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The relationship between gestational weight gain, maternal upper-body subcutaneous fat 1 

changes and infant birth size: a pilot observational study amongst women with obesity.  2 

Abstract 3 

Background: It is widely acknowledged that maternal obesity and excessive gestational weight gain 4 

(GWG) are associated with increased risk of fetal macrosomia and recent studies have suggested a role 5 

for the timing and composition of GWG.  6 

Aims: To examine the effect of the rate of change in GWG and maternal upper-body subcutaneous fat on 7 

neonatal anthropometric outcomes in a pilot observational study amongst women with obesity. 8 

Study design: Expectant women with a body mass index (BMI) > 30 kg/m2 at first antenatal appointment 9 

were recruited at 12 weeks gestation. Maternal height, weight and skinfold thickness (SFT) 10 

measurements were collected at baseline and repeated at 28 and 36 weeks gestation. Following delivery, 11 

World Health Organisation (WHO)-UK infant birthweight z-scores were calculated, and infant 12 

anthropometric measurements were obtained.  13 

Results: The sum of upper body SFT measurements increased in mid-pregnancy (0.08 ± 0.71 mm/week) 14 

and decreased in late pregnancy (-0.04 ± 1.17 mm/week). After adjustment for maternal age, BMI and 15 

parity, mid- but not late- pregnancy GWG was positively associated with infant birthweight z-score 16 

(p<0.05), while mid- but not late-pregnancy changes in the sum of SFT were inversely associated with 17 

infant birthweight z-score (p<0.01).  18 

Conclusions: The present study suggests that mid- rather than late-pregnancy changes in weight and 19 

upper-body subcutaneous fat are associated with infant birthweight. Further research is required in 20 

larger, more diverse populations to explore whether pregnancy interventions aiming to improve maternal 21 

and offspring health can be personalised beyond BMI and GWG.  22 

Key words: Pregnancy, maternal obesity, body composition, skinfold thickness, birthweight. 23 

 24 

Abbreviations: BMI - body mass index; GWG – gestational weight gain; UK - United Kingdom; UME – 25 

upper arm muscle area estimate; UFE – upper arm fat area estimate; FM – fat mass; FFM – fat free mass. 26 



Introduction 27 

Obesity has become a worldwide epidemic, and in the United Kingdom (UK), it is estimated that half 28 

of women of childbearing age are living with overweight or obesity [1] with the prevalence of 29 

maternal obesity increasing, as defined by trimester one body mass index (BMI) [2]. It is well 30 

documented that maternal obesity has significant health implications for both mother and baby, 31 

increasing the risk of complications during pregnancy and labour [3]. Offspring of mothers with 32 

obesity are also more likely to be born large for gestational age or macrosomic [3–5] which 33 

predisposes infants to adiposity and obesity during infancy and childhood [6,7]. Excessive gestational 34 

weight gain (GWG) carries similar risks to maternal obesity for both maternal and neonatal 35 

outcomes [8,9], and postpartum weight retention increases the risk that women will enter their next 36 

pregnancy with obesity [10].  37 

Due to the lack of evidence-based guidelines, the National Institute for Health and Care 38 

Excellence does not currently make recommendations for GWG amongst the UK population [11]. In 39 

the United States (US), the Institute of Medicine (IOM) has published recommendations for GWG, 40 

which were updated in 2009 to include BMI-specific guidelines [12]. Although the IOM 41 

recommendations were designed for the US population, the recommendations are largely based on 42 

evidence derived from the US and Europe, thus, the IOM recommendations have been adopted in 43 

many other countries worldwide and are widely reported in the literature [13,14]. As well as total 44 

GWG, the IOM recommend “normal” weekly rates of GWG for the second and third trimesters.  45 

Recent studies conducted amongst women have tended to observe stronger positive 46 

associations between GWG in the second trimester [15,16] or early GWG (before the end of the 47 

second trimester) and infant birth size outcomes [17–19]. Studies examining the relationship 48 

between maternal body composition assessed via bioelectrical impedance analysis and infant 49 

birthweight have tended to observe a positive association between maternal fat-free mass (FFM), 50 

but not maternal fat mass (FM) [19–21]. With the exception of one study [17], these studies were 51 

conducted amongst women across all BMI ranges and tend to report estimates of FM or FFM at 52 
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single time-points rather than changes during pregnancy, which makes it difficult to establish 53 

trimester-specific recommendations, particularly for women with obesity. A 2020 National Academy 54 

of Medicine discussion paper focusing on GWG amongst women with obesity highlights that many 55 

studies report total GWG over pregnancy, rather than patterns of GWG and correlations between 56 

GWG and fetal growth [22].  A recent study conducted amongst 72 women with obesity observed 57 

that individual differences in total GWG were predominantly explained by changes in FM, as 58 

assessed by air displacement plethysmography, with gains in FM significantly lower amongst women 59 

with Class III obesity, than amongst those with Class I and II [23]. In addition, when examined by 60 

trimester, FM was found to increase in the second trimester, and decrease in the third, whilst GWG 61 

in the third trimester was attributed to FFM accumulation and fetal growth. However, this study did 62 

not examine the relationship between these patterns of GWG, FM and FFM accrual and infant birth 63 

size and there appears to be a lack of observational studies conducted amongst women with obesity 64 

that examine these associations. The time periods examined also vary considerably between studies, 65 

with some looking at early versus late pregnancy, and others looking at trimesters, which makes 66 

comparison difficult. Studies examining rates of GWG at frequent assessments are therefore useful 67 

in order to increase our understanding of the importance of GWG during different stages of 68 

pregnancy, facilitate comparison of GWG amongst pregnancies or varying durations, and to enable 69 

the development of transferable recommendations.  70 

The aim of the present study was therefore to identify whether there is a relationship 71 

between trimester-specific rates of GWG or upper-body skinfold thickness (SFT) measurements and 72 

infant birthweight and anthropometrics at birth. SFT measurements were chosen to assess 73 

subcutaneous fat stores, which traditionally accumulate up to the end of the second trimester and 74 

are subsequently mobilised in the third trimester to support maternal metabolism and rapid fetal 75 

