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Abstract

Background: The aim of this longitudinal study was to analyze whether mean Body Mass Index (BMI), assessed at
four occasions, changed within different age groups and birth cohorts over time, i.e., between 1980/81 and 2004/
05, after adjustment for possible confounders.

Methods: A sample of 2728 men and 2770 women aged 16–71 years at study start were randomly drawn from the
Swedish Total Population Register and followed from 1980/81 to 2004/05. The same sample was assessed on four
occasions during the 24-year study period (i.e., every eighth year). The outcome variable, BMI, was based on
self-reported height and weight. A mixed model, with random intercept and random slope, was used to estimate
annual changes in BMI within the different age groups and birth cohorts.

Results: Mean BMI increased from 24.1 to 25.5 for men and from 23.1 to 24.3 for women during the 24-year study
period. The annual change by age group was highest in the ages of 32–39, 40–47 and 48–55 years among men,
and in the ages of 24–31, 32–39, and 40–47 years among women. The highest annual changes were found in the
youngest birth cohorts for both men and women, i.e., those born 1958–65, 1966–73, and 1974–81. For each birth
cohort, the annual change in BMI increased compared to the previous, i.e., older, birth cohort. In addition, age-by-
cohort interaction tests revealed that the increase in BMI by increasing age was higher in the younger birth cohorts
(1966–1989) than in the older ones.

Conclusions: Public health policies should target those age groups and birth cohorts with the highest increases in
BMI. For example, younger birth cohorts had higher annual increases in BMI than older birth cohorts, which means
that younger cohorts increased their BMI more than older ones during the study period.
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Background
According to the World Health Organization (WHO),
obesity has reached epidemic proportions globally, with
approximately 1.6 billion persons (aged 15 years old and
above) being overweight or obese [1]. In high-income
countries, 8.4% of deaths and 6.5% of disability-adjusted
life-years are attributable to obesity or being overweight [2],
which impose a significant burden on societies through
increased health care expenditure [3], lost productivity
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due to absenteeism, psychological problems and poorer
quality of life [4]. Nevertheless, obesity and being over-
weight, as well as related chronic diseases, may be
prevented [1]. In order to develop efficient public health
policies and interventions, mean body mass index (BMI)
scores need to be assessed not only in the total population,
but also in different population groups.
Body mass index (BMI) is a useful population-level

measure as it represents a simple index based on height
and weight [1]. WHO criteria define overweight as a
BMI of at least 25 kg/m2 and obesity as a BMI of at least
30 kg/m2. Most studies use self-reported weight and
height to calculate mean BMI at the population level
[5-9] and this is the approach that constituted the basis
for the present study.
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Studies in many countries indicate that there have
been alarming increases in mean BMI during the last few
decades. For example, mean BMI in the UK increased
from 24.3 to 25.9 in men and from 23.9 to 25.7 in women
between 1980 and 1993 [10,11]. Similarly, it was reported
that mean BMI for U.S. adults (18–45 years) increased at
an average rate of 2.3 kg/m2 per decade between 1986 and
2004 [5]. Increases in mean BMI have also been found in
other Western countries [6,7,12-15].
Although increases in mean BMI have been recorded

in many countries, these trends may take different trajec-
tories in different countries [2] and in different population
groups. Understanding country-specific trends and poten-
tial differences between population groups in the mean
changes in BMI is therefore important. Previous research
has indicated that BMI is associated with health-related
factors such as self-reported health status, physical activity,
and smoking [6,8,12,14,16], as well as sociodemographic
characteristics [4,5]. Recently, nationally representative data
in the U.S. between 1986 and 2004 showed that the in-
crease in mean BMI was higher in women than in men.
However, longitudinal national trends over several de-
cades, with reference to population characteristics and
health status, have rarely been examined. In addition,
most studies that have evaluated changes in mean BMI
over time have been based on repeated cross-sectional or
single-cohort designs [6,8,12,17], and few national-level
examinations of BMI trajectories over longer time periods
have been undertaken in different age groups and different
birth cohorts [5]. For example, an increase in mean BMI
over time may reflect increasing BMI with increasing
age, but it could also imply that certain birth cohorts
have a higher annual increase in BMI than the general
population. More detailed knowledge on which age groups
and birth cohorts who have the highest annual increases
in BMI over time may guide clinicians in their preventive
work as well as public health strategies.
The first aim of this study was to analyze, longitudinally,

whether the annual change in mean BMI, assessed at four
occasions between 1980/81 and 2004/05 and for each sex
separately, varied within age groups and birth cohorts and
whether there was any age-by-cohort interaction. The
second aim was to analyze whether this potential change
in BMI was influenced after adjustment for the following
covariates: education, urbanization, smoking habits, phys-
ical activity and chronic diseases.

Methods
The Swedish annual level of living survey
The Swedish Annual Level of Living Survey (SALLS),
which has been conducted annually since 1974 by Statistics
Sweden, i.e., the Swedish Government-owned Statistics
Bureau, was used as the data source in this study. The
SALLS includes a nationally representative, simple random
sample of adult, non-institutionalized persons aged
16–84 years, taken from the Total Population Register
of Sweden. Since 1979, there have been questions, which
are not repeated annually, that provide information that
makes it possible to follow changes in selected fields,
such as health, self-reported weight and height, as well
as lifestyle factors. Professional interviewers from Statistics
Sweden conduct the interviews one-on-one, usually at
the respondents’ homes [18]. The data are not publicly
available and their use and analysis requires the permission
of Statistics Sweden.
A key feature of SALLS is the repeated assessments of

the same individuals, i.e., the “panel”. In this study, we
included all individuals aged 16–71 years who were
assessed in 1980/81, 1988/89, 1996/97 and 2004/05, and
who completed the SALLS at least once. In each SALLS
assessment, new individuals aged 16–23 years for evalu-
ation were included. The non-response rate increased
during the studied period from 20% to 25%. However,
the decrease in response rates did not vary between the
different subgroups.

