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The aims of this study were firstly to examine whether there was an observed 
relative age effect in the cardiorespiratory fitness scores of 9–10 and 11–12 year 
old children, and secondly whether any observed effect was maintained after con-
trolling for somatic maturity. Cardiorespiratory fitness data from 11,404 children 
aged 9–10 years and 3,911 children aged 11–12 years were obtained from a large 
cross-sectional field-based fitness testing program. A one-way ANOVA revealed a 
statistically significant relative age effect (p < .01) existed in the 20mSRT scores 
across all the age groups. Furthermore, ANCOVA analyses identified a statisti-
cally significant relative age effect was maintained after controlling for somatic 
maturation (p < .05). From a public health perspective these results confirm the 
existence of relative age effects for the first time and consequently may hold 
implications for relatively younger children in the accurate assessment of their 
cardiorespiratory fitness scores.

There are concerns surrounding declining levels of childhood cardiorespi-
ratory fitness levels (CRF; 8, 38), which are inversely associated with cardio-
vascular disease (17) and clustered cardiometabolic risk in children (3,18,34). 
Furthermore, the observed attenuation of children’s CRF levels is independent of 
increases in childhood obesity (8,38). The high prevalence of childhood obesity 
has prompted substantial investment in physical activity interventions which are 
predominantly designed to increase moderate-to-vigorous physical activity to 
promote energy expenditure rather than to promote CRF. In body composition 
studies, data are equated to age-and-sex-specific norm values (e.g., the IOTF 
BMI cutpoints (14)), to account for differences in chronological age and physical 
development. In studies assessing changes in children’s CRF, scores are often 
adjusted for school year group, socioeconomic status (SES), and sex to account 
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for the confounding effects of these variables. Data however are rarely adjusted 
for the decimal age of the participants (i.e., age at measurement) or maturation 
status.

The most commonly used field test of CRF is the 20m multistage shuttle run test 
(20mSRT). A recent systematic review of CRF studies concluded that the 20mSRT 
is valid and reliable among pediatric populations (32). Furthermore, large scale CRF 
studies have used the 20mSRT as a preparatory step in diagnosing poor physical 
fitness levels (4,32,38). A recent United Kingdom (UK) physical education–based 
study demonstrated that when the 20mSRT was used to record CRF scores, those 
children born in the first quarter of the school year (i.e., September—November) 
significantly outperformed those children born in the final quarter of the academic 
year (i.e., June—August; 35, in press). The recorded differences in CRF perfor-
mance were attributed to variations in chronological and biological age between 
individuals grouped within the same annual age band. The common procedure 
of annually age grouping children in education and sport, likely done under the 
assumption that similarly aged children share comparable learner characteristics 
and physical attributes, has received criticism for favoring those older children born 
closer to the ‘cut off’ date for entry and selection (36).

In the UK the educational age-grouping policy currently runs from September 
1st to August 31st. Therefore a child born on September 1st 2000 would be 10 
years of age on September 1st 2010. However, a child born on August 31st 2000 
would also be 10 years of age in 2011, but eligible to attend school in the same age 
group despite being 364 days younger. The variation in chronological age among 
individuals grouped in the same annual age band is commonly referred to as the 
‘relative age’ and its implications for advantaging those individuals born closer to 
the ‘cut off’ date are known as ‘relative age effects’(RAEs; 11, 30). The prevalence 
of RAEs in competitive sport has received a great deal of attention since it was 
first observed in Canadian ice-hockey and volleyball (22). A recent meta-analytical 
review of 38 relative age effect studies found evidence of significant uneven birth 
date distributions between quartiles (i.e., per 3 months; Q1= 31.2% & Q4 = 20.6%) 
and half-yearly (i.e., per 6 months) comparisons (52.2% born in the first 6 months of 
an age-band v 42.7% born in the second 6 months of an age-band; 13). Evidence of 
RAEs in competitive sport has also been observed in baseball (39), ice hockey (9), 
soccer (24), both codes of rugby (1), swimming (5), tennis (16) and handball (36).