growth. In addition,  callipers are a simple, quick, portable and cost-effective tool that could be used 76 

in addition to weighing scales by health professionals caring for pregnant women, enabling 77 

personalised care beyond BMI [24]. SFT measurements could also be used as an additional outcome 78 
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measure to assess the success of future pregnancy interventions aiming to reduce GWG and infant 79 

macrosomia if a relationship is observed between changes in maternal upper body subcutaneous fat 80 

and infant outcomes. As women with obesity are at increased risk of delivering a LGA or macrosomic 81 

baby, but at lower risk of multiple pregnancy complications than women with Class III obesity [3], 82 

the study focuses on women with Class I and Class II obesity  (pre-pregnancy BMI ≥ 30 kg/m2 and <40 83 

kg/m2). To our knowledge, this is the first study to report the association between GWG, changes to 84 

maternal upper-body SFT and infant birth size amongst women with obesity in the UK.  It is 85 

therefore difficult to form a hypothesis in terms of how changes in maternal upper-body SFT will 86 

affect infant birth size, however, based on previous work examining changes in maternal weight, FM 87 

and FFM in women of all weights, we hypothesise that mid-pregnancy GWG will be more strongly 88 

associated with infant birthweight than late-pregnancy GWG, and that we will observe reductions in 89 

upper body subcutaneous fat in late pregnancy.  90 

Methodology 91 

Recruitment of women 92 

Women aged between 18 and 40 years of age, with a BMI ≥ 30 and <40 kg/m2 at booking and 93 

pregnant with a singleton pregnancy were eligible to take part in the study. Women meeting 94 

inclusion criteria were identified from their antenatal booking notes and approached by the 95 

researcher at their 12 week dating scan. Ethical approval was obtained from the NHS Health 96 

Research Authority National Research Ethics Service and local Research and Development approval 97 

was obtained from University Hospitals Plymouth NHS Trust.  98 

Following recruitment, verbal and written informed consent were obtained from women, 99 

and the first study visit occurred between 12 and 14 weeks gestation. Further visits occurred at the 100 

end of the second trimester at approximately week 28 of gestation (visit 2), and at the end of the 101 

third trimester at approximately week 36 of gestation (visit 3). A single researcher performed all 102 

measurements at all study visits in order to reduce inter-observer error.  103 
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Maternal anthropometric measurements 104 

In order to examine GWG throughout pregnancy, maternal weight was measured at each visit using 105 

the same digital scales for each woman throughout the duration of the study. GWG was recorded as 106 

a simple difference between weight at each study visit to give a crude value for GWG in each 107 

trimester and a ‘total’ GWG for the study duration.  108 

Weekly rates of GWG were calculated for each woman, based on the difference in weight between 109 

study visits, divided by the number of weeks (and days) between visits. Reporting GWG in this way 110 

accounts for gestation, and facilitates comparison against the IOM guidelines (Table 1). Rates of 111 

GWG were calculated for the second trimester (between visits 1 and 2, defined as mid-pregnancy 112 

GWG), the third trimester (between visits 2 and 3, defined as late pregnancy GWG) and over the 113 

study duration (between visits 1 and 3, defined as total pregnancy). Women were further classified 114 

as achieving ‘insufficient’, ‘adequate’ or ‘excessive’ GWG according to their rate of GWG between 115 

each of these time points according to IOM guidelines (Table 1) [12].  116 

Table 1 IOM recommendations for total and rate of weight gain during pregnancy, by pre-pregnancy BMI  117 

 118 

Maternal upper-body SFT of the biceps, triceps and subscapular were assessed at each 119 

anthropometric visit according to the methods described by Kannieappan et al. [25] and the 120 

International Society for the Advancement of Kinanthropometry (ISAK) [26] using Harpenden 121 

callipers (British Indicators, Sussex, England) by a single researcher in order to minimise inter-122 

 Total Weight gain Rate of weight gain, 2nd and 3rd 
trimester 

Pre-pregnancy BMI Range in kg Mean (range) in kg / week 

Underweight ( <18.5 kg/m2) 12.5 – 18.0 0.51 (0.44-0.58) 

Normal weight ( 18.5 – 24.9 
kg/m2) 

11.5 – 16.0 0.42 (0.35–0.50) 

Overweight ( 25.0 – 29.9 kg/m2) 7.0 – 11.5 0.28 (0.23-0.33) 

Obese (≥30 kg/m2) 5.0 – 9.0 0.22 (0.17-0.27) 
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observer error.  A full set of all three SFT measurements was completed in order to reduce the 123 

effects of skinfold compressibility prior to repeating a second measurement at each site. If the 124 

difference was greater than 7.5%, a third measurement was taken according to ISAK 125 

recommendations. SFT for each site was reported in mm as the mean of two measurements, or the 126 

median of three measurements [26]. In addition, SFT measurements were reported as the sum of all 127 

three measurements rather than entered into an equation as recommended by numerous authors 128 

to assess changes in body composition over time and to reduce systematic error associated with 129 

equations, which are particularly difficult to validate in a pregnant population [27,28]. Rate of 130 

change to the sum of these three SFT measurements over the study duration, as well as in mid-131 

pregnancy and late-pregnancy were calculated (in mm/week) to adjust for length of gestation for 132 

each woman.  133 

Infant outcomes 134 

Information about the infants was collected from hospital notes, or through measurements made by 135 

the researcher. This included gestational age at delivery, method of delivery, the incidence of any 136 

complications, infant gender, birthweight and head circumference.  Birthweight and head 137 

circumference were used to calculate the z-scores  from UK-WHO reference values for term infants 138 

[29,30] using the LMS method [31] (LMS Growth Programme v2.77, Medical Research Council, UK) 139 

which adjusted for infant gender. Crown-heel length was measured by the researcher using a mobile 140 

measuring mat (Seca 210, Hamburg, Germany). This measurement was taken as soon after delivery 141 

as possible and recorded to the nearest 5 mm. Length z-scores were also calculated from UK-WHO 142 

reference values for term infants [29,30] using LMS software and were adjusted for infant gender 143 

and age at assessment.  144 

Infant anthropometric measurements were taken as close to birth as possible, in most 145 

instances within 72 hours of delivery.  Where this was not possible, for example, for infants who 146 

spent longer than this on the neonatal intensive care, or transitional care units, measurements were 147 
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used after adjusting them for age.  A model that calculated an infant upper arm fat area estimate 148 