Ethical approval
The study was approved by The Regional Ethical Review
Board in Stockholm (approval no. 12/2000).

Outcome variables
The outcome variable was body mass index (BMI), cal-
culated as weight (kg)/height (m)2, and analyzed as a
continuous variable. Weight and height were self-reported.
Subjects with missing values for either weight or height
were excluded (1%).

Explanatory variables
We chose to include the following explanatory variables
for which previous studies have suggested an association
with BMI: sex [5,19], age [8,16], urbanization [20], educa-
tional level [9,16], smoking habits [6,8], physical activity
[9,12], and chronic diseases [16]. All of these variables
were measured at each occasion and are included in the
models as time-varying covariates.
Assessment period comprised four categories: 1980/81,

1988/89, 1996/97 and 2004/05, including all individuals
who had completed the SALLS at least once.

Sex
Separate analyses were undertaken for men and women.
Age was categorized as follows: 16–23, 24–31, 32–39,

40–47, 48–55, 56–63, and 64–71. This categorization
reflected the eight-year intervals between the assessments.
In Table 1, age is centered around the mean age of 44 years
(Agec).
Birth cohort was based on the year of birth and com-

prised the following groups: 1982–89, 1974–81, 1966–73,



Table 1 β-coefficients (β) with 95% confidence intervals (CIs) for BMI (rate of change), men aged 16–71 years using
mixed models with random intercepts and random slopes

Unadjusted Adjusted

Variable Category β 95% CI β 95% CI

Rate of change

Age-centered Centered at 44 y 0.126 0.120-0.132 0.122 0.116-0.127

Agec*cohortc 0.00077 0.00034-0.0012 0.00076 0.00033-0.0012

Agec-squared −0.0019 −0.0022- -0.0016 −0.0019 −0.0022- - 0.0016

Cohort-centered Centered at 1954 0.056 0.050-0.062 0.055 0.049-0.061

Education Low 0

Middle 0.19 0.07 to 0.32

High 0.13 0.00 to 0.27

Urbanization1 1 0

2 0.31 0.15 to 0.47

3 0.33 0.17 to 0.50

Physical activity Almost none 0

Once a week −0.10 −0.20 to 0.01

>Once a week −0.24 −0.33 to −0.15

Smoking Non-smokers 0

Former smokers 0.31 0.16 to 0.45

Current smokers −0.18 −0.34 to −0.03

Chronic disease No 0

Yes 0.09 −0.01 to 0.18
1Residence in: (1) the three largest cities in Sweden; (2) medium-sized towns (population >90,000); and (3) small towns (population 27,000–90,000) and rural areas.
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1958–65, 1950–57, 1942–49, 1934–41, 1926–33, 1918–25,
and 1910–17, which also reflected the eight-year intervals
between the assessments. In Table 1, birth cohort is
centered around the mean birth year of 1954 (Cohortc).
Urbanization
This variable was categorized into large cities (the three
largest cities in Sweden, i.e., Stockholm, Gothenburg and
Malmö), medium-sized towns (population >90 000), and
small towns (population 27 000–90 000)/rural areas.
Educational level was divided into compulsory school

or less (≤9 years); practical high school, i.e., vocational
school, (10–11 years); and theoretical high school and/or
college (≥12 years).
Smoking habits
Respondents were divided into three groups: (1) non-
smokers (also including those who smoke now and then);
(2) former smokers (regardless of when they quit); and (3)
current smokers.
Leisure time physical activity, which is associated with

BMI [21], was divided into three categories: (1) no or
some physical activity; (2) physical activity once a week;
(3) physical activity more than once a week.
Chronic disease comprised two components: presence
or absence of a chronic disease and severity of the disease
on a four-grade scale. The variable was dichotomized as:
no disease or at least one disease of at least moderate
severity.

Statistical analysis
STATA software package was used in the statistical
analyses [22].
Descriptive statistics were used to present the distribution

of the explanatory variables (Table 2), as well as mean BMI
for the explanatory variables (Table 3) by sex and year
of assessment. We chose to show mean values instead
of median values, although BMI was not normally distrib-
uted. However, the difference between means and medians
was very small.
A mixed linear model with random intercepts and ran-

dom slopes including age, age squared, birth cohort,
and the age-by-cohort interaction (adjusted for education,
urbanization, smoking habits, physical activity and chronic
disease) was used to assess changes in BMI over time, with
one model for each sex. We included a random slope in
the model because it showed a significant improvement
compared to a model with only random intercepts. An
unstructured variance-covariance matrix was assumed.



