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Context: Multiple diseases may explain the association of the growth hormone/insulinlike growth
factor-1 (GH/IGF-I) axis with longevity.

Objective: To relate circulating GH/IGF-I system protein levels with major health events
Design and Setting: This is a cohort study set in 4 US communities.
Participants: Adults (N = 2268) 65 years and older free of diabetes and cardiovascular disease

Measurements: We assessed insulinlike growth factor binding protein-1 (IGFBP-1) and ghrelin in
fasting and 2-hour oral glucose tolerance test (OGTT) blood samples, as well as fasting IGF-I and
IGFBP-3. Hazard ratios for mortality and a composite outcome for first incident myocardial
infarction, stroke, heart failure, hip fracture, or death were adjusted for sociodemographic,
behavioral, and physiological covariates.

Results: During 13,930 person-years of follow-up, 48.1% of individuals sustained one or more
components of the composite outcome and 31.8% died. Versus the lowest quartiles, the highest
quartiles of fasting and 2-hour ghrelin were associated with 27% higher (95% confidence interval
[CI]: 6%, 53%) and 39% higher (95% Cl: 14%, 71%) risks of the composite outcome, respectively. The
highest quartile of 2-hour IGFBP-1 was associated with 35% higher (95% Cl: 1%, 52%) risk of the
composite end point. Similarly, higher mortality was significantly associated with higher fasting and
2-hour ghrelin levels and with 2-hour IGFBP-1 level. When examined together, 2-hour post-OGTT
levels of IGFBP-1 and ghrelin tended to predict outcomes better than fasting levels.

Conclusions: Circulating IGFBP-1 and ghrelin measured during an OGTT predicted major health
events and death in older adults, which may explain the influence of the GH/IGF-I axis on lifespan
and health.

Abbreviations: BMI, body mass index; BP, blood pressure; CHS, Cardiovascular Health
Study; Cl, confidence interval; CVD, cardiovascular disease; ELISA, enzyme-linked
immunosorbent assay; GH, growth hormone; HF, heart failure; HR, hazard ratio; hs-CRP,
high-sensitivity C-reactive protein; IGF, insulinlike growth factor; IGF-I, insulinlike growth
factor-I; IGFBP, insulinlike growth factor binding protein; LLD, lower limit of detection;
MI, myocardial infarction; OGTT, oral glucose tolerance test; SD, standard deviation.
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nsulinlike growth factor (IGF)-axis proteins have an-
Iabolic and metabolic actions that affect development,
growth, and survival. Extensive evidence suggests that
insulinlike growth factor-I (IGF-I) may influence path-
ways that determine longevity in humans and other or-
ganisms (1, 2). Understanding this phenomenon has been
challenging because a variety of mediators regulate the
effects of IGF-I, which itself mediates the effects of growth
hormone (GH) and reciprocally inhibits pituitary GH
secretion. For example, IGF-I binding proteins (IGFBP-1
through IGFBP-6) influence IGF-I bioavailability and
activity (3), and ghrelin stimulates the production of GH
from the hypothalamus (4).

Circulating GH/IGF-related proteins have been shown
to predict multiple disease end points (5-8) that in com-
bination may account for the association of IGF-I with
longevity. Prior epidemiological studies typically examined
end points individually, rather than in combination, vs
fasting measures of GH/IGF-related proteins. Some GH/
IGF-axis proteins are physiologically modulated after food
intake. Ghrelin, a gastric hormone with GH-stimulating
and orexigenic effects (9), is proportionally decreased in the
postprandial state compared with the fasting state (10).
Insulin in the portal circulation acutely regulates circulating
levels of IGFBP-1 by inhibiting the transcription of IGFBP1
in the liver (11), such that circulating IGFBP-1 measurements
taken after a glucose load are fivefold to 10-fold lower than
measurements taken in the fasting state (12).

In the Cardiovascular Health Study (CHS) of older
adults, we obtained measurements of GH/IGF-system
proteins both during fasting and after glucose loading.
The CHS also collected a variety of end points that
were previously associated with IGF-1, including
cardiovascular disease (CVD) (6-8), hip fracture (5),
and death (1). This information was used in an 8-year
follow-up study to link GH/IGF protein levels, disease, and
survival.

Methods

Study population and setting

The CHS is a population-based, prospective, longitudinal
study of community-dwelling adults aged =65 years recruited
in Forsyth County, North Carolina; Sacramento County,
California; Washington County, Maryland; and Pittsburgh,
Pennsylvania (13). In 1989-1990, 5201 participants were
recruited into the CHS, and in 1992-1993, an additional 687
African American participants were enrolled. At annual study
visits, data and biospecimens were obtained. Follow-up was
through semiannual participant contacts and database matches
(National Death Index, Medicare). The present analysis used
as study baseline the 1996-1997 CHS visit, at which time
1180 CHS participants were deceased, 784 were contacted by
phone or mail only, and 296 were not contacted. Among 3673
who were alive and completed an in-person visit, 3390
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provided a blood sample. The study was approved by the in-
stitutional review board at each center, and all participants gave
informed consent. The funding agency did not participate in the
completion of this report.

Baseline variables

At the 1996-1997 clinic visit, CHS assessed medical history
and medications, body mass index (BMI), blood pressure (BP),
physical activity, alcohol consumption, smoking, estrogen and
progestin use, and self-reported health status. Protein con-
sumption was assessed with a food frequency questionnaire in
1995-1996.

Laboratory measurements were performed in 2012 using
blood collected at the 1996-1997 study visit, after being pro-
cessed and stored at —70°C according to the standardized,
uniform procedures described previously (14, 15). Plasma IGF-I
levels were measured in previously frozen archived specimens
using enzyme-linked immunosorbent assay (ELISA) methods
[1778 using materials from Immunodiagnostic Systems Ltd
(IDS), Tyne & Wear, England, and 487 using materials from
Diagnostics Systems Laboratories Inc., Webster, TX] (14).
Other measurements included serum IGFBP-1 (ELISA, ALPCO,
Salem, NH), IGFBP-3 (chemiluminescence method; IDS, Bol-
don, UK), and total ghrelin (both intact and des-octanoyl forms
measured by sandwich ELISA; Millipore, Billerica, MA). Each
biomarker was measured in fasting samples, and IGFBP-1 and
ghrelin levels were additionally measured in blood that was
collected 2 hours after a 75-g glucose load. Previous studies have
shown high stability over specimen storage for up to 9 years and
low variation within individuals and between laboratories for
serum measurements of IGF-I analytes stored at —70C. (14, 16)
IGFBP-1 levels below detectable levels were assigned to the
lower limit of detection for the assay of 1.0 pg/L (4% of
fasting specimens and 10% of postload specimens). For
ghrelin, 11% of fasting specimens and 28% of postload
specimens were below the lower limit of detection of the
assay (<80 p/L). A subset of ghrelin levels (2.8 % of fasting
and 6.6% of 2-hour measures) was extrapolated to range
from 10 to 80 pg/L using assay manufacturer calibration
equations, whereas others falling below the extrapolation
range were assigned a value of 10 pg/L. Interassay coeffi-
cients of variation were 11% to 14% for ghrelin, IGF-I,
IGFBP-1, and IGFBP-3. Other serum laboratory values
measured at the 1996-1997 study visit were creatinine, al-
bumin, high-sensitivity C-reactive protein (hs-CRP), total
cholesterol, glucose, and insulin (17).