(UFE) and upper arm muscle area estimate (UME) was used. The equations are based on mid-upper 149 

arm circumference and triceps skinfold, and has been previously validated against magnetic 150 

resonance imaging in children [32]: 151 

TUA = C2 / (4π) 152 

UFE = C x (TS/2) 153 

UME = TUA – UFE 154 

TUA = total upper arm area; UFE = upper arm fat area estimate; UME = upper arm muscle area 155 

estimate; C = mid upper arm circumference, TS = triceps skinfold (mm). 156 

Statistical analysis 157 

All data was entered into and analysed using SPSS (Statistics Package for the Social Sciences) for 158 

Windows version 21 (IBM, Chicago USA). The level of significance was set to a probability p < 0.05 for 159 

all statistical tests performed, and unless otherwise stated, data were presented as means ± 160 

standard deviation (SD).  161 

Continuous outcome measures were inspected for normality and if this assumption was 162 

met, parametric tests were performed. Pearson’s correlation coefficients (r) were run to assess the 163 

relationships between maternal changes in upper body subcutaneous fat and GWG.  Multiple 164 

regression was used to evaluate the extent to which maternal rates of GWG and SFT changes over 165 

pregnancy influence infant birthweight z-scores, UFE and UME after adjustment for maternal age, 166 

booking BMI and parity, and in the case of UFE and UME, also adjusted for infant sex and gestational 167 

age. For all models there was independence of residuals, as assessed by a Durbin-Watson statistic of 168 

approximately 2.0, homoscedasticity, as assessed by visual inspection of a plot of studentized 169 

residuals versus unstandardized predicted values and there was no evidence of multicollinearity, as 170 

assessed by tolerance values greater than 0.1. As the current study is the first, to the author’s 171 

knowledge, to examine the effect of the rate of change in upper body SFT measurements on 172 
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birthweight and infant body composition, there was no data on which to base an a priori power 173 

calculation. However, posthoc power calculations show that the large effect sizes observed for the 174 

multiple regression analyses reached 99% power, and thus, statistical analysis was adequately 175 

powered. 176 

Results 177 

A total of 75 women gave their consent to participate in the study, which was 31% of women 178 

approached. All women in the study identified their ethnicity as White Caucasian. 179 

Data was collected for 75 women at visit one (12-14 weeks gestation), 65 women at visit two 180 

(28 weeks gestation), and 59 women at visit three (36 weeks gestation), with a total of 16 women 181 

lost to follow up between the first and last study visit. Womens’ ages ranged from 19 years to 40 182 

years, with a mean age of 29.8 ± 4.8 years and mean BMI was 33.0 ± 1.9 kg/m2. There were no 183 

significant differences in maternal descriptive characteristics nor birth outcomes obtained from 184 

notes between women completing the study and those who were lost to follow up, data not shown. 185 

Anthropometric measurements collected at each study visit are shown in Table 2. 186 

Table 2 Maternal anthropometric measurements 187 

 Visit 1 
(n=75) 

Visit 2  
(n=65) 

Visit 3 
(n=59) 

Weight (kg) 89.7 ± 8.7 95.1 ± 9.2 97.0 ± 9.9 
Trimester-specific rate of GWG 
(kg/week) 

- 0.3 ± 0.2 0.3 ± 0.4 

Total pregnancy rate of GWG 
(kg/week) 

- - 0.3 ± 0.3 

Proportion of women gaining in 
excess of IOM guidelines, n (%) 

- 38 (59) 31 (54) 

Arm circumference (cm) 35.2 ± 2.7 34.8 ± 2.8 34.3 ± 3.0 
Triceps SFT (mm) 29.6 ± 5.2 30.4 ± 5.9 28.5 ± 5.7 
Biceps SFT (mm) 18.9 {17.6-20.3}† 19.1 ± 6.0 18.0 ± 6.4 
Subscapular SFT (mm) 34.2 ± 7.5 35.4 ± 9.0 34.5 ± 8.5 
Sum of SFT (mm) 83.7 ± 13.6 85.0 ± 15.0 81.0 ± 17.1 
Trimester-specific rate of change 
in SFT (mm/week) 

- 0.1 ± 0.7 -0.1 ± 1.2 

Total pregnancy rate of change in 
SFT (mm/week) 

- - -0.1 ± 0.7 

Data are mean ± SD unless otherwise stated.  
†Mean calculated by back-transformation {CI} 
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Gestational weight gain (GWG), Institute of Medicine (IOM), Skinfold thickness (SFT).  
 188 

Table 2 shows that mean rate of GWG in mid-pregnancy, late pregnancy, and in total over 189 

pregnancy was 0.33 ± 0.23, 0.29 ± 0.40 and 0.32 ± 0.26 kg/week, respectively. The proportion of 190 

women gaining in excess of IOM guidelines was 59 and 54% in mid- and late-pregnancy, respectively. 191 

In addition, Table 3 shows GWG class of obesity, and the proportion of women gaining weight in 192 

excess of the IOM guidelines. Mid-pregnancy GWG and rate of GWG were significantly higher 193 

amongst women in Class I (5.5 ± 0.5 kg and 0.4 ± 0.1 kg/week) than amongst women in Class II (2.8 ± 194 

1.2 kg; p = 0.026 and 0.2 ± 0.1 kg/week; p=0.024), whereas GWG in late-pregnancy and over total 195 

pregnancy were not significantly different between women in the two classes of obesity (P>0.05).  196 

Table 3 Gestational weight gain by obesity class. 197 

 Class I Obesity (n=46) Class II Obesity (n=11) 
Mid-pregnancy GWG (kg) 5.5 ± 0.5 2.8 ± 1.2 
Mid-pregnancy rate of GWG 
(kg/week) 

