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BACKGROUND: Large-for-gestational age (LGA), a marker of fetal overgrowth, has been linked to obesity in adulthood. Little is
known about how infancy growth trajectories affect adiposity in early childhood in LGA.
METHODS: In the Shanghai Birth Cohort, we followed up 259 LGA (birth weight >90th percentile) and 1673 appropriate-for-
gestational age (AGA, 10th–90th percentiles) children on body composition (by InBody 770) at age 4 years. Adiposity outcomes
include body fat mass (BFM), percent body fat (PBF), body mass index (BMI), overweight/obesity, and high adiposity (PBF >85th
percentile).
RESULTS: Three weight growth trajectories (low, mid, and high) during infancy (0–2 years) were identified in AGA and LGA subjects
separately. BFM, PBF and BMI were progressively higher from low- to mid-to high-growth trajectories in both AGA and LGA
children. Compared to the mid-growth trajectory, the high-growth trajectory was associated with greater increases in BFM and the
odds of overweight/obesity or high adiposity in LGA than in AGA children (tests for interactions, all P < 0.05).
CONCLUSIONS: Weight trajectories during infancy affect adiposity in early childhood regardless of LGA or not. The study is the first
to demonstrate that high-growth weight trajectory during infancy has a greater impact on adiposity in early childhood in LGA than
in AGA subjects.
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IMPACT:

● Large-for-gestational age (LGA), a marker of fetal overgrowth, has been linked to obesity in adulthood, but little is known about
how weight trajectories during infancy affect adiposity during early childhood in LGA subjects.

● The study is the first to demonstrate a greater impact of high-growth weight trajectory during infancy (0–2 years) on adiposity
in early childhood (at age 4 years) in subjects with fetal overgrowth (LGA) than in those with normal birth size (appropriate-for-
gestational age).

● Weight trajectory monitoring may be a valuable tool in identifying high-risk LGA children for close follow-ups and interventions
to decrease the risk of obesity.

INTRODUCTION
Childhood obesity rates have been on the rise over the last five
decades globally.1 Children in East and South Asia—comprised

mostly of middle- and low-income countries—have experienced a
faster increase in body mass index than in other regions. From
1975 to 2016, the global age-standardized obesity prevalence
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increased from 0.7% to 5.6% for girls and from 0.9% to 7.8% for
boys.2 Obesity in childhood increases the risks of high blood
pressure and high cholesterol—the major risk factors of coronary
heart disease and type 2 diabetes.3,4

Large-for-gestational age (LGA), an indicator of excessive fetal
growth, is commonly defined as birth weight that exceeds the
90th percentile of the reference values for infants of the same sex
and gestational age.5 The rapid economic development in China
over recent decades is accompanied by rapid increases in
maternal obesity and LGA births according to the WHO birth
weight standards.6 LGA is associated with elevated risks of obesity
and related metabolic dysfunctional disorders in childhood and
later life.7–10

Growth pattern in early postnatal life may be an important
determinant of adiposity development. Rapid weight gain
during infancy (the first 2 years of age) has been associated
with an increased risk of overweight or obesity in childhood,
adolescence, and adulthood.11–15 Rapid and stable-to-high
growth patterns during infancy have been associated with an
elevated risk of overweight or obesity in childhood or
adolescence.16–18 Assessing the effects of growth trajectory
pattern as a whole could be informative for identifying infants
at high risk for childhood obesity.16,19 There is a lack of
knowledge on growth trajectories during infancy in relation to
adiposity in early childhood in LGA children. In the present
study, we sought to assess the impacts of infancy growth
trajectories on adiposity in early childhood (age 4 years) in LGA
and birth weight appropriate for gestational age (AGA, control)
children.

METHODS
Study design and population
This was a follow-up cohort study in the Shanghai Birth Cohort (SBC).20 The
SBC is a prospective birth cohort including 4127 pregnant women in
Shanghai, 2013–2016. The study was approved by the research ethics
committees of Xinhua Hospital (the coordination center, ref no. M2013-
010) and all participating hospitals in Shanghai. Written informed consent
was obtained from all study participants.
There were a total of 2207 singleton children with follow-up data at age

4 years in the SBC. We excluded children with missing data on sex, birth
weight or gestational age (n= 138), as well as SGA infants (n= 104),
leaving 263 LGA and 1702 AGA children for the present study. We further
excluded children with birth defects (n= 17) or deliveries at gestational
age <34 weeks (n= 16; very preterm infants may have differential growth
patterns). The final study sample included 259 LGA and 1673 AGA children.
A flowchart illustrating the selection of study subjects is presented in
Fig. S1.