Table 2 The distribution (%) of the different variables by sex and assessment period (longitudinal samples of the
Swedish population from 1980/81, 1988/89, 1996/97 and 2004/05, complete with new individuals aged 16–23 years)

Variable Men Women

1980/81 1988/89 1996/97 2004/05 1980/81 1988/89 1996/97 2004/05

n 2728 2688 2570 2177 2770 2666 2634 2211

Age group

16-23 16.3 16.3 12.8 12.7 16.2 16.0 12.0 13.1

24-31 17.6 15.5 16.5 13.1 15.9 15.8 16.5 13.0

32-39 19.6 16.1 16.5 16.6 17.0 15.8 16.6 16.2

40-47 13.2 18.1 16.1 15.2 12.3 16.8 16.1 16.1

48-55 10.6 12.4 17.9 14.5 12.9 11.1 16.5 15.3

56-63 12.4 9.5 11.3 17.1 13.0 12.2 11.0 15.4

64-71 10.3 12.1 8.9 10.8 12.7 12.3 11.3 10.9

Education

Low 42.8 32.9 25.5 20.8 48.7 34.6 25.5 19.2

Middle 26.4 31.3 30.9 26.8 31.1 36.0 33.6 26.8

High 30.8 35.8 43.6 52.4 20.2 29.4 40.9 54.0

Urbanization1

1 30.8 31.0 31.2 34.3 30.5 30.0 31.4 33.5

2 31.5 33.8 36.5 36.0 32.6 34.7 37.4 36.1

3 37.7 35.2 32.3 29.7 36.9 35.3 31.2 30.4

Physical activity

Almost none 50.3 46.4 42.7 39.2 55.0 50.9 44.1 38.1

Once a week 17.6 18.3 18.6 15.6 20.0 19.7 20.7 13.9

>Once a week 32.1 35.3 38.7 45.2 25.0 29.4 35.2 48.1

Smoking

Non-smokers 38.6 43.4 47.8 52.4 52.4 51.6 51.1 51.9

Former 27.3 29.8 33.9 34.1 16.5 19.7 24.7 20.4

Current 34.1 26.8 18.3 13.6 31.1 28.7 24.2 18.7

Chronic disease

No 72.5 71.1 70.4 67.0 68.1 66.6 63.6 60.5

Yes 27.5 28.9 29.6 33.0 31.9 33.4 36.4 39.5
1Residence in: (1) the three largest cities in Sweden; (2) medium-sized towns (population >90,000); and (3) small towns (population 27,000–90,000) and rural areas.
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The effects of time period do not need to be estimated
for a longitudinal “panel” (see above) study, as age and
time period represent the same entity, defined by different
variables. Instead the focus can be on the age-by-cohort
interaction. Age was included as a random effect. Due
to non-linear age effects, the variable age-squared was
included in the model. The results are presented as β-
coefficients (in kg/m2) with 95% confidence intervals
(CIs) and as a rate of change in BMI, shown separately
for each sex (Table 1). Adjusted BMI means were fur-
ther estimated, based on the models above (Tables 4
and 5). Annual changes by age group and birth cohort
were estimated by applying a linear regression model
including the predicted BMI-values (y) based on the models
in Table 1 and time (x) for each of the age groups and birth
cohorts.

Results
The distribution of the different explanatory variables for
longitudinal samples of the Swedish population from 1980/
81, 1988/89, 1996/97 and 2004/05 are presented separately
according to sex and assessment period in Table 2. New
individuals aged 16–23 years were added at the last three
assessment periods, i.e., 1988/89, 1996/97 and 2004/05.
There were clear trends in both men and women towards
increased educational attainment, increased urbanization,
reduced rates of smoking and increased levels of leisure
time physical activity for each successive assessment.



Table 3 Mean BMI values (kg/m2) for subjects in the different explanatory variable groups, presented separately
according to sex and assessment period (longitudinal samples of the Swedish population from 1980/81, 1988/89,
1996/97 and 2004/05)

Variable Men Women

1980/81 1988/89 1996/97 2004/05 1980/81 1988/89 1996/97 2004/05

n 2728 2688 2570 2177 2770 2666 2634 2211

Overall mean 24.1 24.4 25.0 25.5 23.1 23.2 23.9 24.3

Age group

16-23 22.17) 22.08) 22.69) 22.710) 21.17) 21.18) 21.69) 21.810)

24-31 23.36) 23.77) 24.28) 24.49) 21.46) 22.37) 22.98) 23.19)

32-39 24.15) 24.36) 25.17) 25.78) 22.35) 22.46) 23.47) 24.48)

40-47 24.74) 25.05) 25.66) 26.47) 23.44) 23.55) 23.96) 24.67)

48-55 25.13) 25.34) 25.85) 26.46) 24.33) 24.24) 24.95) 24.76)

56-63 25.52) 25.83) 26.04) 26.35) 25.12) 25.23) 25.64) 25.25)

64-71 25.21) 25.62) 26.23) 26.24) 25.01) 24.92) 25.73) 25.94)