0.4 ± 0.1 0.2 ± 0.1 

Proportion of women gaining in 
excess of IOM guidelines in mid-
pregnancy, n (%) 

31.0 (67.4) 4.0 (36.4) 

Late-pregnancy GWG (kg) 2.4 ± 0.5 2.1 ± 1.0 
Late-pregnancy rate of GWG 
(kg/week) 

0.3 ± 0.1 0.3 ± 0.1 

Proportion of women gaining in 
excess of IOM guidelines in late-
pregnancy, n (%) 

26.0 (56.5) 5.0 (45.5) 

Total GWG (kg) 8.1 ± 1.0 4.9 ± 1.9 
Total pregnancy rate of GWG 
(kg/week) 

0.3 ± 0.1 0.2 ± 0.1 

Proportion of women gaining in 
excess of IOM guidelines over total 
pregnancy, n (%) 

28.0 (60.1) 5.0 (45.5) 

Data are mean ± SD unless otherwise stated.  
Gestational weight gain (GWG), Institute of Medicine (IOM), Skinfold thickness (SFT). 

 198 

The rate of GWG was significantly and positively associated with the rate of SFT changes in 199 

mid-pregnancy (r=0.467), late-pregnancy (r=0.478) and over total pregnancy (r=0.609; all p<0.01).  200 

Changes in SFT were highly variable over pregnancy for the study population with an overall trend 201 
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for a reduction in upper body subcutaneous fat between early and late pregnancy, although this did 202 

not reach statistical significance (p=0.071).  203 

Information concerning the delivery of infants, was available for 74 infants, of which three 204 

were pre-term (<37 weeks gestation) and excluded from analysis. Infant anthropometric 205 

measurements acquired from hospital notes and from the researcher’s home visit are shown in 206 

Table 4.  207 

Table 4  Infant outcomes (n=71) 208 
 n Mean SD 
Gestation length (days)† 71 275.0  13.0 
Infant gender male, n (%) 71 41 (58) - 
Vaginal delivery, n (%) 71 45 (63) - 
Birthweight, g 71 3497.0 461.0 
Birthweight, z-score 71 0.1 0.9 
Head circumference, cm† 55 35.0 2.0 
Head circumference, z-score 55 0.4 1.3 
Crown-heel length, cm 56 50.8 2.1 
Crown-heel length, z-score 56 0.1 1.0 
Infant arm circumference, cm† 56 10.0 1.5 
Triceps skinfold thickness, mm 56 6.7 1.8 
UME, cm2 56 445.5 105.1 
UFE, cm2 56 334.4 108.2 
†Median (IQR) 
Standard deviation (SD), upper arm area muscle estimate (UME), upper arm area fat estimate (UFE).  
 209 

A multiple regression was used to evaluate the extent to which maternal rates of GWG and 210 

changes in SFT in mid- and late-pregnancy influence infant birthweight z-scores, UME and UFE after 211 

adjustment for maternal age, booking BMI and parity. The models examining UFE and UME were 212 

additionally adjusted for infant sex and gestational age, which were already accounted for in the 213 

birthweight z-scores. The models statistically significantly predicted birthweight z-score (p=0.016) 214 

and UFE (p = 0.017), but not infant UME, which didn’t quite reach statistical significance (p =0.055). 215 

As shown in Table 5, mid- but not late-pregnancy GWG was significantly and positively associated 216 

with infant birthweight z-score, while mid- but not late-pregnancy change in  the sum of SFT was 217 
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significantly and inversely associated with infant birthweight z-score. Mid-pregnancy GWG was also 218 

positively associated with infant UFE, however, for late pregnancy this relationship was reversed. 219 

Table 5  Multiple regression coefficients.  220 

 Birthweight z-score (n=56) UFE (n=53) 
 β 95% CI p β 95% CI p 
Mid-pregnancy GWG, 
kg/week 

0.47 0.39 – 3.32 0.014 0.49 53.03 – 384.3 0.011 

Mid-pregnancy change 
in the sum of SFT, 
mm/week  

-0.50 -1.11 - -0.28 0.001 -0.28 -92.36– 3.39 0.068 

Late-pregnancy GWG, 
kg/week 

0.16 -0.39 – 1.12 0.329 -0.37 -187.68 - -13.06 0.025 

Late-pregnancy change 
in the sum of SFT, 
mm/week 

-0.24 -0.45 – 0.05 0.107 0.19 -10.87– 47.71 0.212 

Multiple regression adjusted for maternal body mass index, parity, age, infant sex* and gestational 
age* 
*UFE model only.  

 221 
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Discussion 222 

This study is the first to our knowledge that has examined the impact of trimester-specific rates of 223 

GWG and changes in upper-body skinfold measurements on infant anthropometric measurements 224 

amongst women with obesity in the UK.  Our findings suggest that mid- rather than late-pregnancy 225 

changes in weight and upper-body subcutaneous fat are associated with infant birthweight and 226 

upper body fat, suggesting that the second trimester may be an opportune window for pregnancy 227 

interventions aiming to improve pregnancy and infant outcomes for women with obesity.  228 

Mid-pregnancy GWG was positively associated with birthweight z-score, while no 229 

association was observed for late-pregnancy GWG. These observations are consistent with others in 230 

the literature. For example, Farah et al. [19] observed a positive correlation between GWG before 231 

the third trimester and infant birthweight, with no association reported for GWG during the third 232 

trimester in a cohort of 184 non-diabetic women in Ireland. Hivert et al [15] observed a positive 233 

association between rate of GWG in all three trimesters and birthweight z-score amongst 979 234 

mother-child pairs from the Project Viva cohort in the USA, with the largest effect size observed for 235 

second trimester GWG, while Widen et al [16] observed that high rate of GWG, as defined by 236 

tertiles, in the second trimester only was associated with higher infant birthweight and length 237 

amongst 156 women in another USA cohort.  238 

In terms of changes in maternal adiposity, there was large variation in the accumulation of 239 

upper body fat amongst women in the cohort, and only mid-pregnancy changes in maternal upper-240 

body skinfold measurements were associated with infant birthweight, in an inverse direction. This is 241 

in contrast to findings from Dodd et al [33] who estimated maternal FM from the same three sites 242 

measured in the present study amongst 1582 overweight women in South Australia, and did not 243 

observe any significant associations between total GWG, maternal percentage body fat, nor 244 

individual SFT measurements and infant birthweight. Hediger et al [34] observed an inverse 245 

relationship between change in triceps, but not subscapular SFT and infant birthweight, but this was 246 
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in late pregnancy, in contrast to the findings in the current study, where late pregnancy changes in 247 