Despite these ubiquitous findings the primary causes of RAEs are still unclear. 
Pathological suppositions which have received attention in educational research 
include the gestational hypothesis (28), where evidence suggests there is an 
increased risk of fetal infections from pneumonia and influenza during the winter 
months (20). In addition, reduced availability of ultra-violet light necessary for the 
production of vitamin D during fetal development has also been cited as a pos-
sible cause for central nervous system malformations (31). Unfortunately, there is 
little available evidence to support the gestational hypothesis in sport. Therefore, 
based on available evidence in this under-researched area, the most commonly 
cited explanations for the existence of RAEs are the interindividual growth and 
maturational differences which exist between individuals within the same age 
band (12,27). This supposition is supported by those studies which have attributed 
the existence of RAEs to those sporting activities where physicality is important 
(i.e., soccer and ice-hockey; 30, 37). Moreover, a recent study which examined a 
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nonphysical sporting discipline (i.e., shooting sports) did not report the existence 
of RAEs among its female population, however a moderately biased distribution 
was observed in a number of the male age groups (15).

RAEs are rarely examined in children’s CRF studies, in particular large serial 
cross-sectional cohort epidemiological studies, in which subtle differences in age 
between cohorts may have a substantial impact upon fitness results. This in turn may 
have substantial implications for public health policy, resource allocation and the 
requirement for CRF intervention studies. To further our knowledge of the causes 
of RAEs in sport, it has been argued that future research extends beyond the iden-
tification (or not) of RAEs in a previously unexamined sporting context (43). To 
date, however, there are no studies that have examined the possibility of RAEs in 
the measurement of children’s CRF. Despite evidence of previous studies control-
ling for biological maturity in the identification of talent (37) team sport selection 
(40) and assessment of children’s physical activity levels (19) it is uncommon for 
children’s health and fitness studies to adhere to this methodology. Therefore, the 
aims of the current study were (1) to examine whether RAEs existed on CRF scores 
in 9–10 and 11–12 year old children? and (2) to investigate whether any observed 
RAEs persist after controlling for somatic maturation?

Materials and Methods

Participants

The SportsLinx program has Local Research Ethics Committee approvals, and the 
methods for the serial-cross sectional study have been described elsewhere (38,42). 
Briefly, all primary schools and a subsample of secondary schools within the Liv-
erpool Local Education Authority are annually invited to take part in the program. 
Within each participating primary school, all Year 5 pupils (age 9–10.9 yrs) and 
within each secondary all Year 7 pupils (age 11–12.9 yrs) school were invited to 
take part. SportsLinx consists of one field-based fitness testing session (Fitness 
Fun Day), where participants complete a battery of tests adapted from Eurofit (2). 
The SportsLinx field-based fitness testing sessions have described acceptable test/
retest reliability (7). After receiving informed parental consent, participant assent 
and medical screening 11,404 Year 5 participants (n = 5,754 boys) and 3,911 Year 7 
participants (n = 1,509 boys), from cohorts 2006–2007–2009–2010, were included 
in the analyses for the current study.

Measures

Children wore light athletic clothing throughout the fitness testing session. Stature, 
sitting stature (Seca, Bodycare, Birmingham, UK) to the nearest 0.1cm, and body 
mass to the nearest 0.1kg (Seca, Bodycare, Birmingham, UK) were measured by 
one experienced Senior Fitness Officer using standard techniques (26). Body mass 
index (BMI) was calculated as body weight in kilograms divided by the square 
of height in meters. Leg length was calculated by subtracting sitting stature from 
stature. Total number of completed shuttles on the 20mSRT was used as a marker 
of cardiorespiratory fitness. Decimal age was calculated for each participant using 
date of birth and date of testing. Somatic maturity (years from peak height velocity 
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[YPHV]) was estimated using the Mirwald method (29). This method has been 
used previously in studies with similar aged participants (19), and has acceptable 
agreement with skeletal age (29).

