportions
and composition in children aged 5 to 11 years: is ethnic-specific
calibration of bioelectrical impedance required? PLoS One 2014;9(12):
e113883.

26. Haroun D, Taylor SJ, Viner RM, Hayward RS, Darch TS, Eaton
S, Cole TJ, Wells JC. Validation of bioelectrical impedance analysis
in adolescents across different ethnic groups. Obesity 2010;18(6):
1252–9.

27. Haroun D, Croker H, Viner RM, Williams JE, Darch TS, Fewtrell
MS, Eaton S, Wells JCK. Validation of BIA in obese children

D
ow

nloaded from
 https://academ

ic.oup.com
/ajcn/article/116/1/122/6490122 by U

niversity of G
lasgow

 user on 01 August 2022

https://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight


Obesity in young children overdiagnosed 131

and adolescents and re-evaluation in a longitudinal study. Obesity
2009;17(12):2245–50.

28. Croker H, Viner RM, Nicholls D, Haroun D, Chadwick P, Edwards C,
Wells JC, Wardle J. Family-based behavioural treatment of childhood
obesity in a UK National Health Service setting: randomized controlled
trial. Int J Obes 2012;36(1):16–26.

29. VanItallie TB, Yang MU, Heymsfield SB, Funk RC, Boileau RA.
Height-normalized indices of the body’s fat-free mass and fat mass:
potentially useful indicators of nutritional status. Am J Clin Nutr
1990;52(6):953–9.

30. Cole T. Do growth chart centiles need a face lift? BMJ
1994;308(6929):641–2.

31. Rigby RA, Stasinopoulos DM. Generalized additive models for
location, scale and shape. J R Stat Soc Ser C Appl Stat 2005;54(3):507–
54.

32. Ogden CL, Li Y, Freedman DS, Borrud LG, Flegal KM. Smoothed
percentage body fat percentiles for U.S. children and adolescents, 1999–
2004. Natl Health Stat Report 2011(43):1–7.

33. Peterson CM, Su H, Thomas DM, Heo M, Golnabi AH, Pietrobelli
A, Heymsfield SB. Tri-ponderal mass index vs body mass
index in estimating body fat during adolescence. JAMA Pediatr
2017;171(7):629–36.

34. Slaughter MH, Lohman TG, Boileau RA, Horswill CA, Stillman RJ,
Van Loan MD, Bemben DA. Skinfold equations for estimation of body
fatness in children and youth. Hum Biol 1988;60(5):709–23.

35. Nagy P, Kovacs E, Moreno LA, Veidebaum T, Tornaritis M, Kourides
Y, Siani A, Lauria F, Sioen I, Claessens M, et al. Percentile
reference values for anthropometric body composition indices in
European children from the IDEFICS study. Int J Obes 2014;38(S2):
S15–25.

36. Taylor RW, Jones IE, Williams SM, Goulding A. Body fat percentages
measured by dual-energy X-ray absorptiometry corresponding to
recently recommended body mass index cutoffs for overweight and
obesity in children and adolescents aged 3–18y. Am J Clin Nutr
2002;76(6):1416–21.

37. von Kries R, Beyerlein A, Muller MJ, Heinrich J, Landsberg B, Bolte
G, Chmitorz A, Plachta-Danielzik S. Different age-specific incidence
and remission rates in pre-school and primary school suggest need
for targeted obesity prevention in childhood. Int J Obes 2012;36(4):
505–10.

38. Pan L, May AL, Wethington H, Dalenius K, Grummer-Strawn LM.
Incidence of obesity among young US children living in low-income
families, 2008–2011. Pediatrics 2013;132(6):1006–13.

39. Llewellyn A, Simmonds M, Owen CG, Woolacott N. Childhood obesity
as a predictor of morbidity in adulthood: a systematic review and meta-
analysis. Obes Rev 2016;17(1):56–67.

40. Wells JC, Fewtrell MS, Williams JE, Haroun D, Lawson MS, Cole TJ.
Body composition in normal weight, overweight and obese children:
matched case-control analyses of total and regional tissue masses, and
body composition trends in relation to relative weight. Int J Obes
2006;30(10):1506–13.

41. Saner C, Tassoni D, Harcourt BE, Kao KT, Alexander EJ, McCallum
Z, Olds T, Rowlands AV, Burgner DP, Simpson SJ, et al. Evidence
for protein leverage in children and adolescents with obesity. Obesity
2020;28(4):822–9.

42. Shypailo RJ, Wong WW. Fat and fat-free mass index references in
children and young adults: assessments along racial and ethnic lines.
Am J Clin Nutr 2020;112(3):566–75.

43. Hudda MT, Nightingale CM, Donin AS, Fewtrell MS, Haroun D,
Lum S, Williams JE, Owen CG, Rudnicka AR, Wells JCK, et al.
Body mass index adjustments to increase the validity of body fatness
assessment in UK Black African and South Asian children. Int J Obes
2017;41(7):1048–55.

44. Cardel M, Higgins PB, Willig AL, Keita AD, Casazza K, Gower
BA, Fernandez JR. African genetic admixture is associated with body
composition and fat distribution in a cross-sectional study of children.
Int J Obes 2011;35(1):60–5.

45. Wells JCK. Promoting ethnic parity in health, leaving behind “race”:
a challenge for the global community in 2020. Am J Clin Nutr
2020;112(3):505–6.

D
ow

nloaded from
 https://academ

ic.oup.com
/ajcn/article/116/1/122/6490122 by U

niversity of G
lasgow

 user on 01 August 2022