SFT did not contribute to the regression model. The study by Hediger et al. [34] was conducted in 248 

608 women of all weights, and is more consistent with previous literature that suggests pregnant 249 

women accrue subcutaneous fat in early and mid-pregnancy, and tend to experience a decrease in 250 

SFT measurements in trimester three, when fat stores are mobilised to support rapid fetal growth 251 

[35,36]. However, studies conducted amongst women with obesity suggest that subcutaneous fat 252 

gains tend to be less than for women with a lower BMI [37,38]. A recent study conducted by Most et 253 

al. [23] found individual differences in GWG amongst 54 women with obesity to be largely explained 254 

by changes in maternal FM, with gains in FM signifcantly higher for women with Class I and II obesity 255 

(who gained FM) compared with women with Class III obesity (who lost FM). Straughen and 256 

colleagues [39] observed that subcutaneous fat declines measured by ultrasound in women with 257 

overweight or obesity were more rapid from early through to late pregnancy than amongst women 258 

with a healthy BMI. In a study conducted by Misra and Trudeau (2011), circulating leptin 259 

concentration at the start of pregnancy was 1.8 times higher for women with obesity compared with 260 

healthy weight women, but by the end of pregnancy it was just 1.2 times higher. These findings 261 

suggest that metabolic adaptions to pregnancy amongst women with obesity are different to those 262 

observed amongst healthy weight women and may explain our observation of an inverse 263 

relationship between mid-pregnancy subcutaneous fat changes and infant birth size, despite 264 

observing a positive relationship between mid-pregnancy GWG and infant birthweight. As already 265 

discussed women tend to experience a decrease in subcutaneous fat in the final trimester, but based 266 

on the observations from the present study, in combination with observations form the literature 267 

examining women with obesity discussed above,  it is possible that fat stores are perhaps mobilised 268 

earlier, thus perhaps explaining, in part, the observations in the present study.  In addition, the 269 

positive relationship between mid-pregnancy GWG and birthweight may be driven by changes to 270 

weight that exclude upper-body subcutaneous fat. For example increases in FFM, which would 271 
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incorporate TBW, the foetus, placenta and amniotic fluid, or changes to maternal FM at other 272 

locations, such as visceral adipose tissue and breast tissue.   273 

It is also important to acknowledge, that although it was a strength of the current study that 274 

one researcher took all SFT measurements to reduce inter-observer error, this would not be the case 275 

in clinical practice, if multiple health professionals were taking measurements, nor in larger research 276 

studies, with multiple researchers. Further studies using methods of assessment that are able to 277 

distinguish between the maternal and fetal unit are warranted, although achievement of this is likely 278 

to require the use of four-compartment models, which is not generally feasible in larger cohort 279 

studies.  Widen and Gallagher [24] suggest further validation of portable methods such as BIA is 280 

required with revised equations for use in pregnancy to account for changes in TBW and FFM 281 

hydration during pregnancy, that can be effectively used in women from pre- to post-partum. 282 

With regards to infant adiposity, higher mid-pregnancy GWG predicted infant UFE, while in 283 

late pregnancy, an inverse relationship was observed between GWG and UFE. The model did not 284 

significantly predict infant UME. These findings agree with others in the literature to an extent, with 285 

one study reporting that women gaining ‘excessive’ weight in early pregnancy gave birth to babies 286 

with significantly greater fat mass assessed via total body electrical conductivity, than those born to 287 

women gaining ‘excessive’ GWG in late pregnancy [18]. In keeping with the present study, the 288 

Norwegian STORK study used SFT measurements to assess infant subcutaneous fat and observed 289 

that mid-pregnancy rate of GWG (15-28 weeks gestation) was the strongest independent predictor 290 

of infant sum of SFT [40]. However, unlike the present study, no proxy for infant FFM was used, and 291 

late-pregnancy GWG was not reported.  292 

Although findings from the current study and previous work suggest that infant birth size 293 

outcomes may be driven by changes in maternal weight and body composition, it is not clear 294 

whether advising women to adhere to IOM recommendations will positively influence infant birth 295 

size, particularly amongst women with obesity.  This could explain why lifestyle interventions that 296 

successfully reduce GWG do not tend to observe significant reductions in infant birthweight [41,42]. 297 
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A recent observational study, conducted in Ireland, suggests that when infant birthweight is 298 

subtracted from total GWG, the positive correlation between GWG and birthweight no longer exists 299 

[43]. The authors argue that modifying GWG and maternal adiposity in women with obesity during 300 

pregnancy is therefore unlikely to influence the growth of the baby, and that focus should move 301 

from restricting GWG to encouraging a varied, balanced diet. However, it is important to note that 302 

even if modifying GWG during pregnancy cannot alter infant birthweight, excess GWG is associated 303 

with increased risk of other adverse outcomes [8,44] such as postpartum weight retention, which 304 

increases the risk of women entering subsequent pregnancies with obesity, as well as their risk of 305 

associated chronic diseases [10].  306 

The current study is not without its limitations, and the primary limitation of the study is the 307 

sample size of 75 women all of white ethnicity. This is due to the location of the study hospital, 308 

where 95.4% of the population identify themselves as belonging to this group [45].  Future studies 309 

investigating the relationship between maternal subcutaneous body fat changes and infant birth size 310 

need to be conducted in other areas of the UK amongst women with obesity to determine whether 311 

similar patterns are observed amongst more diverse populations. In addition, women were recruited 312 

at the end of their first trimester, at their 12 week dating scan, and therefore, we were unable to 313 

collect information concerning GWG and body composition changes from conception to week 12 314 

gestation. Although some studies have indicated that minimal GWG occurs in the first trimester [12], 315 

physiological changes such as growth of the uterus and breast tissue and plasma volume expansion 316 

begin early in pregnancy. Studies examining maternal body composition changes early in pregnancy 317 

are scarce, due to the difficulties recruiting women early in their pregnancy before their pregnancy 318 

has been confirmed via dating scan, which occurs in the UK at 12 weeks gestation. Therefore, 319 

although the majority of published studies appear to report stronger associations between mid-late 320 

pregnancy GWG and FFM, observational studies examining changes in GWG and maternal body 321 

composition in cohorts of women from pre-conception through to delivery are required in larger, 322 
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more ethnically diverse populations in order to confirm this, particularly amongst women with 323 

obesity, where relatively little is known about very early changes in maternal body composition.  324 