Statistical Analysis

Data were separated by sex and school year group. Participants were then assigned 
to one of four groups on the basis of date of birth and the UK academic age-
grouping policy which runs from September 1st to August 31st each year. Relative 
age (RA) group 1 included children born 1st September-30th November, group 2 
= 1st December—28(9)th February, group 3 = 1st March—31st May, group 4 = 1st 
June—31st August, within each cohort year. Data were investigated for normality, 
and 20mSRT scores were log transformed. These values were back-transformed for 
presentation purposes. Differences in descriptive characteristics across the RAE 
groups by sex and year group were examined using one-way analysis of variance. 
Analyses of covariance were completed to assess differences in log transformed 
20mSRT scores between the four RA groups by sex and year group. Body mass 
index and year of testing were included in all models as covariates. In addition to 
BMI and year of testing, somatic maturity (YPHV) was included as a covariate in 
the second analysis model. Year of data collection was included as a covariate in 
all models to account for changes in CRF previously reported elsewhere (8). An 
alpha value of 0.05 was used to determine statistical significance. All analyses were 
conducted using SPSS V.17 (SPSS Inc., Chicago, IL).

Results
Tables 1 and 2 display the mean plus standard deviation descriptive characteristics 
of the four RA groups separately by sex and year group. Figures 1 and 2 display 
adjusted mean (BMI, year, YPHV) plus SE 20mSRT performance by RA group 
for Y5 and Y7 participants respectively.

Analysis of covariance revealed a number of significant differences between 
RA groups after controlling for school year and BMI. For all sex and year groups 
RA group 1 performed significantly better on the 20mSRT than RA group 4 (all p ≤ 
.01). Unadjusted mean differences: Y5 boys RAE group 1 vs 4 = 10.0% (41.3 shuttles 
vs 37.6 shuttles), Y5 girls group 1 vs 4 = 6.6% (28.5 shuttles vs 26.6 shuttles), Y7 
boys group 1 vs 4 =11.4% (49.4 shuttles vs 43.8 shuttles), Y7 girls group 1 vs 4 = 
8.3% (33.7 shuttles vs 30.9 shuttles). With the exception of Y7 boys the 20mSRT 
performances of all RA group 1 were better than group 3 (p ≤ .01). Mean differ-
ences Y5 boys group 1 vs 3 = 5.5% (41.3 shuttles vs 39.1 shuttles), Y5 girls group 
1 vs 3 = 6.5% (28.5 shuttles vs 26.6 shuttles), Y7 girls group 1 vs 3 = 9.8% (33.7 
shuttles vs 30.4 shuttles). For Y5 girls group 1 also outperformed group 2 (p ≤ .01) 
mean difference = 3.6%, 28.45 shuttles vs 27.44 shuttles. With the exception of 
Y7 girls, group 2 completed more shuttles than group 4 (Y5 and Y5 boys: p ≤ .01, 
Y5 girls: p ≤ .05). Mean differences; Y5 boys group 2 vs 4 = 6.6% (40.2 shuttles 
vs 37.6 shuttles), Y5 girls group 2 vs 4 = 3.1% (27.4 shuttles vs 26.6 shuttles), Y7 
boys group 2 vs 4 = 7.9% (47.5 shuttles vs 43.8 shuttles). In addition for both boys 
year groups RA group 3 outperformed group 4 (p ≤ .05). Mean differences; Y5 boys 
3 vs 4 = 3.9% (39.1 shuttles vs 37.6 shuttles), Y7 boys 3 vs 4 = 9% (48.1 shuttles 
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Figure 2 — Adjusted mean (plus standard error) 20mSRT performance by RA group for 
11–12yr old participants

Figure 1 — Adjusted mean (plus standard error) 20mSRT performance by RA Group for 
9–10yr old participants
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vs 43.8 shuttles). Finally, for Y7 girls, group 2 performed better than group 3 (p ≤ 
.05), mean difference = 6.7% (32.6 vs 30.4 shuttles).