Growth measurements and definitions
LGA was defined as birth weight >90th percentile, and appropriate-for-
gestational age (AGA) as birth weight between 10th and 90th percentiles,
according to the 2015 Chinese sex- and gestational age-specific birth
weight standards.21 Gestational age was ascertained according to the date
of last menstruation period and confirmed by first-trimester ultrasound
dating. If the difference between the two estimates was more than
2 weeks, the ultrasound dating-based estimate was used.
Length (age 0–2 years, by seca 416 infantometer, Seca Netherlands,

Hamburg) or height (age 4 years, by a wall-mounted standiometer) and
weight (by an electronic weighing device at birth, by seca 376 at age
6 weeks to 2 years, or seca 799 weighing scale at age 4 years) were
measured in infants/children during physical examinations following
standardized operation protocols at birth and follow-ups at ages 6 weeks,
6 months, 1, 2 and 4 years. Length or height was measured to the nearest
millimeter. Weight was measured to the nearest gram at birth, and the
nearest 100 g from age 6 weeks to 4 years. Body mass index (BMI) was
calculated as weight in kg/(height in meter)2.2

Body composition in children at age 4 years was measured by
bioelectrical impedance analysis (BIA) using the InBody720 (InBody Ltd.,
Seoul, KOREA). The measurements include body fat mass (BFM), fat free
mass (FFM), and percent body fat (PBF).

Overweight/obesity in early childhood was defined as BMI>85th
percentile at age 4 years according to sex-specific cutoffs for Chinese
children.22 High adiposity in early childhood was defined as PBF>85th
percentile, according to the sex-specific cut-off values among term AGA
children at age 4 years (n= 1606) in the study cohort.

Outcomes
The primary outcomes were BFM, PBF at age 4 years. Secondary outcomes
included BMI, FFM, high adiposity (PBF>85th percentile), and overweight/
obesity at age 4 years.

Table 1. Characteristics of LGA and AGA study subjects in the
Shanghai Birth Cohort.

LGA AGA Pa

(n= 259) (n= 1673)

Mothers

Age (years) 28.8 ± 3.8 29.3 ± 3.7 0.10

>35 12 (4.6) 122 (7.3) 0.12

Ethnicity, Han 212 (99.5) 1455 (98.6) 0.35

Education (university) 111 (56.9) 797 (61.4) 0.23

Primiparity 29 (13.7) 205 (13.9) 0.95

Pre-pregnancy BMI,
kg/m2

22.5 ± 3.0 21.3 ± 3.0 <0.0001

Obesity (BMI > 28) 13 (6.2) 43 (2.9) 0.01a

Gestational diabetes 55 (23.4) 286 (18.5) 0.08

Gestational
hypertension

15 (5.8) 54 (3.2) 0.04

Alcohol in pregnancy 16 (8.3) 203 (15.0) 0.02

Smoking in pregnancy 1 (0.5) 6 (0.5) 1.00

Infants

Cesarean delivery 172 (67.7) 808 (49.9) <0.0001

Sex, male 128 (49.4) 891 (53.3) 0.25

Gestational age (weeks) 39.2 ± 1.2 38.9 ± 1.3 0.01

Preterm birth (<37
weeks)

8 (3.1) 67 (4.0) 0.48

Breast feeding 214 (94.3) 1409 (95.1) 0.61

Weight

At birth (g) 4111 ± 285 3340 ± 334 <0.0001

6 weeks (kg) 5.8 ± 0.6 5.1 ± 0.6 <0.0001

6 months (kg) 9.0 ± 0.9 8.5 ± 1.0 <0.0001

1 years (kg) 11.0 ± 1.1 10.3 ± 1.1 <0.0001

2 years (kg) 13.8 ± 1.6 12.8 ± 1.4 <0.0001

4 years (kg) 19.3 ± 3.4 17.7 ± 3.3 <0.0001

Length/height (cm)