Event follow-up

The CHS protocol captured incident health events through
several means, including semiannual participant contacts and
National Death Index matches. All incident major cardio-
vascular events and cerebrovascular events were adjudicated
through review of medical records (18). Hospitalized hip
fracture events were defined by searching the abstracts of all
hospitalizations reported during follow-up for International
Classification of Diseases, Ninth Revision codes of 820.xx
(19). All deaths were reviewed to discern their cause and
circumstances (20). We used up to 8 years of follow-up for
event ascertainment to minimize misclassification due to
changes in IGF protein levels over time.
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Selection of subjects for the present analyses

To define survival free from major health events among the
3390 CHS participants who provided a blood sample at the
1996-1997 visit, we excluded all individuals who at the time of
the baseline measurement of GH/IGF proteins had a history of
myocardial infarction (MI; n = 227), stroke (n = 143), and heart
failure (HF; n = 167) and an additional 170 who had had >1 of
these CVD diagnoses. We also excluded diabetic participants
(fasting plasma glucose level =126 mg/dL or taking antidiabetic
agents) because of the effects of diabetes and its treatments on
circulating protein levels (n = 342). Among 2341 remaining
individuals, an additional 3% were excluded for incomplete
data for smoking history (n = 41) and BMI (n = 32), yielding a
sample of 819 men and 1449 women.

Outcomes

Using a time-to-event framework, we defined a composite
primary outcome measure to incorporate the incidence of 5
conditions that have previously been associated with levels of
circulating GH/IGF proteins, including (a) MI, (b) stroke, (c)
HF, (d) hospitalized hip fracture, and (e) all-cause mortality.
This outcome was defined as the first occurrence of any of the 5
event types during follow-up. A second primary outcome was
all-cause mortality. Secondary outcomes included cause-specific
mortality and individual incident events (MI, stroke, HF, and
hip fracture).

Statistical analyses

Descriptive statistics of baseline variables were computed as
stratified by sex and race. Spearman correlations examined
relationships among variables. Cox proportional hazards re-
gression models were used to estimate hazard ratios (HRs) and
95% confidence intervals (Cls) for the associations of fasting
IGF-T and IGFBP-3, as well as fasting and postprandial measures
of IGFBP-1 and ghrelin, with outcomes. IGFBP-1 measures
underwent log-transformation prior to analysis. Biomarkers
other than IGFBP-1 were standardized, and all were included as
linear predictors. Thus, we estimated the HR associated with a
1-standard deviation (SD) difference of IGF-I, IGFBP-3, and
ghrelin or a twofold higher level of IGFBP-1. We used the
continuous biomarker analyses as the primary means to gauge
the statistical significance of the associations. We also examined
HRs across quartiles.

Initial analyses adjusted for age, sex, race, and smoking
status. We subsequently adjusted for potential confounders
determined a priori, including alcohol consumption, self-
reported health status, physical activity, protein consump-
tion, hypertension, use of progestins or estrogens, serum
albumin, serum cystatin C, serum hs-CRP, and BMI. Additional
models adjusted for fasting insulin and IGF-I levels and 2-hour
post—oral glucose tolerance test (OGTT) glucose level. To assess
the incremental value of 2-hour measures over fasting measures
of IGFBP-1 and ghrelin, we conducted analyses in which fasting
and 2-hour measures were both included as independent var-
iables. Lastly, those in the upper quartile for ghrelin, the upper
quartile for IGFBP-1, or the upper quartile for both biomarkers
were compared against those in the lower 3 quartiles for both.

Hotdeck methods were used to impute incomplete values for
adjustment variables, including protein intake among 4% of
participants, hs-CRP in 1%, and other covariates in <1% of
participants (21). Schoenfeld residuals derived from age-, sex-,
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race/ethnicity-, and smoking history—adjusted and fully ad-
justed models were regressed against follow-up time for each
predictor/outcome combination using both linear and loess
regression; when we suspected possible violation of the pro-
portional hazards assumption, sensitivity analyses were con-
ducted in which we included an interaction term of the predictor
variable, with time treated as both continuous and binary
variables (follow-up years 1 to 4 vs years 5 to 8). Further
sensitivity analyses involved exclusion of events that occurred
during the first year of follow-up. We also assessed the sensi-
tivity of results after (1) removal of HF, stroke, ML, or hip
fracture from the composite outcome definition; (2) exclusion of
individuals meeting plasma glucose thresholds for prediabetes
or diabetes (2-hour glucose level =140 mg/dL, fasting glucose
level 100 to 126 mg/dL); and (3) alternative imputation for
ghrelin and IGFBP-1 values that fell below the lower limit of
detection (LLD) at one-half the assay LLD. We examined first-
order interactions between the IGF-related biomarkers and BMI
dichotomized at the “overweight” threshold of 25 kg-m™?
(which also happened to be the approximate sample median). In a
similar manner, we estimated sex-specific, race-specific, and
age-specific associations. Two-tailed values of P < 0.05 were
considered statistically significant. All statistical analyses were
performed with Stata: Release 13 (StataCorp, College Station,
TX) and SAS version 9.3 (SAS Institute Inc., Cary, NC).

Results

Subject characteristics

Among 819 men and 1449 women included in the
analyses, the mean age was 77.8 years (range, 68 to
102 years) and 14% were African American (Table 1).
During a total of 13,930 person-years over 8 years of
follow-up, 48.1% of these individuals sustained at least
one of the health events that constituted the composite
outcome (MI, stroke, CHF, hip fracture, or death).

Correlates of GH/IGF-axis biomarkers included an-
thropometric measures, diastolic BP, fasting and post-
prandial glucose and insulin measures, markers of kidney
function, and hs-CRP (Table 2). IGF-I levels were corre-
lated moderately with levels of IGF-binding proteins (lrl=
0.4 to 0.6). Ghrelin levels were modestly correlated with
IGFBP-1 (r < 0.3) but not with other measures. We ob-
served Spearman r correlations above 0.80 between fasting
and 2-hour post-OGTT levels of IGFBP-1 and ghrelin.

Composite major health events outcome

Adjusted for age, sex, race/ethnicity, and smoking, risk
of the composite disease outcome was associated with
lower levels of IGFBP-3 and with higher fasting and 2-hour
postload levels of both IGFBP-1 and ghrelin (Table 3). After
further adjustment for alcohol consumption, self-reported
health status, hypertension, physical activity, protein
consumption, progestin and estrogen use, BMI, albumin,
cystatin C, and hs-CRP protein, significant associations
with the composite outcome remained for fasting and
2-hour levels of ghrelin and for 2-hour levels (but not
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fasting levels) of IGFBP-1. For those biomarkers that were
identified as statistically significant in continuous data
analyses, quartile analyses suggested a stepwise increase
in HRs across quartile values. Those who had fasting
and 2-hour ghrelin in the upper quartile vs the lowest
quartile had a 27% higher risk (95% CI, 6% to 53%)
and 39% higher risk (95% CI, 14% to 71%) of the
composite outcome, respectively. IGFBP-1 levels also

were associated with the composite outcome; as for
ghrelin levels, the adjusted hazard ratio was slightly
higher for 2-hour levels compared with fasting levels,
albeit Cls for the adjusted hazard ratios overlapped be-
tween the fasting and 2-hour measurements. Additional
adjustment for levels of insulin or IGF-I did not appre-
ciably alter the results. IGF-I level was not associated with
the composite outcome.