Education

Low 24.4 24.4 25.1 24.9 23.6 23.7 24.4 24.2

Middle 24.1 24.5 25.5 26.7 22.8 23.3 24.3 25.2

High 23.7 24.2 24.6 25.2 22.1 22.5 23.3 23.8

Urbanizationa

1 23.8 24.1 24.8 25.2 22.6 22.8 23.5 23.7

2 24.2 24.3 25.0 25.5 23.1 23.2 23.9 24.4

3 24.3 24.6 25.2 25.9 23.5 23.6 24.4 24.7

Physical activity

Almost none 24.4 24.9 25.6 26.0 23.6 23.7 24.6 24.9

Once a week 24.3 24.0 24.9 25.5 22.4 22.8 23.8 24.1

>Once a week 23.5 23.8 24.4 25.1 22.5 22.7 23.2 23.8

Smoking

Non-smokers 23.7 23.8 24.6 25.1 23.6 23.3 23.8 24.0

Former 24.7 25.1 25.8 26.2 22.9 23.6 24.5 24.9

Current 24.0 24.3 24.8 25.2 22.4 22.7 23.6 23.9

Chronic disease

No 23.9 24.1 24.8 25.2 22.7 22.8 23.5 23.7

Yes 24.6 25.0 25.6 26.1 23.9 24.1 24.7 25.1
aResidence in: (1) the three largest cities in Sweden; (2) medium-sized towns (population >90,000); and (3) small towns (population 27,000–90,000) and rural areas.
Birth cohort:
1)1910-1917;2)1918-25; 3)1926-33; 4)1934-41; 5)1942-49; 6)1950-57; 7)1958-65; 8)1966-73;9)1974-81;10)1982-89.
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In Table 3, the mean BMI values for subjects by the
different explanatory variable groups are presented separ-
ately according to sex and assessment period. The results
show that mean BMI increased from 24.1 to 25.5 kg/m2 in
men, and from 23.1 to 24.3 kg/m2 in women between
1980/81 and 2004/05. During this time period, mean BMI
was consistently 1.0 to 1.2 kg/m2 higher in men than in
women. Furthermore, mean BMI increased over time in
almost all subgroups. At each assessment, mean BMI
tended to increase with higher age. In order to show the
change in BMI over time in each birth cohort, the ten
different birth cohorts are marked with numbers 1–10 in
superscript. Reading the numbers 1–10 diagonally reveals
that the increase in BMI continued over time until the in-
dividuals in the separate birth cohorts reached the highest
age, i.e., 64–71 years. Those living in smaller towns had
higher BMI than those living in larger cities and medium-
sized towns. For both men and women, former smokers
had higher BMI than current smokers and nonsmokers,
and those with at least one chronic disease of at least
moderate severity had higher mean BMI than those with-
out a disease. The BMI gradient in education (increasing



Table 4 Adjusted1 mean BMI values (kg/m2) and annual change in BMI (ΔBMI per year by age group and birth cohort,
test of trend) in individuals 16–71 years, presented according to age, birth cohort and assessment period (longitudinal
samples of the Swedish population from 1980/81, 1988/89, 1996/97 and 2004/05) by the adjusted model in
Table 1 Men

Variable Age group

Birth cohort 16-23 24-31 32-39 40-47 48-55 56-63 64-71 ΔBMI cohort

1910-17 - - - - - - 25.2 -

1918-25 - - - - - 25.4 25.6 ns

1926-33 - - - - 25.1 25.9 26.0 0.042*

1934-41 - - - 24.7 25.4 25.9 26.3 0.067*

1942-49 - - 24.0 25.1 25.9 26.3 - 0.095*

1950-57 - 23.2 24.5 25.6 26.4 - - 0.13*

1958-65 22.0 23.6 25.1 26.4 - - - 0.17*

1966-73 22.2 24.0 25.6 - - - - 0.21*

1974-81 22.6 24.4 - - - - - 0.21*

1982-89 22.7 - - - - - - -

ΔBMI age group 0.032* 0.049* 0.068* 0.071* 0.056* 0.033* 0.046*

1980/81 1988/89 1996/97 2004/05
1 Adjusted for education, urbanization, smoking habits, physical activity and chronic diseases.
* p<0.05.
Figures are presented in format according to years: 1980/81 plain, 1988/89 italic, 1996/97 bold, 2004/05 bold and italic.
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BMI with decreasing educational attainment) disappeared
among men during the course of the study period, and
was attenuated in women.
Two mixed linear models with random intercepts and

random slopes (one unadjusted and one adjusted for all
the explanatory variables) were applied to estimate the
individual effects of age and birth cohort on four repeated
Table 5 Adjusted1 mean BMI values (kg/m2) and annual chan
test of trend) in individuals 16–71 years, presented according
samples of the Swedish population from 1980/81, 1988/89, 1
Table 1 Women

Variable

Birth cohort 16-23 24-31 32-39 40-4

1910-17 - - - -

1918-25 - - - -

1926-33 - - - -

1934-41 - - - 23.4

1942-49 - - 22.5 23.7

1950-57 - 21.3 22.7 23.8

1958-65 20.9 22.3 23.5 24.7

1966-73 21.2 22.8 24.3 -

1974-81 21.6 23.0 - -

1982-89 21.8 - - -

ΔBMI age 0.040* 0.073* 0.077* 0.048

1980/81 1988/89
1Adjusted for education, urbanization, smoking habits, physical activity and chronic
*p<0.05.
Figures are presented in format according to years: 1980/81 plain, 1988/89 italic, 19
assessments of BMI. Two models for each sex are presented
in Tables 1 and 6. The rate of change is shown as annual
change in BMI by age and birth cohort. The unadjusted
model included the variables age (age-centered at 44 years
of age), birth cohort (cohort-centered at the year 1954)
and the interaction age by cohort (agec*cohortc). The
variable agec-squared was also included in order to take
ge in BMI (ΔBMI per year by age group and birth cohort;
to age, birth cohort and assessment period (longitudinal

996/97 and 2004/05) by the adjusted model in

Age group

7 48-55 56-63 64-71 ΔBMI cohort

- - 25.0 -

- 24.8 25.3 0.063*

24.1 25.2 25.9 0.093*

24.5 25.3 25.9 0.11*

24.7 25.2 - 0.11*

24.7 - - 0.14*

- - - 0.15*

- - - 0.18*

- - - 0.17*

- - - -

* 0.025* 0.015 0.045*

1996/97 2004/05

diseases.

