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Abstract Epidemiological and animal studies have suggested
an effect of the intrauterine milieu upon the development of
childhood obesity. This study investigates the relationship
between body composition measured by dual energy X-ray
absorptiometry expressed as body fat percent, body fat mass
index (BFMI), and fat free mass index (FFMI) in obese
children and the preceding in utero conditions expressed by
birth weight, birth length, and birth weight for gestational age.
The study cohort consisted of 776 obese Danish children
(median age 11.6 years, range 3.6–17.9) with a mean Body
Mass Index Standard Deviation Score (BMI SDS) of 2.86
(range 1.64–5.48) treated in our national referral centre. In a
linear general regression model adjusted for age, gender,
socioeconomic status, and duration of breastfeeding, we found
the body fat percent, FFMI, and BFMI at the time of enrolment in childhood obesity treatment to be significantly correlated with both birth weight and birth weight for gestational
age. Conclusion: These results indicate a prenatal influence
upon childhood obesity. Although there are currently no sufficient data to suggest any recommendations to pregnant
women, it is possible that the prenatal period may be considered as a potential window of opportunity for prevention of
childhood overweight and obesity.
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Introduction
Childhood obesity is globally increasing across gender and
ethnic groups and has been recognized as an important public
health problem due to the associated complications [12].
Obesity is defined as an excess of body fat accumulation
[13] and various methods of estimation hereof exist. The body
mass index (BMI), calculated as weight divided by height
squared, has been widely used in paediatrics owing to the
relative ease with which measurements can be made. Although debatable, an often-used definition is a BMI above
the 95th percentile for age and gender [2].
However, BMI is a crude surrogate measure of body composition especially in children during growth and development [36] and a far more accurate method is dual energy X-ray
absorptiometry (DXA scans). With cost as the only major
disadvantage, it has replaced hydrodensiometry as the gold
standard for body composition assessment [11, 30], as it
allows for accurate measurements of body constituents. However, the utility hereof is to a certain degree hampered by the
lack of well-defined and accepted reference values for children [28]. Studies have demonstrated that there is a large
discrepancy between BMI- and DXA-defined adiposity status, which is both gender and age specific [18].
The aetiology of childhood obesity is complex and multifactorial and has among others been linked to genetic [3],
metabolic [21], nutritional [21], activity [22], socioeconomic
[33], psychological [4, 5], as well as prenatal factors. The
prenatal life is a time of rapid growth, cellular replication
and differentiation, and functional maturation of organ systems. These processes are very sensitive to disturbances of the
intrauterine milieu [29]. It is becoming increasingly apparent
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that the in utero environment in which a foetus develops may
have long-term effects on subsequent health and survival [6, 7,
29, 30]. Accordingly, increasing circumstantial evidence for
the prenatal initiation of childhood obesity has emerged [16,
19, 30]. Birth weight is frequently used as an indicator of in
utero conditions [9], and a number of epidemiological studies
have demonstrated relationship between birth weight (BW)
and subsequent BMI in childhood and/or adult life [20, 24, 26,
31, 37]. However, birth weight depends largely on the duration of the pregnancy and should consequently be related to
gestational age (GA) to estimate the relative birth weight.
As very few studies have investigated the relationship
between birth weight and subsequent body composition in
obese children and adolescents, the present study aims to
further explore the relationship between body composition
expressed as fat free mass index (FFMI), body fat mass index
(BFMI), and BF% in a cohort of severely obese Danish
children and adolescents and their preceding in utero conditions expressed by birth weight and birth weight for gestational age (BWfGA).