After controlling for maturation a number of significant differences between 
groups remained. For boys and girls within both year groups, those in RA group 
1 outperformed those in RA group 4 (all p ≤ .01). In addition, Year 5 boys within 
RA group 2 completed more shuttles than RA group 4 (p ≤ .05). Y5 girls in RA 
group 1 performed better on the 20mSRT than group 3 (p ≤ .01). For the older age 
group, Y7 boys within group 3 (p ≤ .05) completed a greater number of shuttles than 
group 4, and for Y7 girls those in group 2 performed better than groups 3 and 4.

Discussion
The results of the current study indicate that a statistically significant relative age 
effect existed in the 20mSRT scores of 9–10 and 11–12 year old children. Further-
more, a statistically significant relative age effect was maintained after controlling 
for somatic maturation. Specifically, there was a statistically biased distribution of 
children born in quarter one (Q1), recording higher 20mSRT scores than those chil-
dren born in quarter three (Q3) and quarter four (Q4). The RAEs were observed in 
both boys and girls and were present across all the age categories. Previous studies 
which have investigated the existence of RAEs and their implications in competitive 
sports, have attributed their prevalence to insensitive selection procedures biased 
toward those individuals who are born closer to a designated ‘cut-off’ point and 
who demonstrate advanced levels of physical maturity and maturation (43). This 
supposition was partially supported in a youth ice-hockey study, where relatively 
younger children with increased physical stature, were selected ahead of smaller, 
older children (37). However, to our knowledge, there are no studies which have 
examined RAEs and CRF among children directly, therefore comparisons with 
similar studies is problematic.

Although it is acknowledged that CRF is determined by a number of factors 
including body fatness, sex, health status, age and genetics (25) it is unclear why 
those children born in (Q1) significantly outperformed those children born in 
(Q3) and (Q4) on the 20mSRT, especially when the final analyses incorporated 
measures to offset the effects of somatic maturity as well as sex, and body size. 
Therefore, the current findings are at odds with current relative age effect theory, 
which suggests the primary causes of RAEs are maturational differences among 
individuals within the same chronological age band (33). As there are reported 
positive associations between CRF and objectively measured levels of physical 
activity (23) one possible hypothesis is that those children born in (Q3) and (Q4) 
are less active than children born in (Q1), however, this assumption is speculative 
and requires additional support. Alternatively, it is plausible that the relatively older 
children in (Q1) might have been exposed to greater practice or play opportunities 
than relatively younger peers, and over time, these increases may have impacted 
positively on levels of CRF. This may be similar to what is known in education as, 
the ‘length of schooling’ effect, which has been cited has a possible cause for the 
existence of RAEs in education (6).

Strengths of this study were the large, representative sample and the innova-
tive nature of the analysis. Limitations include the following: the CRF testing 



80  Roberts et al.

was conducted in a field-based setting, and although data were collected from 
professionals trained in CRF data collection procedures, there remains the 
potential for systematic bias, based on the inconsistent quality of the fitness 
data. Moreover, although participation rates for SportsLinx are high (typically 
70–80% of Year 5 children, and approximately 40% of Year 7 children), data 
do not exist for children who declined to participate; therefore recruitment bias 
cannot be determined. Furthermore, although the 20mSRT test is acknowledged 
to be a reliable indicator of children’s CRF (32) there are reports that children’s 
performance during the 20mSRT can be adversely affected by motivation (21). 
Finally, somatic maturation was estimated using a regression approach, rather 
than direct measurement (for example by assessing skeletal age), which may 
have introduced error. The estimation of maturation also did not take into account 
cognitive development, which may be an important contributor to RAE in youth. 
To date, no studies have examined RAEs and cognitive development specifi-
cally, and this is one avenue of future research that is required to elucidate the 
determinants of RAEs.