96/97 bold, 2004/05 bold and italic.



Table 6 β-coefficients (β) with 95% confidence intervals (CIs) for BMI (rate of change), women aged 16–71 years using
mixed models with random intercepts and random slopes

Unadjusted Adjusted

Variable Category β 95% CI β 95% CI

Rate of change

Age-centered Centered at 44 y 0.134 0.128-0.141 0.132 0.125-0.139

Agec*cohortc 0.0001 −0.0006-0.0004 0.00007 −0.0006-0.0004

Agec-squared −0.0012 −0.0015- -0.0008 −0.0013 −0.0016- -0.0009

Cohort-centered Centered at 1954 0.050 0.044-0.057 0.053 0.046-0.059

Education Low 0

Middle −0.27 −0.17 to 0.11

High −0.20 −0.36 to −0.04

Urbanization1 1 0

2 0.34 0.16 to 0.52

3 0.53 0.36 to 0.71

Physical activity Almost none 0

Once a week −0.16 −0.27 to −0.05

>Once a week −0.36 −0.53 to −0.19

Smoking Non-smokers 0

Former smokers 0.27 0.10 to 0.44

Current smokers −0.36 −0.53 to −0.19

Chronic disease No 0

Yes 0.21 0.10 to 0.31
1Residence in: (1) the three largest cities in Sweden; (2) medium-sized towns (population >90,000); and (3) small towns (population 27,000–90,000) and rural areas.
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into account a potentially curve-linear relationship between
age and BMI. For men, the increase in BMI by age was
0.126 kg/m2 (95% CI= 0.120-0.132) per year above 44 years
of age, compared with the reference group (44 years of age)
reflecting increasing BMI by increasing age. The increase
in BMI by birth cohort in men was 0.056 kg/m2 (95%
CI= 0.050-0.062) per birth year compared with the refer-
ence group (those born in 1954) reflecting increasing BMI
for those born in later years, i.e., those in the younger
birth cohorts (Table 1). There was also a significant age-
by-cohort interaction of 0.00077 kg/m2 (95% CI=0.00034-
0.0012), which implies that the increase in BMI by
increasing age was higher in the younger birth cohorts
(1966–1989) than in the older birth cohorts. Slightly
smaller coefficients in BMI by age and birth cohort were
seen in women than in men (Tables 1 and 6). The age-
by-cohort interaction was somewhat weaker among the
women (Table 6).
The coefficients in the adjusted models were similar to

the coefficients in the unadjusted models. All the adjust-
ment variables were associated with the outcome variable
with exception for education in women.
In Tables 4 and 5, adjusted means for BMI and an-

nual changes in BMI, based on the adjusted models in
Table 1, are presented according to assessment period
(grey contrasts), age group, and birth cohort. The mean
BMI increased significantly between 1980/81 and 2004/05
in all male and female age groups and birth cohorts, with
the exception for the men born 1918–25. However, the
men born 1918–25 were only assessed twice. The annual
changes within each age group and birth cohort were esti-
mated by linear regression models (BMI and time) and
are presented as ΔBMI age group and ΔBMI cohort. The
annual change by age group (ΔBMI age group) varied be-
tween 0.032 and 0.071 kg/m2 in men, and between 0.025
and 0.077 kg/m2 in women. Among men, the ΔBMI was
highest in the age groups 32–39, 40–47 and 48–55 years.
For example, Table 4 shows that 40–47 year old men in-
creased their BMI from 24.7 (men born in 1934–41,
assessed 1980/81 at 40–47 years of age) to 26.4 (men born
in 1958–65, assessed 2004/05 at 40–47 years of age) during
the study period. Among women, the ΔBMI was highest
in the age groups 24–31, 32–39, and 40–47 years.
The annual change by birth cohort varied significantly

between 0.042 and 0.21 kg/m2 in men, and between
0.063 and 0.18 kg/m2 in women. There were apparent
trends for both men and women: for each birth cohort
the annual change in BMI increased compared to the
previous, i.e., older birth cohort. The highest annual
changes were found in the younger birth cohorts for
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both men and women, i.e., those born 1958–65, 1966–73,
and 1974–81.

Discussion
In this longitudinal study with four assessments over
time, we found significant increases in BMI between
1980/81 and 2004/05 in all studied subgroups of men
and women, e.g. age, birth cohort, educational level,
urbanization, level of physical activity, smoking status
and chronic disease. Overall, BMI increased by 1.4 kg/m2

in men and by 1.2 kg/m2 in women during the course of
the study period. All age groups and birth cohorts (except
men born 1918–25) showed significant annual increases
in BMI in both men and women. The annual change in
BMI by age group was highest in the ages of 32–39,
40–47 and 48–55 and in the ages of 24–31, 32–39, and
40–47, among men and women, respectively. This
change in BMI was only to a minor extent influenced
after adjustment for education, urbanization, smoking,
physical activity and chronic diseases. For each birth
cohort the annual change in BMI increased compared to
the previous birth cohort (men and women). This partly
reflects the younger age of the later birth cohorts. The
highest annual changes in BMI were found in younger
birth cohorts, i.e., those born 1958–65, 1966–73, 1974–81,
for both men and women. In addition, younger birth
cohorts had higher annual increases in BMI by increasing
age than older ones, i.e., there was a significant age-by-co-
hort interaction.
Most past studies that have focused on BMI trends