Despite methodological differences between the studies described above and limitations of 325 

the present study, maternal changes in weight and body composition appear to play an important 326 

role in the predication of infant birthweight and adiposity, especially in mid-pregnancy. To our 327 

knowledge, this is the first study to have examined the relationship between the rate at which 328 

maternal upper body subcutaneous fat changes over pregnancy in women with obesity and 329 

highlights the need for a more personalised approach beyond BMI and total GWG to optimise 330 

outcomes for mother and baby, particularly in the second trimester. However, the findings from this 331 

pilot study amongst women with obesity, in combination with those in the literature amongst 332 

women of all weights, do not consistently support the use of SFT measurements in addition to the 333 

monitoring of GWG to assess risk of adverse birth size outcomes, but it is clear that more research is 334 

warranted examining the relationship between GWG and changes in maternal body composition 335 

amongst women with obesity. Future studies should examine the relationship between the 336 

composition of GWG and infant body composition using body composition assessment methods that 337 

can distinguish between the maternal and foetal unit, that are portable, and that can be used in a 338 

clinical setting throughout pregnancy at frequent intervals.  339 

 340 

 341 

 342 

 343 

 344 

 345 

 346 

 347 

 348 



17 

  

Acknowledgments: 349 

This research was supported by the University of Plymouth. The authors would also like to thank 350 

University Hospitals Plymouth NHS Trust for hosting the study, as well as all women and their 351 

families for participating. Also thank you to Debbie Egan and Jackie Bartlett for helping facilitate 352 

recruitment in antenatal clinics, Dr Martha Paisi for advising on the use of child growth standards 353 

and to Dr Nathaniel Clark for his constructive comments on the manuscript. 354 

 355 

Funding: 356 

This research did not receive any specific grant from funding agencies in the public, commercial, or 357 

not-for-profit sectors. 358 

Competing Interests: 359 

The authors declare no competing interests.  360 

 361 

 362 

 363 

 364 

 365 

 366 

 367 

 368 

 369 

 370 

 371 

 372 

 373 

 374 

 375 

 376 



18 

  

References 377 

[1] Health and Social Care Information Centre, NHS Maternity Statistics 2016-17, 2017. 378 

https://digital.nhs.uk/catalogue/PUB30137. 379 

[2] N. Heslehurst, J. Rankin, J.R. Wilkinson, C.D. Summerbell, A nationally representative study of 380 

maternal obesity in England, UK: trends in incidence and demographic inequalitites in 619323 381 

births, 1989-2007, Int. J. Obes. 34 (2009) 420–428. 382 

[3] R. Scott-Pillai, D. Spence, C.R. Cardwell, A. Hunter, V.A. Holmes, The impact of body mass 383 

index on maternal and neonatal outcomes: a retrospective study in a UK obstetric 384 

population, 2004-2011, Br. J. Obstet. Gynaecol. 120 (2013) 932–939. 385 

https://doi.org/10.1111/1471-0528.12193. 386 

[4] S. Bhattacharya, D.M. Campbell, W.A. Liston, S. Bhattacharya, Effect of Body Mass Index on 387 

pregnancy outcomes in nulliparous women delivering singleton babies, BMC Public Health. 7 388 

(2007) 168. https://doi.org/info:pmid/17650297. 389 

[5] J.M. Dodd, R.M. Grivell, A.M. Nguyen, A. Chan, J.S. Robinson, Maternal and perinatal health 390 

outcomes by body mass index category, Aust. New Zeal. J. Obstet. Gynaecol. 51 (2011) 136–391 

140. https://doi.org/10.1111/j.1479-828X.2010.01272.x. 392 

[6] C.E. Margerison Zilko, D. Rehkopf, B. Abrams, Association of maternal gestational weight gain 393 

with short- and long-term maternal and child health outcomes, Am. J. Obstet. Gynecol. 202 394 

(2010) 574.e1-574.e8. https://doi.org/10.1016/j.ajog.2009.12.007. 395 

[7] R.C. Whitaker, Predicting preschooler obesity at birth: the role of maternal obesity in early 396 

pregnancy, Pediatrics. 114 (2004) e29-36. http://dx.doi.org/. 397 

[8] A. Mamun, L.K. Callaway, M.J. O’Callaghan, G.M. Williams, J.M. Najman, R. Alati, A. Clavarino, 398 

D. Lawlor, Associations of maternal pre-pregnancy obesity and excess pregnancy weight gains 399 

with adverse pregnancy outcomes and length of hospital stay, BMC Pregnancy Childbirth. 11 400 

(2011) 62. https://doi.org/info:pmid/21892967. 401 

[9] E.A. Nohr, M. Vaeth, J.L. Baker, T.I.A. Sorensen, J. Olsen, K.M. Rasmussen, Combined 402 



19 

  

associations of prepregnancy body mass index and gestational weight gain with the outcome 403 

of pregnancy, Am. J. Clin. Nutr. 87 (2008) 1750–1759. 404 

[10] L.A. Gilmore, M. Klempel-Donchenko, L.M. Redman, Pregnancy as a window to future health: 405 