From a public health perspective the findings suggest that children born ear-
lier in the school year are fitter, and therefore potentially at a lower risk of health 
complications, than children born in the latter half of the school year. However 
the younger children may be of more similar fitness, and risk, if assessed at the 
same decimal age. Age-and-sex-specific cut points are required to accurately assess 
children’s fitness levels. The use of such cut points would allow health profession-
als to identify those of genuinely low fitness and consequently at increased risk of 
cardiometabolic illness. Conversely, age-and-sex-specific fitness cut points may 
help teachers and practitioners identify children with high fitness levels that could 
be referred to talent identification and development programs. In the absence of 
age and sex specific cut points, future studies should control for decimal age as 
well as maturation in analyses.

Conclusion
To our knowledge this is the first study to investigate the existence of RAEs in CRF 
from a large cross-sectional cohort epidemiological study. Significant RAEs were 
observed across all the age group categories as well as across gender. Furthermore, 
the prevalence of RAEs remained after controlling for the effects of physical matu-
rity. These results suggest, in CRF studies at least, the existence of RAEs for the first 
time. From a public health perspective this may contain implications for relatively 
younger children and the accurate assessment of their CRF. Current research sug-
gests RAEs are caused primarily by maturational and biological differences between 
individuals within the same chronological age band. Although, we do not dispute 
this particular argument, our results are contrary to this particular theory, and to 
develop this argument further, we propose that future relative age effect studies 
attempt to develop this discussion. Unfortunately, we can only speculate as to why 
the RAEs remained after the physical maturity analyses were conducted. However, 
this is an interesting and new insight into the relative age effect phenomena and 
one that warrants further scientific attention.



Relative Age Effects and Cardiorespiratory Fitness Levels of Children  81

Acknowledgments

The authors would like to thank the children and parents who participated in this study. The 
SportsLinx project is a jointly funded project between Liverpool City Council and Liverpool 
John Moores University.

References
 1. Abernethy, B., and D. Farrow. Contextual factors influencing the development of exper-

tise in Australian athletes. Proceedings of the 11th World Congress of Sport Psychology. 
Sydney, Australia, 2005.

 2. Adam, C., V. Klissouras, M. Ravazzolo, R. Renson, and W. Tuxworth. EUROFIT: 
European test of physical fitness. Rome: Council of Europe, Committee for the Devel-
opment of Sport, 1998.

 3. Andersen, L., L. Sardinha, K. Froberg, C. Riddoch, A. Page, and S. Andersen. Fitness, 
fatness and clustering of cardiovascular risk factors in children from Denmark, Estonia 
and Portugal: The European Youth Heart Study. Int. J. Pediatr. Obes. 3:58–66, 2008. 

 4. Andreasi, V., E. Michelin, A.E.M. Rinaldi, and R.C. Burini. Physical fitness with anthro-
pometric measurements in 7 to 15-year old school children. J. Pediatr. 86:497–502, 
2010.

 5. Baxter-Jones, A. Growth and development of young athletes: should competition levels 
be age related? Sports Med. 20:59–64, 1995. 

 6. Barker-Lunn, J.C. Length of infant schooling and academic performance. Educ. Res. 
14:120–126, 1972. 

 7. Boddy, L.M., G. Stratton, and A.F. Hackett. The test/re-test reliability of a field-based 
fitness test battery in 9-10 year old schoolchildren. In: Baquet G, Berthoin S, (Eds). 
Children and Exercise XXV: The proceedings of the 25th Pediatric Work Physiology 
Meeting. UK: Routledge, 2010.

 8. Boddy, L.M., A.F. Hackett, and G. Stratton. Changes in fitness, body mass index and 
obesity in 9-10 year olds. J. Hum. Nutr. Diet. 23:254–259, 2010. 