over time were based on repeated cross-sectional samples
[23,24] or single cohort studies [25,26]. In repeated cross-
sectional studies of different samples of a population, it
is difficult to determine whether observed weight gain
reflects true age effects or merely age differences in the
characteristics of the repeated samples. In contrast, we
used longitudinal data obtained through four assessments
of the same individuals, with new individuals aged
16–23 years being evaluated on each assessment. This
approach allowed us to study whether BMI differed
according to age group and birth cohort and whether
there was an age group-by-birth cohort interaction.
Our observation of an increasing trend in BMI over

time is consistent with previous research, although the
magnitude of the BMI increase differs between countries.
A longitudinal study from the U.S. [27], which examined
similar age groups but covered a shorter and later period
of time (1989–1996), reported much larger annual increases
in BMI, varying from 0.17 to 0.21 for men and from 0.26
to 0.29 for women, than in corresponding age groups in
the present study, i.e., from 0.04 to 0.13 for men and from
0.10 to 0.14 for women. The change in BMI in a Norwegian
longitudinal study was also larger than the one in our
study [28]. A Dutch study using mixed models (similarly
to our study) but with shorter follow-up, also showed an
effect of both age group and cohort on BMI [29].
Although possible explanations behind the “better”

picture in Sweden compared to, for example, the U.S.,
were not examined in the present study, it is possible that
certain health care strategies have succeeded in preventing
even larger increases in BMI in the Swedish population.
For example, medical prescriptions of physical activity
for primary health care patients by physicians and other
health care workers has received positive reviews from
both physicians and patients [30].
The change in BMI over time within birth cohorts

might partly be due to the fact that younger persons gain
more weight. Nevertheless, the increase in BMI in the
Swedish population over time cannot be ignored. In our
study, mean BMI in 2004/2005 was found to be 25.5 kg/m2

(overweight) in men, and 24.4 kg/m2 (close to overweight)
in women, which reflects the significance of the weight-
related problems in Sweden. It is not possible to predict
the clinical significance of these increases in BMI at the
individual level. However, at a population-level, these
increases may have consequences for public health, since
high BMI has been associated with dyslipidemia, insulin
resistance, the metabolic syndrome, type 2 diabetes [31],
low-grade inflammation [32,33], cancer [34], and acceler-
ated aging [35,36]. The burden of disease attributable
to excess BMI among adults in the European Region
amounted to more than 1 million deaths and about 12
million life-years of ill health (DALYs) in 2000 [37].
Physical inactivity plays an important role in increased

BMI. A previous Swedish study showed that men who
became physically inactive had a higher increase in BMI
between 1980–81 and 1988–89 than those who were
physically active on a regular basis [21]. In addition,
four independent, cross-sectional population surveys
(the FINRISK Studies) conducted in Finland between
1982 and 1997 showed that the inverse association
between level of leisure-time physical activity and BMI
was significantly strengthened over the 15-year period
in both sexes [38].
Limitations and strengths
This study has some important limitations. One limitation
is that our outcome measures were based on self-reported
assessments of height and weight, which may have
led to underestimated absolute BMI values [39]. However,
objectively measured and self-reported height and weight
are highly correlated according to a study by Kuskowska-
Wolk et al. [40]. The level of self-report bias is probably
the same for all four assessments, thus most likely resulting
in correct estimates of change between the periods. Any
bias due to the subjective nature of our data is therefore
most likely conservative.
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Another limitation is that the non-response rate was
20-25%. Missing individuals might to a greater part
consist of extremes both among underweight and obese
individuals. In addition, the sample size was rather large
and therefore the sample was divided into subgroups,
where non-response bias may have greater effects. On
the other hand, the non-response rate in this study was
relatively low compared to many surveys from other
countries. Moreover, the decrease in response rates did
not vary between the different subgroups. Another limita-
tion of the study is that any loss to follow-up might result
in selection bias.
This study also has several strengths. Key strengths are

the follow-up of BMI changes in individuals for a long
period of time (24 years) together with the repeated
measurements of BMI. A second strength is that the
SALLS is one of the most comprehensive national surveys
to date and has been conducted in Sweden for more than
thirty years. The sample size is large and, unlike many
surveys, each SALLS represent a simple random sample
with a longitudinal ”panel” with repeated measurements,
drawn from the Total Population Register, and is thus
representative of the entire Swedish population. An advan-
tage of longitudinal studies is the possibility to distinguish
changes over time within age groups and within birth
cohorts.
The surveys in the present study were mainly conducted

in the respondents’ homes as face-to-face interviews by
well-trained interviewers. The reliability of the survey
questions has been estimated by re-interviewing a sample
of the participants (test-retest method). The kappa coeffi-
cients were 0.64 for self-rated health, and 0.58 for physical
activity [41].
Conclusions
Community and health care interventions should strive
to counteract the increases in BMI in the entire Swedish
population, and these should particularly target those
age groups with the highest annual increases in BMI as
well as younger birth cohorts, who had higher annual
increases in BMI than older ones. In addition, the signifi-
cant age-by-cohort interaction implies that the increase in
BMI by increasing age was higher in the younger birth
cohorts than in the older birth cohorts, which may have
significant consequences for public health.
What this study adds
The novelty of this study comes from the long follow-up
of a representative national sample of the Swedish popula-
tion. The study used longitudinal data obtained through
four assessments of the same individuals over a 24-year
period, with new individuals aged 16–23 years on each
assessment. This approach allowed the study of whether
BMI differed according to age group and birth cohort and
the age-by-cohort interaction.
The results are important for public health professionals

and clinicians, because they suggest that younger birth
cohorts have gained more weight over time, which is of
particular concern. Community and health care interven-
tions should strive to counteract the increases in BMI in
the entire Swedish population, and should particularly
focus on the youngest birth cohorts born during the late
50s and later.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
JS, KS and SJ initiated the project; OKC, SC, PM, JS, KS, SJ worked on
conception/design of the study; SJ wrote the initial statistical analysis plan;
OKC, SC, PM, JS, KS contributed to the statistical analysis plan; SJ analysed
the data; OKC, SC, PM, JS, KS contributed to the analysis and interpretation of
the data; OKC drafted the paper; OKC, SC, PM, JS, KS, SJ worked on further
drafting and revising the paper critically. The final version of the manuscript
to be published was read and approved by OKC, SC, PM, JS, KS, and SJ. All
authors read and approved the final manuscript.