Table 1. Characteristics of Cardiovascular Health Study Participants
Men Women
White?® Black White? Black
All (n = 819) (n =713) (n = 106) All (n = 1449) (n = 1228) (n =221)
Mean (SD)/Median (IQR)/ % Mean (SD)/Median (IQR)/%
Age, y 78.0 (4.7) 78.4 (4.7) 75.3 (4.4) 77.7 (4.5) 77.9 (4.4) 76.5 (5.1)
Body mass index, kg/m2 26.4 (3.7) 26.4 (3.7) 26.6 (3.7) 26.7 (4.8) 26.4 (4.6) 28.6 (5.6)
Waist circumference, cm 98.0 (9.8) 98.2 (9.7) 96.9 (10.5) 95.0 (14.2) 94.6 (14.1) 97.1 (14.7)
Systolic blood 135.4 (20.0) 135.1 (19.6) 137.6 (22.6) 137.9 (20.5) 137.6 (20.5) 139.3 (20.6)
pressure, mm Hg
Diastolic blood pressure, 72.1(10.2) 71.8(10.2) 74.4 (10.3) 69.9 (10.7) 69.3 (10.5) 73.2 (10.8)
mm Hg
Fasting glucose, mg/dL 94.4 (9.8) 94.6 (9.9) 93.1 (9.4) 91.7 (10.1) 91.3 (10.0) 93.8 (10.5)
2-hour glucose, mg/dL 129.9 (43.2) 129.3 (43.2) 133.7 (43.4) 138.7 (4 5 7) 138.7 (46.2) 138.7 (42.7)
Total cholesterol, mg/dL 188.5 (36.5) 188.1 (36.3) 191 4 (37.3) 212 9 (36.9) 212.5 (36.8) 214.9 (37.9)
Serum albumin, mg/dL 3.8 (0.3) 3.8 (0.3) 9(0.3) 8(0.3) 3.8(0.3) 3.9(0.3)
Fasting insulin IU/me 7.2 (4.8, 10.8) 7.1(49, 109 75 (4 3,10.7) 7.2 (4 9,109) 7.0(4.8,6106) 8.1(53,12.3)
2-hour insulin IU/mL 5.7 (5.1, 6.4) 5.7 (5.0, 6.3) 5.9(5.2,6.7) 6.0 (5.4, 6.6) 5.9 (5.3, 6.6) 6.1 (5.7, 6.8)
Cystatin C, mg/L 1.1 (1.0, 1.3) 1.1 (1.0, 1.3) 1.0(0.9, 1.2) 1.0(0.9, 1.2) 1.0(0.9, 1.2) 1.0(0.9, 1.2)
hs-CRP, mg/L? 1.8(0.9, 4.2) 1.8(0.9, 4.1) 2.2(1.0,4.8) 2.4(1.0,4.9) 2.3(1.0,4.7) 2.8(1.3,5.9)
Physical activity, kcal/d® 1153 (460,2404) 1188(480,2483) 810(270, 2038) 675(208, 1448) 713(240, 1549) 510(135, 1093)
Protem consumption, 77 (60, 97) 75 (59, 95) 84 (67, 107) 73 (57, 92) 73 (57, 91) 75 (55, 97)
g/d®
Self-reported general
health, %
Excellent/very good 37.9 39.0 30.2 33.0 34.6 24.0
Good 46.4 46.4 46.2 47.8 48.2 457
Fair/poor 15.8 14.6 23.6 19.2 17.2 30.3
Hypertension, yes % 41.7 40.1 52.8 48.0 443 69.1
Smoking history, %
Never 32.0 32.7 27.4 60.0 61.2 53.9
Former 59.8 61.3 50.0 325 31.6 37.6
Current 8.2 6.0 22.6 7.5 7.3 8.6
Alcohol consumption, %
None 43.6 42.6 50.0 61.1 57.7 79.6
Moderate (1-7 37.9 38.0 37.7 31.6 34.2 17.7
drinks/wk)
High (=7 drinks/wk) 185 19.4 12.3 7.3 8.2 2.7
Annual household
income, %
0to $11,999 6.7 5.6 14.2 17.7 149 33.5
$12,000-%$24,999 254 24.0 34.9 28.0 28.4 25.3
$25,000-$49,999 31.5 32.7 23.6 22.8 24.5 13.1
$50,000 and above 19.9 21.7 7.6 10.8 11.8 5.4
High education 79.3 81.6 63.8 78.9 81.2 65.9
(=12th grade), %
Estrogens, % n/a n/a n/a 18.4 19.2 13.6
Progestins, % n/a n/a n/a 4.3 4.9 0.9

Abbreviations: IQR, interquartile range; n/a, not applicable.
“Includes American Indian/Alaskan Native, Asian/Pacific Islander, and other.
byalues presented are median (IQR) because of nonnormal distribution.
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Table 2. Univariate Statistics and Spearman Correlations for Predictors of Interest With Demographic and
Clinical Covariates

IGF-1 (ng/L) IGFBP-3 (jng/L) IGFBP-1 (png/L) Ghrelin (pg/mL)
Fasting Fasting Fasting 2-Hour Fasting 2-Hour
Descriptive statistics
n 2265 2265 2240° 1894P 2257¢ 18954
n missing 3 3 28 374 11 373
Mean 101.2 3644.7 6.4¢ 3.7¢ 592.8 204.4
SD 34.1 843.1 2.4¢ 2.4¢ 462.3 181.4
Median 96.7 3649.0 6.6 36 502.1 169.6
25th percentile 78.0 3065.5 35 1.9 259.1 66.1
75th percentile 121.0 4162.0 1.8 7.0 825.0 291.4
Spearman correlations

Fasting IGF-1 1 0.62" -0.417 -0.41" -0.02 0.00
Fasting IGFBP-3 0.62" 1 —0.28" -0.30" 0.08" 0.04
Fasting IGFBP-1 -0.41" -0.28" 1 0.95 0.26" 0.24
2-Hour IGFBP-1 -0.4" -0.30" 0.95 1 0.25" 0.25"
Fasting ghrelin -0.02 0.08 0.26" 0.25" 1 0.87
2-Hour ghrelin 0.00 0.04 0.24 0.25 0.87 1
Age —0.08" -0.12f 0.25" 0.27 0.06" 0.07
Weight 0.177 0.01 —0.45" -0.42" -0.33" -0.31"
Height 0.19 -0.08" -0.15" -0.13" -0.13" -0.12"
Body mass index 0.07 0.07 —0.44" -0.42" -0.29 -0.29"
Waist circumference 0.09 0.05 —0.40 -0.39 -0.27" -0.28"
Systolic blood pressure -0.01 0.00 0.03 0.06" 0.00 0.00
Diastolic blood pressure 0.07 0.03 -0.07" -0.06" -0.05" -0.07"
Fasting insulin 0.17 0.14" -0.497 -0.517 -0.33" -0.317
2-Hour insulin 0.10" 0.16" —0.40 -0.417 -0.227 -0.25"
Fasting glucose 0.10" 0.09 -0.25" -0.28" -0.13" —-0.157
2-Hour glucose 0.04 0.127 -0.14" -0.16" -0.04 -0.06"
Total cholesterol 0.04 0.24 -0.10" -0.09" 0.02 0.01
Cystatin C 0.03 -0.06" 0.177 0.217 -0.01 0.01
Serum albumin 0.14 0.16" -0.17" -0.20" 0.01 —-0.02
hs-CRP -0.17" -0.09" -0.03 -0.03 -0.05 -0.06"
Physical activity 0.07 -0.01 -0.03 -0.03 -0.01 0.00
Protein consumption 0.04 —0.02 —0.05" -0.03 —0.01 —0.01
Cigarette pack-year 0.06" -0.02 —-0.04 -0.04 0.05 0.04

?Includes 2156 measurements of IGFBP-1 above the minimum detectable threshold of 1 wg/L, plus 84 observations below the detectable threshold to
which we assigned the value of 1 pg/L.

bIncludes 1705 measurements of IGFBP-1 above the minimum detectable threshold of 1 wg/L, plus 189 observations below the detectable threshold to
which we assigned the value of 1 ng/L.

“Includes 2008 measurements of ghrelin, plus 63 extrapolated values in the range of 10 to 80 pg/mL, plus 186 observations below the detectable
threshold of 10 pg/mL to which we assigned the value of 10 pg/mL.

9Includes 1373 measurements of ghrelin, plus 126 extrapolated values in the range of 10 to 80 pg/mL, plus 396 observations below the detectable
threshold of 10 pg/mL to which we assigned the value of 10 pg/mL.

€Geometric means (SD) presented for IGFBP-1 measures.

fSpearman correlation coefficient significant at P < 0.05.

We next examined associations of GH/IGF-related
predictors with individual components of the composite

MI, or hip fracture from the composite had no effect on
the nature of associations between GH/IGF biomarkers

outcome. Higher risk of HF was significantly associated
with lower IGF-I and IGFBP-3 levels and with higher
IGFBP-1 and ghrelin levels (all P < 0.05; Table 4). Other
associations between GH/IGF biomarkers and individual
outcomes did not achieve statistical significance. When
we removed HF from the composite outcome, risk of the
composite outcome (minus HF) remained statistically
significantly associated with ghrelin levels (P < 0.003)
but not with IGFBP-1 levels (Table 3). Removing stroke,

and the composite outcome (Supplemental Table 1), nor
did further adjustment for fasting insulin and IGF-I levels
(Supplemental Table 2) or 2-hour glucose level (data not
shown).