 9. Boucher, J., and B. Mutimer. The relative age phenomenon in sport: a replication and 
extension with ice hockey. Res. Q. Exerc. Sport. 65:77–87, 1994.

 10. Cale, L., and J. Harris. Fitness testing in physical education – a misdirected effort 
in promoting healthy lifestyles and physical activity? Phys. Educ. Sport Pedagogy. 
14:89–108, 2009. 

 11. Cobley, S., C. Abraham, and J. Baker. Relative age effects on physical education attain-
ment and school sport representation. Phys. Educ. Sport Pedagogy. 13:267–276, 2008. 

 12. Cobley, S., J. McKenna, J. Baker, and N. Wattie. How pervasive are relative age effects 
in secondary school education? J. Educ. Psychol. 101:520–528, 2009. 

 13. Cobley, S., J. Baker, N. Wattie, and J. McKenna. Annual age-grouping and athlete 
development: A meta-analytical review of relative age effects in sport. Sports Med. 
39:235–256, 2009. 

 14. Cole, T.J., M.C. Bellizzi, K.M. Flegal, and W.H. Dietz. Establishing a standard definition 
for child overweight and obesity worldwide: international survey. BMJ. 320:1240–1243, 
2000. 

 15. Delorme, N., and M. Rauspaud. Is there an influence of relative age on participa-
tion in non-physical sports activities? The example of shooting sports. J Sports Sci. 
27:1035–1042, 2009. 

 16. Edgar, S., and P. O’Donoghue. Season of birth distribution of elite tennis players. J 
Sports Sci. 23:1013–1020, 2005. 



82  Roberts et al.

 17. Eisenmann, J.C., E.E. Wickel, G.J. Welk, and S.N. Blair. Relationship between ado-
lescent fitness and fatness and cardiovascular disease risk factors in adulthood: the 
Aerobics center longitudinal study. Am. Heart J. 149:46–53, 2005. 

 18. Ekelund, U., S. Andersen, K. Froberg, L. Sardinha, L. Andersen, and S. Brage. Independent 
associations of physical activity and cardiorespiratory fitness with metabolic risk factors 
in children: the European Youth Heart Study. Diabetologia. 50:1832–1840, 2007. 

 19. Fairclough, S.J., L.M. Boddy, N.D. Ridgers, S.P. Cumming, and G. Stratton. Biological 
maturity and primary school children’s physical activity: Influence of different physical 
activity assessment instruments. Eur. J. Sport Sci. 11:241–248, 2011. 

 20. Glezen, W.P., I.M. Taber, A.L. Frank, W.C. Gruber, and P.A. Piedra. Influenza virus 
infections in infants. Pediatr. Infect. Dis. J. 16:1065–1068, 1997. 

 21. Goudas, M., S. Biddle, and K. Fox. Perceived locus of causality, goal orientations, 
and perceived competence in school physical education classes. Br. J. Educ. Psychol. 
64:453–463, 1994. 

 22. Grondin, S., P. Deshaies, and L.P. Nault. Trimestres de naissance et participation au 
hockey et au volleyball. Rev Quebecoise Activité Phys. 2:97–103, 1984.

 23. Gutin, B., Z. Yin, M.C. Humphries, and P. Barbeau. Relations of moderate and vigorous 
physical activity to fitness and fatness in adolescents. Am. J. Clin. Nutr. 81:746–750, 
2005.

 24. Helsen, W.F., J. Van Winckel, and M.A. Williams. The relative age effect in youth 
soccer across Europe. J Sports Sci. 23:629–636, 2005. 

 25. Lobello, F., F.R. Pate, M. Dowda, A.D. Liese, and J.R. Ruiz. Validity of cardiorespi-
ratory fitness criterion-referenced standards for adolescents. Med. Sci. Sports Exerc. 
41:1222–1229, 2009. 

 26. Lohman, T., A.F. Roche, and R. Martorell. Anthropometric standardization reference 
manual. Champaign, Illinois: Human Kinetics, 1988.