At birth 51.1 ± 1.3 49.8 ± 1.1 <0.0001

6 weeks 58.2 ± 2.1 56.5 ± 2.1 <0.0001

6 months 69.4 ± 2.1 68.0 ± 2.5 <0.0001

1 years 77.5 ± 2.7 76.2 ± 2.5 <0.0001

2 years 90.2 ± 3.5 88.5 ± 3.1 <0.0001

4 years 110.4 ± 5.1 108.3 ± 4.6 <0.0001

Data presented are n (%) for categorical variables and mean ± SD for
continuous variables.
LGA large-for-gestational age (>90th percentile, according to the Chinese
sex- and gestational age-specific birth weight standards), AGA appropriate-
for-gestational age (birth weight 10–90th percentiles), BMI body mass
index.
aP values in t tests for differences in means (for continuous variables) or Chi
square tests for differences in proportions (categorical variables) between
the two groups. P values in bold: P < 0.05.
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Statistical analysis
All analyses were performed using SAS (Statistical Analysis System) version
9.4 (SAS Institute Inc., Cary, NC). Mean ± standard deviation (SD) and
frequency (%) were presented for continuous and categorical study
variables, respectively. The SAS macro package of the World Health
Organization (WHO) was used in calculating sex-specific weight-for-age z
(WAZ) scores and BMI-for-age z scores. The SAS PROC TRAJ23,24 was used
to model the weight growth trajectories during infancy (birth to age 2
years) in LGA and AGA subjects separately. The group-based trajectory
modeling assumes there are discrete underlying groups (trajectories) in the
study population. The optimal number of trajectories and shape (constant,
linear, quadratic, cubic, or quadratic terms) were selected by the Bayesian
Information Criterion (BIC). A lower Bayesian information criterion value
indicates a more parsimonious model. The suitability of the model was
confirmed by evaluating the average posterior probability of trajectory
assignments (>0.70) and the odds of correct classification (>5.0).
In addition to the primary analyses using the growth trajectory analysis

approach, we also analyzed the effects of infancy growth patterns using
the conventional approach comparing growth deceleration or acceleration
vs. normal growth during early infancy (birth to 6 months) and late infancy
(6 months to 2 years), based on the changes in WAZ scores: deceleration
(ΔWAZ <−0.67), normal (ΔWAZ −0.67 to 0.67), acceleration
(ΔWAZ > 0.67).15

There were some missing data for maternal pre-pregnancy BMI (12.7%)
and child’s weights between birth and age 4 years (9.8–14.8%). Multiple
imputations with the fully conditional specification (FCS) method25 were
conducted to handle missing data. The pooled statistical parameter
estimates from 25 imputed datasets were presented. Generalized linear
models were used to assess the differences in continuous adiposity
outcomes (BMI, PBF, FFM, and BFM) at age 4 years comparing infancy
growth trajectories or patterns in LGA and AGA infants separately. Logistic

regression models were fitted to estimate the odds ratios (ORs) of
overweight/obesity and high adiposity at age 4 years. The adjusted effect
estimates were controlled for maternal and infant characteristics that
might confound the relationships. The adjusted effect estimates were
controlled for pre-specified known risk factors of child adiposity/obesity,
including maternal BMI, gestational diabetes, c-section delivery, infant sex,
and breastfeeding. Other factors would be included in the adjusted
analyses if they affected any adiposity outcome (BMI, PBF) in early
childhood (age 4 years) at P < 0.2. Interaction effects between growth
trajectory or pattern and LGA status were checked in regression models.
P values <0.05 were considered statistically significant.

RESULTS
Maternal and infant/child characteristics
Table 1 presents the descriptive statistics on maternal and infant/
child characteristics. Maternal age, ethnicity, education, parity, pre-
pregnancy BMI, and smoking were similar in LGA and AGA groups.
As expected, weight and length or height were significantly higher
in LGA vs. AGA infants/children from birth to age 4 years.

Adiposity and body composition at early childhood
At age 4 years, BMI (crude value or z score), PBF, FFM, and BFM
were higher, while overweight/obesity was much more frequent
(29.7% vs 17.0%) comparing LGA vs. AGA groups (Table 2).

Infancy growth trajectories
The weight growth trajectories during infancy (the first 2 years
of life) in LGA and AGA infants are presented in Fig. 1. In both

Table 2. Adiposity and body composition indicators in LGA and AGA infants at age 4 years.

LGA N= 259 AGA N= 1673 Crude P Adjusted Pa

BMI (kg/m2) 15.8 ± 2.2 15.1 ± 2.6 0.0003 0.02

BMI z score 0.2 ± 1.5 −0.3 ± 1.5 <0.0001 0.02

Overweight/obesity, n (%) 77 (29.7) 285 (17.0) <0.0001 0.004

PBF (%) 16.5 ± 8.8 14.0 ± 8.3 0.0002 0.03

High adiposity, n (%) 70 (27.0) 308 (18.4) <0.0001 0.28

FFM (kg) 15.9 ± 2.1 15.1 ± 1.9 <0.0001 <0.0001

BFM (kg) 3.4 ± 2.3 2.7 ± 2.0 <0.0001 0.004

Data presented are n (%) for categorical variables and mean ± SD for continuous variables.
BMI body mass index; overweight, BMI for sex and age ≥85th, PBF percent body fat, High adiposity PBF for sex at age 4 years ≥85th, FFM fat free mass, BFM body
fat mass, LGA large-for-gestational age (birth weight >90th percentile), AGA appropriate-for-gestational age (birth weight 10–90th percentiles).
aP values for comparisons between the two groups adjusted for maternal (pre-pregnancy BMI, education, alcohol in pregnancy, gestational diabetes mellitus)
and infant (cesarean section, sex, gestational age, breast feeding) characteristics; other variables were excluded since they were comparable and did not affect
the comparisons. P values in bold: P < 0.05.
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LGA and AGA infants, three growth trajectories were identified:
low-, mid-, and high-growth trajectories. In AGA infants, the
high-growth trajectory showed a rise in weight z scores from
birth to age 12 months, reaching high weight z scores (mean >2)
at age 12 months, and later a mild fall between age 1 and 2
years, while the mid- and low-growth trajectories were relatively
steady in weight z scores from birth to age 2 years. In LGA
infants, the high trajectory was characterized by persistently
high weight z scores from birth to age 2 years, while the low-
and mid-growth trajectories showed a fall in weight z scores
from birth to age 6 months, and thereafter relatively steady to
age 2 years.