Mortality

The upper quartiles of ghrelin levels in both fasting and
2-hour samples were associated with ~40% higher mor-
tality risk compared with the lowest quartile (P = 0.005;
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Table 3. Multivariable-Adjusted Hazard Ratios for Composite Outcome and All-Cause Mortality Across
Quartiles of Growth Hormone/Insulinlike Growth Factor Function

Composite Outcome

Composite Outcome? Excluding Heart Failure All-Cause Mortality

Quartile Events HR (95% CI)° Events HR (95% CI)° Events HR (95% CI)°
IGF-1

1 279 1.00 (ref) 256 1.00 (ref) 191 1.00 (ref)

2 281 0.96 (0.81, 1.14) 255 0.94 (0.79, 1.13) 188 0.87 (0.71, 1.08)

3 256 0.97 (0.81, 1.16) 229 0.98 (0.81, 1.18) 151 0.80 (0.64, 1.00)

4 271 0.99 (0.83, 1.19) 247 1.03 (0.85, 1.24) 192 1.05 (0.85, 1.31)

1-SD increase 1.00 (0.93, 1.06) 1.02 (0.95, 1.09) 1.03 (0.96, 1.12)

P-continuous 0.8981 0.6436 0.3933
Fasting IGFBP-3

1 322 1.00 (ref) 292 1.00 (ref) 225 1.00 (ref)

2 264 0.81 (0.68, 0.96) 237 0.82 (0.68, 0.98) 173 0.82 (0.67, 1.00)

3 263 0.92 (0.78, 1.10) 240 0.96 (0.80, 1.15) 171 0.93 (0.75, 1.15)

4 238 0.83 (0.69, 1.00) 218 0.90 (0.74, 1.09) 153 0.89 (0.71, 1.12)

1-SD increase 0.94 (0.88, 1.00) 0.96 (0.90, 1.03) 0.95 (0.88, 1.03)

P-continuous 0.0511 0.2560 0.2364
Fasting IGFBP-1

1 221 1.00 (ref) 198 1.00 (ref) 128 1.00 (ref)

2 256 1.13(0.94, 1.36) 231 1.08 (0.88, 1.31) 170 1.22 (0.96, 1.55)

3 276 1.06 (0.88, 1.29) 250 0.98 (0.80, 1.20) 173 0.98 (0.76, 1.25)

4 326 1.24 (1.01, 1.52) 300 1.11(0.90, 1.39) 247 1.30 (1.00, 1.68)

Twofold increase® 1.06 (1.00, 1.12) 1.03 (0.96, 1.09) 1.07 (0.99, 1.16)

P-continuous 0.0722 0.3997 0.0674
2-Hour IGFBP-1

1 167 1.00 (ref) 150 1.00 (ref) 92 1.00 (ref)

2 205 1.17 (0.95, 1.45) 185 1.15 (0.92, 1.43) 126 1.27 (0.96, 1.68)

3 229 1.24 (1.00, 1.54) 206 1.15(0.91, 1.45) 143 1.25(0.94, 1.66)

4 270 1.35 (1.07, 1.69) 246 1.23 (0.96, 1.57) 197 1.50 (1.12, 2.03)

Twofold increase® 1.09 (1.02, 1.17) 1.07 (1.00, 1.15) 1.13 (1.04, 1.23)

P-continuous 0.00 0.0598 0.0052
Fasting ghrelin

1 252 1.00 (ref) 221 1.00 (ref) 159 1.00 (ref)

2 262 1.12 (0.94, 1.34) 241 1.19 (0.99, 1.44) 176 1.21(0.97, 1.50)

3 281 1.18 (0.99, 1.40) 253 1.22 (1.02, 1.48) 179 1.15 (0.92, 1.43)

4 290 1.27 (1.06, 1.53) 270 1.36 (1.12, 1.65) 207 1.40 (1.12, 1.74)

1-SD increase 1.09 (1.03, 1.16) 1.10 (1.03, 1.18) 1.11 (1.03, 1.20)

P-continuous 0.0062 0.0028 0.0051
2-Hour ghrelin

1 195 1.00 (ref) 176 1.00 (ref) 125 1.00 (ref)

2 213 1.17 (0.96, 1.43) 191 1.16 (0.94, 1.43) 122 1.08 (0.83, 1.39)

3 216 1.19(0.97, 1.45) 192 1.18 (0.95, 1.46) 139 1.20 (0.93, 1.54)

4 248 1.39 (1.14, 1.71) 229 1.41 (1.14, 1.75) 173 1.39 (1.09, 1.79)

1-SD increase 1.11(1.03, 1.18) 1.11 (1.04, 1.20) 1.15 (1.06, 1.24)

P-continuous 0.0039 0.0026 0.0009

Including only the first of such events over up to 8 years’ follow-up, the composite outcome encompasses 1088 total incident events, including 178 acute
myocardial infarctions, 176 strokes, 233 first-onsets of congestive heart failure without prior or coincident myocardial infarction, 131 hospitalizations for

hip fracture, and 376 deaths from causes not listed here.

bModels include adjustment for age at baseline, sex, race (indicator of black race), smoking status (indicator of former and current smokers), alcohol
consumption, status of general health, hypertension, prehypertension, physical activity measured in kilocalories, protein consumption as caloric intake
(measured at year 8), estrogen and progestin hormone consumption, serum albumin concentration, serum cystatin concentration, serum high-sensitivity

C-reactive protein concentration, and body mass index.
“IGFBP-1 measures were modeled as log2 transformed.

Table 3). Higher IGFBP-1 measured 2 hours after OGTT,
but not fasting, was associated with increased mortality
(P = 0.0052). IGF-I and IGFBP-3 levels were not asso-
ciated with mortality.

In analyses of cause-specific mortality (Table 5), as-
sociations with IGFBP-1 and ghrelin levels tended to be

stronger for death due to causes other than cancer and
CVD than for CVD-specific mortality or cancer-specific
mortality. Higher IGF-I level was significantly associated
with higher risk of cardiovascular mortality (HR per 1-SD
increase, 1.20; 95% CI: 1.04, 1.37; P = 0.0108) but not
with other mortality end points.
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Joint analyses of IGFBP-1 and ghrelin

When fasting IGFBP-1 and 2-hour IGFBP-1 were both
included as independent variables, the association with
mortality was significant for 2-hour levels (P = 0.0244)
but not for fasting levels (P = 0.8833; Table 6). Mutually
adjusted analyses supported an association between
2-hour ghrelin and the composite outcome (P = 0.0378)
and mortality (P = 0.0165) but no associations for fasting
ghrelin (P > 0.2).

When we examined the risk associated with combi-
nations of ghrelin and IGFBP-1 levels, highest risks of the
primary outcomes were observed among individuals in
the upper quartile of both measures and intermediate risk
was observed among those in the upper quartile of only
one of these measures (Supplemental Table 3).

Subgroup analyses

The associations of fasting ghrelin, fasting IGFBP-1,
and 2-hour IGFBP-1 levels with the composite end point
tended to be stronger among women than among men
(Pinteraction < 0.05 for ghrelin). We did not find hetero-
geneity in other associations across categories of sex,
race, and BML.