Material and methods
Subjects The study population was obese children treated
between October 2009 and March 2013 at the Children’s
Obesity Clinic, Copenhagen University Hospital Holbaek,
Denmark using The Children’s Obesity Clinics Treatment
Protocol [15]. Inclusion criteria were childhood obesity defined as a BMI above the 95th percentile for gender and age
[25] at the time of the DXA scan and age between 3 and
18 years. All participants and/or parents signed informed
consent. The study was approved by the Danish Data Protection Agency and the Regional Scientific Ethics Committee
(SJ-104) and is registered at Clinical Trials (NCT00928473).
Anthropometric measurements All study participants were
examined by skilled research assistants immediately before
the DXA examination. Height and weight while wearing light
indoor clothes and no shoes were measured using, respectively, a stadiometer to the nearest millimetre and a Soehnle
Digital weight indicator (Professional 2755, Soehnle,
Backnang, Germany) to the nearest 100 g. BMI Standard
Deviation Score (SDS) was calculated according to the Danish BMI charts [25]. The degree of baseline obesity is
expressed in SDS in order to adjust for age-related variation
in reference intervals. The 95th percentile is equivalent to +
1.64 SDS and the 99th percentile to +2.33 SDS defining the
following groups: obesity (SDS 1.64 to 2.32) and severe
obesity (SDS ≥2.33). Additional data on gender, age, socioeconomic status, birth weight, birth length, GA, gestational
diabetes, and duration of breastfeeding were obtained through
a structured family interview and hospital records. BWfGA
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was estimated by calculating the expected birth weight for
term using previously published data from a Scandinavian
birth cohort [23]. Birth weight for gestational age was defined
as small for GA (SGA) (below −2SDS), appropriate for GA
(AGA), or heavy for GA (HGA) (above +2SD) [1].
DXA scans All study participants were investigated by
DXA performed according to the procedures recommended by the manufacturer on a GE Lunar iDXA scanner
(ME + 200179, GE Healthcare, Little Chalfont, UK)
yielding data on body fat percent (BF%), body fat mass
(BFM), and fat free mass (FFM). Since both BFM and
FFM must be normalized to height in order to take growth
and development into consideration and thus make useful
comparisons [17, 35, 36], the BFMI and the FFMI were
calculated as mass (kg)/height (m)2. As studies have demonstrated that healthy girls experience a graduate increase
in BF through childhood and adolescence whereas healthy
boys have a more stable BF % during the same period of
time [34], the data was analyzed separately for each
gender subsequently adjusted for age.
Statistical analyses Data was analyzed by generalized linear
model for correlation between neonatal anthropometrics (i.e.
BW, BL, and BWfGA) and body composition in subsequent
obesity (i.e. fat percent, BFMI, and FFMI). Data was adjusted
for age, height, socioeconomic status, and duration of
breastfeeding. Differences between groups were analyzed
using Kruskal–Wallis test. Data was logarithmically transformed when appropriate. Statistical modelling was performed using the R software version 2.15.3.

Results
The study included 776 children found to be obese (n =
168) or severely obese (n =608). There were more girls
than boys (433 vs. 343, p <0.001). As expected, the boys
were significantly larger at birth when comparing absolute birth weight and length, but no such difference was
found when data was adjusted for gender and gestational
age. Additional detailed baseline descriptive statistics are
given in Table 1.
In a generalized linear model adjusted for age, height,
socioeconomic status, and duration of breastfeeding, a significant correlation between the birth weight and subsequent
degree of childhood obesity expressed as body fat percent,
BFMI, and FFMI was found in both boys and girls (see
Table 2).
When taking into account the relative birth weight, the
BWfGA was equally found to be significantly correlated to
fat percent, BFMI and FFMI in a generalized linear model (see
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Table 1 Descriptive characteristics at birth and at DXA scan
Infancy
GA (days)
BW (g)
BL (cm)
BWfGA SDS
Values are medians and range.
p values are Wilcoxon–Mann–
Whitney test between genders
GA gestational age, BW birth
weight, BL birth length, BWfGA
SDS birth weight for gestational
age and gender, SDS standard
derivation score, PI ponderal index, DXA dual energy X-ray absorptiometry, BMI body mass index, FFMI fat free mass index,
BFMI body fat mass index

PI (kg/m3)
Breastfeeding (months)
At the DXA scan
Age (years)
BMI SDS
Social class
Fat percentage
FFMI [kg/ht(m2)]
BFMI [kg/ht(m2)]

All patients (n =776)

Boys (n =343)

Girls (n =433)

p value

283 [207;308]
3575 [947;5,210]
52 [36;59]
−0.03 [−6.30; 3.06]

283 [207;308]
3650 [1,440;5,270]
53 [39;59]
−0.07 [−6.21; 2.33]

283 [210;308]
3,540 [947;5,200]
52 [36;58]
0.01 [−6.30; 3.06]

0.671
0.032
<0.001
0.418

2.52 [1.29; 4.19]
4 [0;60]

2.49 [1.29; 3.70]
4 [0;30]

2.54 [1.46; 4.19]
4[0;60]

0.031
0.989

11.60 [3.64; 17.93]
2.86 [1.64; 5.48]
3 [1;5]
43.4 [26.7;62.1]
14.69 [10.14; 24.38]
11.25 [5.12; 33.75]

11.72 [4.53; 17.93]
3.06 [1.64; 5.48]
3 [1;5]
41.9 [26.7; 54.7]
14.62 [10.14; 24.38]
10.93 [5.12; 26.80]

11.54 [3.64; 17.87]
2.74 [1.66; 5.17]
3 [1;5]
43.9 [33.0; 62.1]
14.78 [10.53; 22.58]
11.49 [6.45; 33.75]