Acknowledgements
This work was supported by grants from the Swedish Research Council to
Kristina and Jan Sundquist [K2005-27X-15428-01A, 2008–3110 and 2008–
2638], the Swedish Council for Working Life and Social Research [2006–0386,
2007–1754 and 2007–1962] and the Swedish Research Council Formas
[2006-4255-6596-99 and 2007–1352].

Author details
1Department of Public Health, Faculty of Medicine, Hacettepe University,
Ankara, Turkey. 2Department of Clinical Sciences, Center for Primary Health
Care Research, Lund University, Malmö, Sweden. 3Stanford Prevention
Research Center, Stanford University, Palo Alto, California, USA. 4Center for
Primary Health Care Research, Lund University, Clinical Research Centre (CRC)
Skåne University Hospital, Jan Waldenströms gata 35, 205 02 Malmö,
Sweden.

Received: 28 August 2013 Accepted: 25 September 2013
Published: 27 September 2013

References
1. World Health Organization: Obesity and overweight. Fact sheet No. 311.

Geneva: WHO; 2006.
2. World Health Organization: Global health risks: mortality and burden of

disease attributable to selected major risks. Geneva: WHO; 2009.
3. World Health Organization Regional Office for Europe: European charter on

counteracting obesity. WHO European Ministerial Conference on Counteracting
Obesity (Istanbul, Turkey, 15–17 November 2006). Copenhagen: WHO; 2006.

4. Sobal J, Stunkard AJ: Socioeconomic status and obesity: a review of the
literature. Psychol Bull 1989, 105:260–275.

5. Clarke P, O’Malley PM, Johnston LD, Schulenberg JE: Social disparities in
BMI trajectories across adulthood by gender, race/ethnicity and lifetime
socio-economic position: 1986–2004. Int J Epidemiol 2009, 38:499–509.

6. Sund ER, Jones A, Midthjell K: Individual, family, and area predictors of
BMI and BMI change in an adult Norwegian population: findings from
the HUNT study. Soc Sci Med 2010, 70:1194–1202.

7. Matsushita Y, Takahashi Y, Mizoue T, Inoue M, Noda M, Tsugane S:
Overweight and obesity trends among Japanese adults: a 10-year
follow-up of the JPHC study. Int J Obes (Lond) 2008, 32:1861–1867.

8. Sundquist J, Johansson SE, Sundquist K: Levelling off of prevalence of
obesity in the adult population of Sweden between 2000/01 and
2004/05. BMC Public Health 2010, 10:119.

9. 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, 13:306–312.



Caman et al. BMC Public Health 2013, 13:893 Page 10 of 10
http://www.biomedcentral.com/1471-2458/13/893
10. World Health Organization: Obesity: preventing and managing the global
epidemic, WHO technical report series No. 894, Vol 894. Geneva: WHO; 2000.

11. World Health Organisation European Collaborative Group: European
collaborative trial of multifactorial prevention of coronary heart disease:
final report on the 6-year results. Lancet 1986, 1:869–872.

12. Berg C, Rosengren A, Aires N, Lappas G, Torén K, Thelle D, Lissner L: Trends
in overweight and obesity from 1985 to 2002 in Goteborg, west
Sweden. Int J Obes (Lond) 2005, 29:916–924.

13. Kastarinen M, Laatikainen T, Salomaa V, Jousilahti P, Antikainen R,
Tuomilehto J, Nissinen A, Vartiainen E: Trends in lifestyle factors affecting
blood pressure in hypertensive and normotensive finns during 1982–
2002. J Hypertens 2007, 25:299–305.

14. Borena W, Stocks T, Strohmaier S, Strasak A, Manjer J, Johansen D, Jonsson
H, Rapp K, Concin H, Hallmans G, Stattin P, Ulmer H: Long-term temporal
trends in cardiovascular and metabolic risk factors. Wien Klin Wochenschr
2009, 121:623–630.

15. Marques-Vidal P, Bovet P, Paccaud F, Chiolero A: Changes of overweight
and obesity in the adult Swiss population according to educational
level, from 1992 to 2007. BMC Public Health 2010, 10:87.

16. Sundquist K, Qvist J, Johansson SE, Sundquist J: Increasing trends of
obesity in Sweden between 1996/97 and 2000/01. Int J Obes Relat Metab
Disord 2004, 28:254–261.

17. Kuskowska-Wolk A, Bergstrom R: Trends in body mass index and
prevalence of obesity in Swedish men 1980–89. J Epidemiol Community
Health 1993, 47:103–108.

18. Statistics Sweden: The Swedish survey of living conditions. Design and
method. Statistics Sweden: Stockholm; 1996.

19. Mittendorfer B: Sexual dimorphism in human lipid metabolism. J Nutr
2005, 135:681–686.

20. Grundy SM: Multifactorial causation of obesity: implications for
prevention. Am J Clin Nutr 1998, 67(3 Suppl):563S–572S.