Analysis of time-varying effects

For fasting levels of IGF-I, IGFBP-1, and IGFBP-3, as-
sociations with the primary outcomes were found to vary
over time (P = 0.002 to 0.029 for interaction with time).
During the earliest period of follow-up, low IGF-I and
IGFBP-3 levels and high fasting IGFBP-1 level tended to be
associated with increased risk of the composite health out-
come and death (Supplemental Table 4). Null associations
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were found during the longer term follow-up period. Also,
interaction analyses suggested that the association between
fasting IGFBP-3 and the composite outcome was modified
by age at baseline (P value for interaction with baseline age,
0.039: among those <80 years old at baseline, HR = 0.89 per
1-SD increment of IGFBP-3, 95% CI: 0.82, 0.97; among
those aged 80+ years, HR = 1.02, 95% CI: 0.92, 1.13).
Associations of fasting IGFBP-1 tended to wane with time
(for composite outcome, P = 0.049 for interaction with time;
for death, P = 0.027). In contrast, associations of 2-hour
IGFBP-1, fasting ghrelin, and 2-hour ghrelin with primary
outcomes did not vary over time or with baseline age.

Sensitivity analyses

Additional sensitivity analyses excluding participants
with impaired fasting glucose and/or impaired glucose
tolerance as well as those in which all values below the
LLD were assigned to one-half the LLD vyielded results
similar to those described previously. Analyses that did
not consider events occurring in the first year of follow-up
also did not appreciably alter the results.

Discussion

Although the GH/IGF signaling pathway has been one
of the most highly scrutinized in the field of human
longevity research (22), the search for components of
the GH/IGF system that most strongly predict disease
risks has been elusive. The current study suggests that
among older adults, levels of circulating IGFBP-1 and
ghrelin during a 2-hour OGTT may predict future risk

Table 4. Multivariable-Adjusted Hazard Ratios for Individual Incident Events Associated With Increased
Levels of Growth Hormone/Insulinlike Growth Factor Function Measures

Acute MI

Stroke

Congestive Heart

Failure Hip Fracture

Predictor HR (95% CI)? P

HR (95% CI)*

P HR (95% CI)? P HR (95% CI)* P

Fasting IGF-1
1-SD increase

Fasting IGFBP-3
1-SD increase

Fasting IGFBP-1

Twofold increase® 0.93 (0.81, 1.07) 0.3036 1.02 (0.89, 1.17)

2-Hour IGFBP-1

Twofold increase® 0.96 (0.83, 1.12) 0.6420 1.08 (0.93, 1.25)

Fasting ghrelin
1-SD increase

2-Hour ghrelin
1-SD increase

1.06 (0.92, 1.21) 0.4340 1.06(0.92, 1.22)

0.97 (0.84, 1.12) 0.6746 1.00 (0.86, 1.16)

1.10 (0.96, 1.27) 0.1793 1.11(0.97, 1.28)

1.14 (0.97, 1.32) 0.1032 1.12(0.97, 1.30)

0.4203 0.88 (0.79, 0.99) 0.0393 1.06 (0.90, 1.25) 0.4879
0.9943 0.84 (0.75, 0.95) 0.0044 1.04 (0.87, 1.24) 0.6849
0.7630 1.18(1.06, 1.32) 0.0019 1.03(0.88, 1.21) 0.6965
0.2966 1.23(1.10, 1.39) 0.0005 1.06 (0.88, 1.26) 0.5565
0.1370 1.13(1.01, 1.26) 0.0361 0.99 (0.84, 1.17) 0.8921

0.1204 1.14(1.01, 1.28) 0.0324 0.99 (0.82, 1.19) 0.9226

“Effect estimates adjusted for age at baseline, sex, race (indicator of black race), smoking status (indicator of former and current smokers), alcohol
consumption, status of general health, hypertension, prehypertension, physical activity measured in kilocalories, protein consumption as caloric intake
(measured at year 8), estrogen and progestin hormone consumption, serum albumin concentration, serum cystatin concentration, serum high-sensitivity

C-reactive protein concentration, and body mass index.
b|GFBP-1 measures were modeled as log2 transformed.
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Table 5.

of Growth Hormone/Insulinlike Growth Factor Function Measures

Multivariable-Adjusted Hazard Ratios for Cause-Specific Mortality Associated With Increased Levels

CV-Specific Mortality

Cancer-Specific Mortality

Noncancer, Non-CV

Mortality

Quartile Events HR (95% CI)? Events HR (95% CI)? Events HR (95% CI)?
IGF-I

1 41 1.00 (ref) 63 1.00 (ref) 86 1.00 (ref)

2 56 1.24 (0.81, 1.89) 54 0.76 (0.52, 1.11) 78 0.80 (0.58, 1.10)

3 53 1.37 (0.89, 2.11) 32 0.50 (0.32, 0.77) 66 0.78 (0.56, 1.10)

4 63 1.69 (1.10, 2.59) 52 0.84 (0.57, 1.24) 77 0.94 (0.67, 1.32)

1-SD increase 213 1.20 (1.04, 1.37) 201 0.91 (0.78, 1.06) 307 1.02 (0.90, 1.15)

P-continuous 0.0108 0.2155 0.8069
Fasting IGFBP-3

1 55 1.00 (ref) 66 1.00 (ref) 104 1.00 (ref)

2 53 1.08 (0.73, 1.59) 45 0.75 (0.51, 1.10) 74 0.71 (0.52, 0.97)

3 53 1.15(0.77, 1.72) 47 0.84 (0.57, 1.25) 71 0.87 (0.63, 1.20)

4 52 1.21 (0.79, 1.84) 43 0.83 (0.54, 1.26) 58 0.74 (0.52, 1.05)

1-SD increase 213 1.10(0.95, 1.28) 201 0.89 (0.76, 1.03) 307 0.89 (0.78, 1.01)

P-continuous 0.2041 0.1250 0.0724
Fasting IGFBP-1

1 38 1.00 (ref) 41 1.00 (ref) 49 1.00 (ref)

2 62 1.40(0.92, 2.12) 46 1.16 (0.75, 1.80) 62 1.13(0.77, 1.66)

3 47 0.79 (0.50, 1.25) 52 1.17 (0.75, 1.83) 74 1.02 (0.69, 1.50)

4 63 0.91 (0.55, 1.50) 62 1.42 (0.88, 2.29) 121 1.50 (1.00, 2.25)

Twofold increase® 210 0.97 (0.85, 1.12) 201 1.09 (0.95, 1.25) 306 1.14 (1.01, 1.28)

P-continuous 0.7226 0.2324 0.0335
2-Hour IGFBP-1

1 26 1.00 (ref) 31 1.00 (ref) 35 1.00 (ref)

2 45 1.54 (0.93, 2.56) 39 1.26 (0.78, 2.05) 42 1.09 (0.69, 1.73)

3 44 1.27 (0.75, 2.17) 46 1.47 (0.90, 2.40) 53 1.10 (0.69, 1.75)

4 57 1.24 (0.70, 2.21) 56 1.71 (1.02, 2.89) 83 1.55 (0.97, 2.49)

Twofold increase® 172 1.06 (0.90, 1.24) 172 1.13 (0.97, 1.31) 213 1.19 (1.04, 1.36)

P-continuous 0.4840 0.1137 0.0135
Fasting ghrelin

1 38 1.00 (ref) 52 1.00 (ref) 69 1.00 (ref)

2 57 1.68 (1.10, 2.56) 49 0.96 (0.65, 1.43) 70 1.16 (0.83, 1.62)

3 60 1.64 (1.08, 2.51) 42 0.82 (0.54, 1.25) 77 1.16 (0.83, 1.63)

4 57 1.62 (1.04, 2.51) 58 1.17 (0.78, 1.76) 91 1.49 (1.07, 2.09)

1-SD increase 212 1.14 (0.99, 1.32) 201 1.01 (0.87, 1.17) 307 1.18 (1.06, 1.32)

P-continuous 0.0631 0.9057 0.0037
2-Hour ghrelin

1 34 1.00 (ref) 40 1.00 (ref) 51 1.00 (ref)

2 34 1.19 (0.73, 1.95) 43 1.14 (0.73, 1.77) 45 0.95 (0.63, 1.44)

3 47 1.47 (0.92, 2.33) 40 1.10 (0.70, 1.72) 52 1.11 (0.74, 1.65)

4 57 1.63 (1.03, 2.60) 49 1.21 (0.78, 1.90) 66 1.40 (0.94, 2.08)

1-SD increase 172 1.17 (1.00, 1.35) 172 1.09 (0.94, 1.26) 214 1.18 (1.04, 1.35)

P-continuous 0.0428 0.2433 0.0129

Abbreviation: CV, cardiovascular.