 27. Malina, R.M., C. Bouchard, and O. Bar-Or. Growth, maturation, and physical activity, 
2nd ed. Champaign, IL: Human Kinetics, 2004.

 28. Martin, R.P., P. Foels, G. Clanton, and K. Moon. Season of birth is related to child 
retention rates, achievement, and rate of diagnosis of specific LD. J. Learn. Disabil. 
37:307–317, 2004. 

 29. Mirwald, R., A. Baxter-Jones, D. Bailey, and G. Beunen. An assessment of maturity 
from anthropometric measurements. Med. Sci. Sports Exerc. 34:689–694, 2002. 

 30. Musch, J., and S. Grondin. Unequal competition as an imediment to personal develop-
ment: a review of the relative age effect in sport. Dev. Psychol. 21:147–167, 2001.

 31. Nesby-O’Dell, S., K.S. Scanlon, M.E. Cogswell, et al. Hypovitaminosis D prevalence 
and determinants among African American and white women of reproductive age: 
third National Health and Nutrition Examination Survey, 1988-1994. Am. J. Clin. Nutr. 
76:3–4, 2002.

 32. Ortega, F.B., E.G. Artero, J.R. Ruiz, et al. Physical fitness levels among European 
adolescents: the HELENA study. Br. J. Sports Med. 45:20–29, 2011. 

 33. Philippaerts, R.M., R. Vaeyens, M. Janssens, et al. The relationship between peak height 
velocity and physical performance in youth soccer players. J Sports Sci. 24:221–230, 
2006. 

 34. Ruiz, J., F. Ortega, N. Rizzo, et al. High cardiovascular fitness is associated with 
low metabolic risk score in children: The European Youth Heart Study. Pediatr. Res. 
61(3):350–355, 2007. 

 35. Roberts, S.J., and S.J. Fairclough. The influence of relative age effect in the assessment 
of high school students in physical education in the United Kingdom. J Teach Phys 
Educ., in press.

 36. Schorer, J., S. Cobley, D. Büsch, H. Bräutigam, and J. Baker. Influences of competi-
tion level, gender, player nationality, career stage and playing position on relative age 
effects. Scand J Med Sci Sports. 19:720–730, 2009. 



Relative Age Effects and Cardiorespiratory Fitness Levels of Children  83

 37. Sherar, L.B., A.D.G. Baxter-Jones, R.A. Faulkner, and K.W. Russell. Do physical matu-
rity and birth date predict talent in male ice hockey players? J Sport Sci. 25:879–886, 
2007. 

 38. Stratton, G., D. Canoy, L.M. Boddy, S.R. Taylor, A.F. Hackett, and I.E. Buchan. Car-
diorespiratory fitness and body mass index of 9-11-year-old English children: a serial 
cross-sectional study from 1998 to 2004. Int. J. Obes. 31(7):1172–1178, 2007. 

 39. Thompson, A., R. Barnsley, and G. Stebelsky. “Born to play ball”: the relative age 
effect and major-league baseball. Soc Sport J. 8:146–151, 1991.

 40. Till, K., S. Cobley, J. O’Hara, A. Brightmore, C. Cooke, and C. Chapman. Using 
anthropometric and performance characteristics to predict selection in junior UK rugby 
league players. Aust. J. Sci. Med. Sport. 14:264–269, 2011. 

 41. Tomkinson, G., L. Leger, T. Olds, and G. Cazorla. Secular trends in the performance 
of children and adolescents (1980-2000). Sports Med. 33:285–300, 2003. 

 42. Taylor, S., A. Hackett, G. Stratton, and L. Lamb. SportsLinx: Improving the health and 
fitness of Liverpool’s youth. Educ. Health. 22:3–7, 2004.

 43. Wattie, N., S. Cobley, and J. Baker. Towards a unified understanding of relative age 
effects. J Sport Sci. 26:1403–1409, 2008. 