0.849
<0.001
0.944
<0.001
0.286
0.002

Table 2). Pre- or post-term birth did not correlate to body
composition in childhood obesity as no association between
duration of pregnancy and body fat percentage, BFMI, or
FFMI was found (data not shown). Furthermore, the excluding of any known cases of gestational diabetes did not alter the
results (data not shown). Finally, no difference was found
when comparing preterm, term, and post-term children
(Kruskal–Wallis; boys/girls p values were, respectively, p,
0.24/0.14; p, 0.43/0.22; p, 0.32/0.89).
In order to explore the full spectrum in regards to BWfGA,
the SGA, AGA, and HGA groups were compared, but no
additional association in body fat percentage, BFMI, or FFMI
were demonstrated for either gender (Kruskal–Wallis; respective p values for boys/girls: p, 0.22/0.78; p, 0.32/0.92; p,
0.35/0.89).
Table 2 Correlation between neonatal anthropometrics and body
composition

BFMI/BW
FFMI/BW
Fat percent/BW
BFMI/BWfGA
FFMI/BWfGA
Fat percent/BWfGA
BFMI/BL
FFMI/BL
Fat percent/BL

Boys (n =343)

Girls (n =433)

<0.001
<0.001
<0.001
0.038
0.034
0.020
0.104
0.064
0.131

<0.001
<0.001
<0.001
0.016
0.008
0.019
0.054
0.004
0.107

Values are p values from generalized linear models adjusted for age,
height, socioeconomic status, and duration of breastfeeding
BFMI body fat mass index, BW birth weight, FFMI fat free mass index,
BWfGA birth weight for gestational age, and gender, BL birth length

Discussion
In this cohort of severely obese children, the birth weight was
found to be significantly correlated to the subsequent degree
of body fat percent, BFMI, and FFMI in both girls and boys
later in childhood. Similarly, significant correlations between
the relative birth weight (i.e. BWfGA) and body fat, BFMI,
and FFMI in both girls and boys were demonstrated. Our
findings demonstrate that neonatal anthropometrics, exemplified by birth weight and birth weight for gestational age, relate
to subsequent childhood obesity and thereby adds to the
growing evidence of the association between childhood obesity and the intrauterine nutritional environment.
Importantly, our data support a linear association with no
apparent increase among the low BWfGA. This is in consistence with recent metanalyses on the subject [37] and our
previous findings of the association between neonatal anthropometrics and BMI SDS in a similar but larger cohort [20]. It
is noteworthy that birth weight and not birth length was
associated with subsequent obese body composition. This
may reflect that the birth weight and relative birth weight
much more accurately reflect nutritional status in utero and
thereby are better predictors of subsequent obesity risk [10].
The strength of this retrospective observational cohort
study is both the number of included children and more
importantly the use of DXA scans for assessment of body
composition as this greatly enhances the accuracy of the
clinical data. Furthermore, the major shortcoming of BMI is
that it only measures excess weight; consequently, the use of
DXA-derived body composition in this study offers superior
specificity because the data is based on fat mass not body
weight [17]. Finally, many interview or questionnaire-based
studies on overweight subjects are prone to bias as overweight
individuals tend to underestimate their weight relative to their
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height [32]. As all measurement in this study were done inhouse, the presented data can be considered valid regarding
the two major potential biases in this subject: the degree of
childhood obesity (i.e. the DXA scan derived data as well as
height and weight) and birth weight and length. The socioeconomic status of the families as well as the duration of
breast feeding were self-reported and therefore subject to
well-known potential bias. Still, it is less likely for any systematized bias to have influenced the data.
Recent evidence suggests that functional maturation of
organ systems and tissues in the developing foetus is very
sensitive to alterations of the nutritional milieu and as an
example substrate excess has profound effect on the foetal,
placental, maternal, hormonal, and metabolic interactions [29,
30].
In both normal and compromised pregnancies, nutrients
drive intrauterine growth by providing substrate for tissue
accretion whereas hormones regulate the nutrient distribution
[27]. The interactions leading to high birth weight are complex. Although classically exemplified by maternal
hyperglycaemia leading to foetal hyperinsulinism, they also
include for example the stimulatory effect of free amino acids
on the development of the foetal β cells as well as the effect of
maternal levels of triglycerides and free fatty acids [14, 27].
Despite that weight and body composition is highly heritable,
known genes account for only a modest proportion of their
variance [8]. Logically, the genes cannot alone explain the
rapid increase in obesity prevalence as the genetic characteristics of the human population have not changed during the
rapid increase in obesity prevalence over the last few decades
[8].
Yet, whether the birth weight associated increase in risk
childhood obesity that was observed in this study simply
represents an epiphenomenon is currently undetermined. It is
however possible that the prenatal period may be considered
as a potential window of opportunity for prevention of childhood obesity and that anthropological measurements in theory
could be used to help identify neonates at high risk for developing childhood obesity. However, there are currently not
sufficient data to suggest any recommendations to pregnant
w o m e n . C o n s e q u e n t l y, f u r t h e r r e s e a r c h o n t h e
aetiopathogenic mechanisms underlying this association is
warranted as increased knowledge hereof may theoretically
lead to the development of future primary prenatal prevention
strategies for childhood obesity and obesity-related diseases.
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