“Effect estimates adjusted for age at baseline, sex, race (indicator of black race), smoking status (indicator of former and current smokers), alcohol
consumption, status of general health, hypertension, physical activity measured in kilocalories, protein consumption as caloric intake (measured at year 8),
estrogen and progestin hormone consumption, serum albumin concentration, serum cystatin concentration, serum high-sensitivity C-reactive protein

concentration, and body mass index.
b|GFBP-1 measures were modeled as log2 transformed.

of mortality and major health events including MI, stroke,
HF, and hip fracture. During follow-up, approximately
half of the individuals studied, who were aged 78 years
at baseline, experienced the composite outcome, which
was designed to capture multiple conditions previously
linked with the GH/IGF system. Significant associations
of health outcomes and mortality with circulating IGFBP-1

and ghrelin levels persisted after adjustment for an ex-
tensive set of demographic, clinical, and biochemical var-
iables. Although prior evidence has documented that low
IGF-I and IGFBP-3 levels are also risk factors for mortality
(1), in this study we found the ability of IGF-I and IGFBP-3
levels to predict mortality was modest and became weaker
with advancing age.
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Table 6. Associations of Ghrelin and IGFBP-1 With the Composite Outcome and All-Cause Mortality While

Including Fasting and 2-Hour Measures in Models Simultaneously

Composite Outcome

All-Cause Mortality

Quartile Cases HR (95% Cl)® Cases HR (95% Cl)®
Fasting IGFBP-1
1 181 1.00 (ref) 102 1.00 (ref)
2 199 0.94 (0.70, 1.27) 127 0.93 (0.64, 1.37)
3 221 0.83 (0.57, 1.22) 133 0.64 (0.39, 1.05)
4 262 1.01 (0.64, 1.59) 192 0.81 (0.45, 1.44)
Twofold increase® 0.97 (0.85, 1.10) 1.01 (0.86, 1.19)
P-continuous 0.6324 0.8833
2-Hour IGFBP-1
1 165 1.00 (ref) 90 1.00 (ref)
2 204 1.23(0.92, 1.65) 126 1.40 (0.95, 2.06)
3 228 1.39 (0.94, 2.03) 142 1.75 (1.06, 2.89)
4 266 1.33(0.84, 2.10) 196 1.92 (1.07, 3.46)
Twofold increase® 1.08 (0.95, 1.23) 1.19 (1.02, 1.39)
P-continuous 0.2342 0.0244
Fasting ghrelin
1 200 1.00 (ref) 120 1.00 (ref)
2 217 1.13(0.90, 1.42) 139 1.26 (0.95, 1.69)
3 222 1.08 (0.82, 1.43) 139 1.15(0.80, 1.63)
4 230 1.04 (0.76, 1.44) 159 1.22 (0.81, 1.82)
1-SD increase 1.03 (0.92, 1.16) 1.08 (0.95, 1.24)
P-continuous 0.5603 0.2422
2-Hour ghrelin
1 194 1.00 (ref) 124 1.00 (ref)
2 212 1.17 (0.92, 1.47) 122 1.02 (0.75, 1.37)
3 215 1.12 (0.85, 1.48) 138 1.09 (0.77, 1.55)
4 248 1.42 (1.04, 1.95) 173 1.29 (0.87, 1.91)
1-SD increase 1.11 (1.01, 1.22) 1.15 (1.03, 1.30)
P-continuous 0.0378 0.0165

?Models include adjustment for age at baseline, sex, race (indicator of black race), smoking status (indicator of former and current smokers), alcohol
consumption, status of general health, hypertension, prehypertension, physical activity measured in kilocalories, protein consumption as caloric
intake (measured at year 8), estrogen and progestin hormone consumption, serum albumin concentration, serum cystatin concentration, serum
high-sensitivity C-reactive protein concentration, and body mass index, as well as mutual adjustment for dummy variables for quartiles of fasting or 2-hour

measure of each analyte, as appropriate.
b|GFBP-1 measures were modeled as log2 transformed.

IGFBP-1 is an inhibitor of IGF-I in humans that
regulates IGF-I activity under varying conditions of
food supply (23). Conditions of cachexia, malnutrition,
inflammation, and trauma give rise to dramatic increases
in circulating IGFBP-1 levels along with decreasing levels
and bioactivity of IGF-1 (24, 25). IGFBP-1 levels increase
with short-term fasting and decrease rapidly after intake
of a mixed meal or glucose load (12). Prior studies have
implicated fasting IGFBP-1 level as a risk factor for CVD,
disability, and mortality among older adults (15, 26,27).
We obtained a measurement of IGFBP-1 at 2 hours after
ingestion of 75 g of glucose, which proved to be even
more strongly associated with future adverse health
events compared with fasting IGFBP-1 levels. In contrast
to 2-hour measurements, fasting IGFBP-1 levels were not
consistently associated with outcomes, especially after
2-hour levels were taken into account. Several poten-

tial mechanisms may explain the association of high
IGFBP-1 levels with adverse health events. High IGFBP-1

level is associated with reduced activity of IGF-I, which
in turn may reduce cellular proliferation and increase
apoptosis, thereby producing loss of tissue mass and
impairing tissue regeneration and repair (28). Lack of
suppression of IGFBP-1 levels during the OGTT may
reflect impaired hepatic function or degree of hepatic
insulin resistance, and IGFBP-1 levels during OGTT
correlate closely with fasting insulin and first-phase
insulin secretion (29). Nevertheless, results were un-
affected by considering glucose or insulin levels or di-
abetes status. It also may be important that postprandial
levels of nutrition-sensitive biomarkers such as IGFBP-1
reflect typical circulating levels more accurately than
levels measured under an imposed fast. This might ex-
plain the better predictive power of postload compared
with fasting measurements.

Ghrelin, the endogenous ligand for the GH secreta-
gogue receptor, is a key regulator of GH secretion, likely
having both direct and indirect metabolic effects (30).
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Primarily produced in the fundus of the stomach, cir-
culating ghrelin responds markedly to food intake and
appears to affect appetite and satiety. Several prior
studies, mainly of cross-sectional design, have related
ghrelin levels with risk of hypertension, hyperlipidemia,
metabolic syndrome, vascular events, and bone health,
albeit with inconsistent results (8, 31-34). We report one
of the few studies to examine prospective associations of
ghrelin with incident events in the older adult population.
The response of ghrelin levels to feeding is diminished
among older adults, who have a diminished suppression
and recovery of ghrelin levels, and frail elderly have no
ghrelin inhibition with food intake (35). This supports
our findings attributing an adverse prognostic signifi-
cance to high postload ghrelin level. A limitation of our
approach was the large number of individuals with
ghrelin levels below the lower assay limit of detection,
whereas a more sensitive assay may provide greater
ability to stratify health risks in the undetectable group.

Given our observational study design, which used
measurements of GH/IGF in circulation rather than in
other tissues, it remains a matter of speculation what
mechanisms may link GH/IGF biomarkers with health
events. We previously found that with advancing age,
changes in circulating levels of IGF-system proteins (e.g.,
decreasing IGF-I and rising IGFBP-1) were independent
of concurrent changes in inflammatory, lipid, and sex
hormone biomarkers (36). Dysregulation of the GH/IGF
system in older persons may therefore be an aspect of
aging that is distinct from changes in other physiological
domains. Dampening of GH/IGF-mediated biological
functions would potentially have broadly detrimental
effects on tissue repair, maintenance of cellularity, nu-
trition, metabolism, and other fundamental processes
that are mediated by this axis.