Excessive gestational weight gain and obesity, Semin. Perinatol. 39 (2015) 296–303. 406 

https://doi.org/10.1053/j.semperi.2015.05.009. 407 

[11] National Institute for Health and Care Excellence, Weight management before, during and 408 

after pregnancy, 2010. https://www.nice.org.uk/guidance/ph27/resources/weight-409 

management-before-during-and-after-pregnancy-pdf-1996242046405. 410 

[12] K. Rasmussen, A. Yaktine, Weight Gain During Pregnancy: Reexamining the guidelines, The 411 

National Academies Press, Washington, D.C., 2009. 412 

http://books.google.co.uk/books/about/Weight_Gain_During_Pregnancy.html?id=BPNjAgAA413 

QBAJ. 414 

[13] C. Scott, C.T. Andersen, N. Valdez, F. Mardones, E.A. Nohr, L. Poston, K.C.Q. Loetscher, B. 415 

Abrams, No global consensus: a cross-sectional survey of maternal weight policies, BMC 416 

Pregnancy Childbirth. 14 (2014) 167. https://doi.org/10.1186/1471-2393-14-167. 417 

[14] N. Alavi, S. Haley, K. Chow, S.D. McDonald, Comparison of national gestational weight gain 418 

guidelines and energy intake recommendations, Obes. Rev. 14 (2013) 68–85. 419 

https://doi.org/10.1111/j.1467-789X.2012.01059.x. 420 

[15] M.-F. Hivert, S.L. Rifas-Shiman, M.W. Gillman, E. Oken, Greater early and mid-pregnancy 421 

gestational weight gains are associated with excess adiposity in mid-childhood, Obesity. 24 422 

(2016) 1546–1553. https://doi.org/10.1002/oby.21511. 423 

[16] E.M. Widen, P.R. Factor-Litvak, D. Gallagher, A. Paxton, R.N. Pierson, S.B. Heymsfield, S.A. 424 

Lederman, The Pattern of Gestational Weight Gain is Associated with Changes in Maternal 425 

Body Composition and Neonatal Size, Matern. Child Health J. 19 (2015) 2286–2294. 426 

https://doi.org/10.1007/s10995-015-1747-5. 427 

[17] J.M. Catov, D. Abatemarco, A. Althouse, E.M. Davis, C. Hubel, Patterns of gestational weight 428 



20 

  

gain related to fetal growth among women with overweight and obesity, Obesity. 23 (2015) 429 

1071–1078. https://doi.org/10.1002/oby.21006. 430 

[18] M.H. Davenport, S.M. Ruchat, I. Giroux, M.M. Sopper, M.F. Mottola, Timing of excessive 431 

pregnancy-related weight gain and offspring adiposity at birth, Obstet. Gynecol. 122 (2013) 432 

255–261. https://doi.org/10.1097/AOG.0b013e31829a3b86. 433 

[19] N. Farah, B. Stuart, V. Donnelly, M.M. Kennelly, M.J. Turner, The influence of maternal body 434 

composition on birth weight, Eur. J. Obstet. Gynecol. Reprod. Biol. 157 (2011) 14–17. 435 

https://doi.org/10.1016/j.ejogrb.2010.12.047. 436 

[20] E. Kent, V. O’Dwyer, C. Fattah, N. Farah, C. O’Connor, M.J. Turner, Correlation between birth 437 

weight and maternal body composition, Obstet. Gynecol. 121 (2013) 46–50. 438 

https://doi.org/http://10.1097/AOG.0b013e31827a0052. 439 

[21] Y. Wang, J. Mao, W. Wang, J. Qiou, L. Yang, S. Chen, Maternal fat free mass during pregnancy 440 

is associated with birth weight, Reprod. Health. 14 (2017) 47. 441 

https://doi.org/10.1186/s12978-017-0308-3. 442 

[22] A.M. Siega-Riz, L.M. Bodnar, N.E. Stotland, J. Stang, The Current Understanding of Gestational 443 

Weight Gain Among Women with Obesity and the Need for Future Research, NAM Perspect. 444 

(2020). https://doi.org/10.31478/202001a. 445 

[23] J. Most, A.D. Altazan, D.S. Hsia, R.A. Beyl, L.M. Redman, Body Composition During Pregnancy 446 

Differs by Obesity Class, Obesity. 28 (2020) 268–276. https://doi.org/10.1002/oby.22699. 447 

[24] E. Widen, D. Gallagher, Body composition changes in pregnancy: measurement, predictors 448 

and outcomes, Eur. J. Clin. Nutr. 68 (2014) 643–652. https://doi.org/10.1038/ejcn.2014.40. 449 

[25] L.M. Kannieappan, A.R. Deussen, R.M. Grivell, L. Yelland, J.M. Dodd, Developing a tool for 450 

obtaining maternal skinfold thickness measurements and assessing inter-observer variability 451 

among pregnant women who are overweight and obese, BMC Pregnancy Childbirth. 13 452 

(2013) 42. https://doi.org/10.1186/1471-2393-13-42. 453 

[26] A. Stewart, M. Marfell-Jones, T. Olds, H. de Ridder, International Standards for 454 



21 

  

Anthropometric Assessment, The International Society for the Advancement of 455 

Kinanthropometry, 2011. 456 

[27] D.W. Miller, D.L. Ballor, Validity of anthropometric percent fat prediction equations for use 457 

with pregnant women, Am. J. Hum. Biol. 1 (1989) 451–455. 458 

https://doi.org/10.1002/ajhb.1310010407. 459 

[28] J. Most, K.L. Marlatt, A.D. Altazan, L.M. Redman, Advances in assessing body composition 460 

during pregnancy., Eur. J. Clin. Nutr. 72 (2018) 645–656. https://doi.org/10.1038/s41430-018-461 

0152-8. 462 

[29] T.J. Cole, A.F. Williams, C.M. Wright, Revised birth centiles for weight, length and head 463 

circumference in the UK-WHO growth charts, Ann. Hum. Biol. 38 (2011) 7–11. 464 

https://doi.org/10.3109/03014460.2011.544139. 465 

[30] J. V Freeman, T.J. Cole, S. Chinn, P.R. Jones, E.M. White, M.A. Preece, Cross sectional stature 466 

and weight reference curves for the UK, 1990., Arch. Dis. Child. 73 (1995) 17–24. 467 