21. Sundquist J, Johansson SE: The influence of socioeconomic status,
ethnicity and lifestyle on body mass index in a longitudinal study.
Int J Epidemiol 1998, 27:57–63.

22. StataCorp: Stata statistical software. Release 11. College Station, TX: StataCorp
LP; 2009.

23. Mokdad AH, Bowman BA, Ford ES, Vinicor F, Marks JS, Koplan JP: The
continuing epidemics of obesity and diabetes in the United States. JAMA
2001, 286:1195–1200.

24. Kuczmarski RJ, Flegal KM, Campbell SM, Johnson CL: Increasing prevalence
of overweight among US adults. The national health and nutrition
examination surveys, 1960 to 1991. JAMA 1994, 272:205–211.

25. Lewis CE, Jacobs DR Jr, McCreath H, Kiefe CI, Schreiner PJ, Smith DE,
Williams OD: Weight gain continues in the 1990s: 10-year trends in
weight and overweight from the CARDIA study. Coronary artery risk
development in young adults. Am J Epidemiol 2000, 151:1172–1181.

26. Baltrus PT, Lynch JW, Everson-Rose S, Raghunathan TE, Kaplan GA: Race/ethnicity,
life-course socioeconomic position, and body weight trajectories over 34
years: the Alameda county study. Am J Public Health 2005, 95:1595–1601.

27. Kahn HS, Cheng YJ: Longitudinal changes in BMI and in an index
estimating excess lipids among white and black adults in the United
States. Int J Obes (Lond) 2008, 32:136–143.

28. Drøyvold WB, Nilsen TI, Krüger O, Holmen TL, Krokstad S, Midthjell K,
Holmen J: Change in height, weight and body mass index: longitudinal
data from the HUNT study in Norway. Int J Obes (Lond) 2006, 30:935–939.

29. Nooyens AC, Visscher TL, Verschuren WM, Schuit AJ, Boshuizen HC, van
Mechelen W, Seidell JC: Age, period and cohort effects on body weight
and body mass index in adults: the Doetinchem cohort study. Public
Health Nutr 2009, 12:862–870.

30. Leijon ME, Bendtsen P, Nilsen P, Ekberg K, Ståhle A: Physical activity
referrals in Swedish primary health care - prescriber and patient
characteristics, reasons for prescriptions, and prescribed activities. BMC
Health Serv Res 2008, 8:201.

31. Lau DC, Dhillon B, Yan H, Szmitko PE, Verma S: Adipokines: molecular links
between obesity and atherosclerosis. Am J Physiol Heart Circ Physiol 2005,
288:H2031–H2041.

32. Helmersson J: Prostaglandins and isoprostanes in relation to risk factors for
atherosclerosis - role of inflammation and oxidative stress. Uppsala: Faculty of
Medicine, University of Uppsala; 2005.

33. Wernstedt: Metabolic effects of interleukin-6. Gothenberg: Department of
Internal Medicine, Sahlgrenska Academy, University of Gothenberg; 2005.
34. Calle EE, Kaaks R: Overweight, obesity and cancer: epidemiological
evidence and proposed mechanisms. Nat Rev Cancer 2004, 4:579–591.

35. Kloting N, Bluher M: Extended longevity and insulin signaling in adipose
tissue. Exp Gerontol 2005, 40:878–883.

36. Roth GS, Lane MA, Ingram DK, Mattison JA, Elahi D, Tobin JD, Muller D,
Metter EJ: Biomarkers of caloric restriction may predict longevity in
humans. Science 2002, 297:811.

37. James WPT, Jackson-Leach R, Mhurchu CN, Kalamara E, Shayeghi M, Rigby
NJ, Nishida C, Rodgers A: Overweight and obesity (high body mass
index). In Comparative quantification of health risks: global and regional
burden of disease attribution to selected major risk factors. Volume 1. Edited
by Ezzati M, Lopez AD, Rodgers A, Murray CJL. Geneva: World Health
Organization; 2004:497–596.

38. Lahti-Koski M, Pietinen P, Heliövaara M, Vartiainen E: Associations of body
mass index and obesity with physical activity, food choices, alcohol
intake, and smoking in the 1982–1997 FINRISK studies. Am J Clin Nutr
2002, 75:809–817.

39. Kuskowska-Wolk A, Karlsson P, Stolt M, Rössner S: The predictive validity of
body mass index based on self-reported weight and height. Int J Obes
1989, 13:441–453.

40. Kuskowska-Wolk A, Rössner S: The “true” prevalence of obesity. A
comparison of objective weight and height measures versus self-
reported and calibrated data. Scand J Prim Health Care 1989, 7:79–82.

41. Wärneryd B: Återintervjustudie i undersökningen av levnadsförhållanden 1989
(ULF) (living conditions. Reinterview in ULF 1989) appendix 12. In Swedish.
Stockholm: Statistics Sweden; 1991.

doi:10.1186/1471-2458-13-893
Cite this article as: Caman et al.: Longitudinal age-and cohort trends in
body mass index in Sweden – a 24-year follow-up study. BMC Public
Health 2013 13:893.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	The Swedish annual level of living survey
	Ethical approval
	Outcome variables
	Explanatory variables
	Sex
	Urbanization
	Smoking habits
	Statistical analysis

	Results
	Discussion
	Limitations and strengths

	Conclusions
	What this study adds

	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References