As expected, each GH/IGF biomarker measured in this
study was correlated with multiple metabolic disease
markers, including obesity and glucose, and diastolic BP
level, although our main results persisted after adjust-
ment for these covariates. HF risk was associated with all
of the GH/IGF biomarkers examined, thus confirming the
importance of GH/IGF in cardiac dysfunction (37). GH
deficiency is common in patients with HF, who respond
favorably to GH replacement (38). Mechanisms that
have been proposed to explain the role of GH and IGF-I
in the pathogenesis of HF, including endocrine system
effects, nitric oxide production, abnormal vascular tone,
and metabolic processes of cardiac cells, might also affect
other organ systems and disease risks, thus explaining the
associations in this study with non-HF end points (39).
Moreover, it will be important to gain a better un-
derstanding of non-IGF-I-dependent cellular effects of

GH/IGF-Axis Suppression Test and Major Outcomes

IGFBP-1 to assess whether IGFBP-1 may itself be a dis-
ease mediator and therapeutic target (40).

Strengths of this study included the extensively char-
acterized CHS cohort, which included multiple GH/IGF
proteins; long-term disease outcomes; and other variables
that might have confounded the associations of interest.
Results should be generalized cautiously beyond the
population studied, namely individuals who reached late
life free of major CVD events and diabetes. Although we
confirmed that low IGF-I and IGFBP-3 levels were as-
sociated with higher mortality, this association did not
persist into the late period of follow-up, at which time the
average age of participants exceeded 80 years. On the
other hand, high IGFBP-1 and ghrelin levels continued to
predict adverse outcomes over time.

In summary, since it became known that the GH/IGF
axis affects survival and fitness in a range of simple and
complex organisms, studies have sought to identify the
potential relationship between the GH/IGF axis and
health and disease in humans. We conclude that levels of
IGFBP-1 and ghrelin, particularly after an OGTT, could
serve as biomarkers for increased risk of diseases plau-
sibly associated with the GH/IGF axis.

Acknowledgments

A full list of principal CHS investigators and institutions can be
found at CHS-NHLBLorg.

Address all correspondence and requests for reprints to:
Robert Kaplan, PhD, Department of Epidemiology and Pop-
ulation Health, Albert Einstein College of Medicine, 1300
Morris Park Avenue, Belfer Building, Room 13015, Bronx,
New York 10461. E-mail: robert.kaplan@einstein.yu.edu.

This research was supported by contracts HHSN2682012000
36C, HHSN268200800007C, NO1HCS55222, NO1HC850
79, NO1THC85080, NO1THC85081, NO1HC85082, NO1HC850
83, and NO1HC85086 and Grant U01THL080295 from the Na-
tional Heart, Lung, and Blood Institute, with additional
contribution from the National Institute of Neurologic Dis-
orders and Stroke. Additional support was provided by 1R0
1AG031890, R0O1AG023629, and RO1AG027058 from the
National Institute on Aging.

Disclosure Summary: The authors have nothing to disclose.

References

1. Burgers AMG, Biermasz NR, Schoones JW, Pereira AM, Renehan
AG, Zwahlen M, Egger M, Dekkers OM. Meta-analysis and dose-
response metaregression: circulating insulin-like growth factor
I (IGF-I) and mortality. | Clin Endocrinol Metab. 2011;96(9):
2912-2920.

2. Teumer A, Qi Q, Nethander M, Aschard H, Bandinelli S, Beekman
M, Berndt SI, Bidlingmaier M, Broer L, Cappola A, Ceda GP,
Chanock S, Chen MH, Chen TC, Chen YD, Chung ], Del Greco
Miglianico F, Eriksson J, Ferrucci L, Friedrich N, Gnewuch C,
Goodarzi MO, Grarup N, Guo T, Hammer E, Hayes RB, Hicks AA,


mailto:robert.kaplan@einstein.yu.edu
tnguye14
Text Box

tnguye14
Text Box


10.

11.

12.

13.

14.

15.

Hofman A, Houwing-Duistermaat JJ, Hu F, Hunter DJ, Husemoen
LL, Isaacs A, Jacobs KB, Janssen JA, Jansson JO, Jehmlich N,
Johnson S, Juul A, Karlsson M, Kilpelainen TO, Kovacs P, Kraft P,
Li C, Linneberg A, Liu Y, Loos R]J, Lorentzon M, Lu Y, Maggio M,
Magi R, Meigs ], Mellstrom D, Nauck M, Newman AB, Pollak
MN, Pramstaller PP, Prokopenko I, Psaty BM, Reincke M, Rimm
EB, Rotter JI, Saint Pierre A, Schurmann C, Seshadri S, Sjogren K,
Slagboom PE, Strickler HD, Stumvoll M, Suh Y, Sun Q, Zhang C,
Svensson J, Tanaka T, Tare A, Tonjes A, Uh HW, van Duijn CM,
van Heemst D, Vandenput L, Vasan RS, Volker U, Willems SM,
Ohlsson C, Wallaschofski H, Kaplan RC; CHARGE Longevity
Working Group; Body Composition Genetics Consortium.
Genomewide meta-analysis identifies loci associated with IGF-T and
IGFBP-3 levels with impact on age-related traits. Aging Cell. 2016;
15(5):811-824.

. Shimasaki S, Shimonaka M, Zhang HP, Ling N. Identification

of five different insulin-like growth factor binding proteins
(IGFBPs) from adult rat serum and molecular cloning of a novel
IGFBP-5 in rat and human. | Biol Chem. 1991;266(16):
10646-10653.

. Broglio F, Arvat E, Benso A, Gottero C, Prodam F, Granata R,

Papotti M, Muccioli G, Deghenghi R, Ghigo E. Ghrelin: much more
than a natural growth hormone secretagogue. Isr Med Assoc J.
2002;4(8):607-613.

. Garnero P, Sornay-Rendu E, Delmas PD. Low serum IGF-1 and

occurrence of osteoporotic fractures in postmenopausal women.
Lancet. 2000;355(9207):898-899.

. Juul A, Scheike T, Davidsen M, Gyllenborg J, Jorgensen T. Low

serum insulin-like growth factor I is associated with increased risk
of ischemic heart disease: a population-based case-control study.
Circulation. 2002;106(8):939-944.

. Johnsen SP, Hundborg HH, Serensen HT, Orskov H, Tjenneland

A, Overvad K, Jorgensen JOL. Insulin-like growth factor (IGF) 1, -11,
and IGF binding protein-3 and risk of ischemic stroke. J Clin
Endocrinol Metab. 2005;90(11):5937-5941.

. Ingelsson E, Larson MG, Yin X, Wang TJ, Meigs JB, Lipinska I,

Benjamin EJ, Keaney JF Jr, Vasan RS. Circulating ghrelin, leptin,
and soluble leptin receptor concentrations and cardiometabolic risk
factors in a community-based sample. | Clin Endocrinol Metab.
2008;93(8):3149-3157.

. van der Lely AJ, Tschop M, Heiman ML, Ghigo E. Biological,

physiological, pathophysiological, and pharmacological aspects of
ghrelin. Endocr Rev. 2004;25(3):426-457.

Tschop M, Wawarta R, Riepl RL, Friedrich S, Bidlingmaier M,
Landgraf R, Folwaczny C. Post-prandial decrease of circulat-
ing human ghrelin levels. | Endocrinol Invest. 2001;24(6):
RC19-RC21.

Lee PD, Giudice LC, Conover CA, Powell DR. Insulin-like growth
factor binding protein-1: recent findings and new directions. Proc
Soc Exp Biol Med. 1997;216(3):319-357.

Flanagan DE, Holt RIG, Owens PC, Cockington RJ, Moore VM,
Robinson JS, Godsland IF, Phillips DIW. Gender differences in the
insulin-like growth factor axis response to a glucose load. Acta
Physiol (Oxf). 2006;187(3):371-378.

Fried LP, Borhani NO, Enright P, Furberg CD, Gardin JM,
Kronmal RA, Kuller LH, Manolio TA, Mittelmark MB, Newman
A, O’Leary DH, Psaty B, Rautaharju P, Tracy RP, Weiler PG. The
Cardiovascular Health Study: design and rationale. Ann Epi-
demiol. 1991;1(3):263-276.