[31] T.J. Cole, P.J. Green, Smoothing reference centile curves: The lms method and penalized 468 

likelihood, Stat. Med. 11 (1992) 1305–1319. https://doi.org/10.1002/sim.4780111005. 469 

[32] M.F. Rolland-Cachera, P. Brambilla, P. Manzoni, M. Akrout, S. Sironi, A. Del Maschio, G. 470 

Chiumello, Body composition assessed on the basis of arm circumference and triceps skinfold 471 

thickness: a new index validated in children by magnetic resonance imaging, Am. J. Clin. Nutr. 472 

65 (1997) 1709–1713. 473 

[33] J.M. Dodd, L.M. Kannieappan, R.M. Grivell, A.R. Deussen, L.J. Moran, L.N. Yelland, J.A. Owens, 474 

Effects of an antenatal dietary intervention on maternal anthropometric measures in 475 

pregnant women with obesity, Obesity. 23 (2015) 1555–1562. 476 

https://doi.org/10.1002/oby.21145. 477 

[34] M.L. Hediger, T.O. Scholl, J.I. Schall, M.F. Healey, R.L. Fischer, Changes in Maternal Upper Arm 478 

Fat Stores Are Predictors of Variation in Infant Birth Weight, J. Nutr. 124 (1994) 24–30. 479 

https://doi.org/10.1093/jn/124.1.24. 480 



22 

  

[35] E. Forsum, A. Sadurskis, J. Wager, Estimation of body fat in healthy Swedish women during 481 

pregnancy and lactation, Am. J. Clin. Nutr. 50 (1989) 465–473. 482 

https://doi.org/10.1093/ajcn/50.3.465. 483 

[36] N.R. Taggart, R.M. Holliday, W.Z. Billewicz, F.E. Hytten, A.M. Thomson, Changes in skinfolds 484 

during pregnancy, Br. J. Nutr. 21 (1967) 439–451. https://doi.org/10.1079/BJN19670045. 485 

[37] A.C. Sidebottom, J.E. Brown, D.R. Jacobs, Pregnancy-related changes in body fat, Eur. J. 486 

Obstet. Gynecol. Reprod. Biol. 94 (2001) 216–223. https://doi.org/10.1016/S0301-487 

2115(00)00329-8. 488 

[38] H. Soltani, R.B. Fraser, A longitudinal study of maternal anthropometric changes in normal 489 

weight, overweight and obese women during pregnancy and postpartum, Br. J. Nutr. 84 490 

(2000) 95. https://doi.org/10.1017/S0007114500001276. 491 

[39] J.K. Straughen, S. Trudeau, V.K. Misra, Changes in adipose tissue distribution during 492 

pregnancy in overweight and obese compared with normal weight women, Nutr. Diabetes. 3 493 

(2013). https://doi.org/10.1038/nutd.2013.25. 494 

[40] C. Sommer, L. Sletner, K. Mørkrid, A.K. Jenum, K.I. Birkeland, Effects of early pregnancy BMI, 495 

mid-gestational weight gain, glucose and lipid levels in pregnancy on offspring’s birth weight 496 

and subcutaneous fat: a population-based cohort study, BMC Pregnancy Childbirth. 15 (2015) 497 

84. https://doi.org/10.1186/s12884-015-0512-5. 498 

[41] L. Poston, R. Bell, H. Croker, A.C. Flynn, K.M. Godfrey, L. Goff, L. Hayes, N. Khazaezadeh, S.M. 499 

Nelson, E. Oteng-Ntim, D. Pasupathy, N. Patel, S.C. Robson, J. Sandall, T.A.B. Sanders, N. 500 

Sattar, P.T. Seed, J. Wardle, M.K. Whitworth, A.L. Briley, UPBEAT Trial Consortium, Effect of a 501 

behavioural intervention in obese pregnant women (the UPBEAT study): a multicentre, 502 

randomised controlled trial, Lancet Diabetes Endocrinol. 3 (2015) 767–777. 503 

https://doi.org/10.1016/S2213-8587(15)00227-2. 504 

[42] L. Sagedal, N. Øverby, E. Bere, M. Torstveit, H. Lohne-Seiler, M. Småstuen, E. Hillesund, T. 505 

Henriksen, I. Vistad, Lifestyle intervention to limit gestational weight gain: the Norwegian Fit 506 



23 

  

for Delivery randomised controlled trial, BJOG An Int. J. Obstet. Gynaecol. 124 (2017) 97–109. 507 

https://doi.org/10.1111/1471-0528.13862. 508 

[43] A.C. O’Higgins, A. Doolan, T. McCartan, L. Mullaney, C. O’Connor, M.J. Turner, Is birth weight 509 

the major confounding factor in the study of gestational weight gain?: an observational 510 

cohort study, BMC Pregnancy Childbirth. 18 (2018) 218. https://doi.org/10.1186/s12884-018-511 

1843-9. 512 

[44] E. Nohr, M. Vaeth, J. Baker, T. Sørensen, J. Olsen, K. Rasmussen, Combined associations of 513 

prepregnancy body mass index and gestational weight gain with the outcome of pregnancy, 514 

Am. J. Clin. Nutr. 87 (2008) 1750–1759. http://ajcn.nutrition.org/content/87/6/1750.abstract. 515 

[45] Office for National Statistics, Neighbourhood Statistics for the United Kingdom: Ethnic Group 516 

KS201EW, 2014 (2013). 517 

http://neighbourhood.statistics.gov.uk/dissemination/hierarchySelection.do?step=3&dataset518 

FamilyId=2477&instanceSelection=032826&hierarchyId=26&Next.x=11&Next.y=12&rightPan519 

eBoxHeight=0&JSAllowed=true&browserHeight=667&browserWidth=1349&%24ph=60_61_6520 

2&Curre. 521 

 522 

 523 

 524 

 525 

 526 

 527 

 528 

 529 

 530 

 531 

 532 



24 

  

 533 

 534 

 535 

 536 

 537 

 538 