Aneke-Nash CS, Dominguez-Islas C, Bazkova P, Qi Q, Xue X,
Pollak M, Strickler HD, Kaplan RC. Agreement between circu-
lating IGF-I, IGFBP-1 and IGFBP-3 levels measured by current
assays versus unavailable assays previously used in epidemiological
studies. Growth Horm IGF Res. 2016;26:11-16.

Kaplan RC, McGinn AP, Pollak MN, Kuller LH, Strickler HD,
Rohan TE, Cappola AR, Xue X, Psaty BM. Association of total
insulin-like growth factor-I, insulin-like growth factor binding
protein-1 (IGFBP-1), and IGFBP-3 levels with incident coronary

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

277

events and ischemic stroke. | Clin Endocrinol Metab. 2007;92(4):
1319-1325.

Ito Y, Nakachi K, Imai K, Hashimoto S, Watanabe Y, Inaba Y,
Tamakoshi A, Yoshimura T; JACC Study Group. Stability of frozen
serum levels of insulin-like growth factor-I, insulin-like growth
factor-II, insulin-like growth factor binding protein-3, transforming
growth factor beta, soluble Fas, and superoxide dismutase activity
for the JACC study. | Epidemiol. 2005;15(Suppl 1):S67-S73.
Cushman M, Cornell ES, Howard PR, Bovill EG, Tracy RP.
Laboratory methods and quality assurance in the Cardiovascular
Health Study. Clin Chem. 1995:41(2):264-270.

Ives DG, Fitzpatrick AL, Bild DE, Psaty BM, Kuller LH, Crowley
PM, Cruise RG, Theroux S. Surveillance and ascertainment of
cardiovascular events: the Cardiovascular Health Study. Ann
Epidemiol. 1995;5(4):278-285.

de Boer IH, Levin G, Robinson-Cohen C, Biggs ML, Hoofnagle
AN, Siscovick DS, Kestenbaum B. Serum 25-hydroxyvitamin D
concentration and risk for major clinical disease events in a
community-based population of older adults: a cohort study. Ann
Intern Med. 2012;156(9):627-634.

Newman AB, Sachs MC, Arnold AM, Fried LP, Kronmal R,
Cushman M, Psaty BM, Harris TB, Robbins JA, Burke GL, Kuller
LH, Lumley T. Total and cause-specific mortality in the cardio-
vascular health study. ] Gerontol A Biol Sci Med Sci. 2009;64A(12):
1251-1261.

Brick JM, Kalton G. Handling missing data in survey research. Staz
Methods Med Res. 1996;5(3):215-238.

Levine ME, Suarez JA, Brandhorst S, Balasubramanian P, Cheng
CW, Madia F, Fontana L, Mirisola MG, Guevara-Aguirre J, Wan J,
Passarino G, Kennedy BK, Wei M, Cohen P, Crimmins EM, Longo
VD. Low protein intake is associated with a major reduction in IGF-
1, cancer, and overall mortality in the 65 and younger but not older
population. Cell Metab. 2014;19(3):407-417.

Lewitt MS, Denyer GS, Cooney GJ, Baxter RC. Insulin-like growth
factor-binding protein-1 modulates blood glucose levels. Endo-
crinology. 1991;129(4):2254-2256.

Morley JE, Thomas DR, Wilson M-MG. Cachexia: pathophysi-
ology and clinical relevance. Am | Clin Nutr. 2006;83(4):735-743.
Houston MS, Holly JMP, Feldman EL, eds. IGF and Nutrition in
Health and Disease. Totowa, NJ: Humana Press; 2004.

Kaplan RC, McGinn AP, Pollak MN;, Kuller L, Strickler HD,
Rohan TE, Xue X, Kritchevsky SB, Newman AB, Psaty BM. Total
insulinlike growth factor 1 and insulinlike growth factor binding
protein levels, functional status, and mortality in older adults. ] Am
Geriatr Soc. 2008;56(4):652-660.

Hu D, Pawlikowska L, Kanaya A, Hsueh W-C, Colbert L, Newman
AB, Satterfield S, Rosen C, Cummings SR, Harris TB, Ziv E; Health,
Aging, and Body Composition Study. Serum insulin-like growth
factor-1 binding proteins 1 and 2 and mortality in older adults: the
Health, Aging, and Body Composition Study. | Am Geriatr Soc.
2009;57(7):1213-1218.

Denley A, Cosgrove L], Booker GW, Wallace JC, Forbes BE.
Molecular interactions of the IGF system. Cytokine Growth Factor
Rev. 2005;16(4-5):421-439.

Rajpathak SN, He M, Sun Q, Kaplan RC, Muzumdar R, Rohan
TE, Gunter M]J, Pollak M, Kim M, Pessin JE, Beasley J, Wylie-
Rosett J, Hu FB, Strickler HD. Insulin-like growth factor axis and
risk of type 2 diabetes in women. Diabetes. 2012;61(9):2248-2254.
Nass R, Gaylinn BD, Thorner MO. The role of ghrelin in GH se-
cretion and GH disorders. Mol Cell Endocrinol. 2011;340(1):10-14.
Kantorova E, Chomova M, Kurca E, Sivak S, Zelenak K, Kucera P,
Galajda P. Leptin, adiponectin and ghrelin, new potential mediators
of ischemic stroke. Neuro Endocrinol Lett. 2011;32(5):716-721.
Oner-lyi dogan Y, Kogak H, Giirdél F, Oner P, Issever H, Esin D.
Circulating ghrelin levels in obese women: a possible association
with hypertension. Scand ] Clin Lab Invest. 2007;67(5):568-576.
Wildman RP, Mancuso P, Wang C, Kim M, Scherer PE, Sowers
MR. Adipocytokine and ghrelin levels in relation to cardiovascular


http://dx.doi.org/10.1210/jc.2016-2779
http://press.endocrine.org/journal/jcem
tnguye14
Text Box

tnguye14
Text Box


278

34.

35.

36.

37.

disease risk factors in women at midlife: longitudinal associations.
Int ] Obes (Lond). 2008;32(5):740~748.

Delhanty PJD, van der Eerden BCJ, van Leeuwen JPTM. Ghrelin
and bone. Biofactors. 2014;40(1):41-48.

Serra-Prat M, Palomera E, Clave P, Puig-Domingo M. Effect of age
and frailty on ghrelin and cholecystokinin responses to a meal test.
Am | Clin Nutr. 2009;89(5):1410-1417.

Sanders JL, Ding V, Arnold AM, Kaplan RC, Cappola AR, Kizer
JR, Boudreau RM, Cushman M, Newman AB. Do changes in
circulating biomarkers track with each other and with functional
changes in older adults? | Gerontol A Biol Sci Med Sci. 201469 (2):
174-181.

Vasan RS, Sullivan LM, D’Agostino RB, Roubenoff R, Harris T,
Sawyer DB, Levy D, Wilson PW. Serum insulin-like growth factor I
and risk for heart failure in elderly individuals without a previous

38.

39.

40.

myocardial infarction: the Framingham Heart Study. Ann Intern
Med. 2003;139(8):642-648.

Cittadini A, Marra AM, Arcopinto M, Bobbio E, Salzano A, Sirico
D, Napoli R, Colao A, Longobardi S, Baliga RR, Bossone E, Sacca
L. Growth hormone replacement delays the progression of chronic
heart failure combined with growth hormone deficiency: an ex-
tension of a randomized controlled single-blind study. JACC Heart
Fail. 2013;1(4):325-330.

Isgaard J, Arcopinto M, Karason K, Cittadini A. GH and the
cardiovascular system: an update on a topic at heart. Endocrine.
2015;48(1):25-35.

Wheatcroft SB, Kearney MT. IGF-dependent and IGF-independent
actions of IGF-binding protein-1 and -2: implications for met-
abolic homeostasis. Trends Endocrinol Metab. 2009;20(4):
153-162.


tnguye14
Text Box

tnguye14
Text Box