Infancy growth trajectory in relation to adiposity at early
childhood
Average BMI (crude value or z score), PBF, BFMS, FFM, as well as
the rates of overweight/obesity and high adiposity at age 4 years
were progressively higher from low- to mid- to high-growth
trajectories during infancy in both AGA and LGA infants (all
P < 0.01, Table 3 and Fig. 2). In LGA children, the high-growth

trajectory during infancy was associated with greater increases in
PBF (4.58%, 95% CI: 0.25–8.91%) at age 4 years relative to the mid-
growth trajectory than in AGA children (3.29%, 95% CI:
1.51–5.07%) (P for interaction= 0.08). Similarly, the high-growth
trajectory during infancy was associated with greater increases in
BFM at age 4 years in LGA children (BFM: 1.31 kg, 95% CI:
0.19–2.43 kg) than in AGA children (BFM: 1.02 kg, 95% CI:
0.58–1.45 kg) (P for interaction <0.001). In AGA children, the low-
growth trajectory was associated with lower BMI, and the high-
growth trajectory with higher BMI relative to the mid-growth
trajectory at age 4 years, while in LGA children, the associations
were in the same direction but did not reach statistical
significance for the low-growth trajectory.
The high-growth trajectory during infancy was associated with

increased risks of overweight/obesity and high adiposity at age 4
years relative to the mid-growth trajectory in both LGA and AGA
children (Table 4). The risk increases were greater in LGA children
than in AGA children for either overweight (AGA: OR= 2.67; LGA:
OR= 4.30) or high adiposity (AGA: OR= 2.18; LGA: OR= 2.57) (P
for interaction <0.001 for both).

Table 3. Adiposity and body composition indicators at age 4 years by infancy (0–2 years) weight growth trajectory in LGA and AGA children.

Infancy
growth
trajectory

Low growth (1) Mid growth (2) High growth (3) Adjusted Pa β (95% CI)

1 vs. 2 3 vs. 2

BMI (kg/m2) AGA 14.4 ± 3.2 15.0 ± 2.1 16.3 ± 2.4 <0.0001 −0.61 (−1.04, −0.18) 1.06 (0.47, 1.65)

LGA 15.0 ± 1.5 15.8 ± 2.1 17.2 ± 2.4 0.002 −0.97 (−1.99, 0.05) 1.05 (−0.10, 2.19)

BMI z score AGA −0.9 ± 1.5 −0.3 ± 1.4 0.6 ± 1.5 <0.0001 −0.50 (−0.82, −0.18) 0.75 (0.35, 1.15)

LGA −0.6 ± 1.3 0.2 ± 1.4 1.2 ± 1.4 0.002 −0.70 (−1.42, 0.04) 0.78 (0.02, 1.54)

PBF (%) AGA 11.4 ± 8.6 14.1 ± 7.8 18.0 ± 7.6 <0.0001 −2.39 (−4.15, −0.62) 3.29 (1.51, 5.07)

LGA 14.0 ± 6.5 16.7 ± 8.6 20.8 ± 9.6 0.002 −2.89 (−6.80, 1.03) 4.58 (0.25, 8.91)

BFM (kg) AGA 2.0 ± 2.1 2.6 ± 1.7 3.8 ± 2.1 <0.0001 −0.59 (−0.94, −0.23) 1.02 (0.58, 1.45)

LGA 2.6 ± 1.7 3.3 ± 2.1 4.9 ± 2.9 0.0003 −0.92 (−1.85, 0.01) 1.31 (0.19, 2.43)

FFM (kg) AGA 14.1 ± 1.7 15.1 ± 1.8 16.5 ± 1.9 <0.0001 −1.10 (−1.39, −0.80) 1.16 (0.74, 1.59)

LGA 14.8 ± 1.7 15.9 ± 1.9 17.6 ± 2.0 <0.0001 −1.52 (−2.31, −0.73) 1.26 (0.37, 2.15)

Data presented are mean ± SD or n (%), or the change (β) in the outcome (e.g., PBF) comparing the high- or low- to mid-growth (reference) trajectory from
generalized linear models. Tests for interaction between growth trajectory and LGA/AGA status: P= 0.0005 for BMI, P= 0.02 for BMI z score, P < 0.0001 for BFM,
P= 0.08 for PBF, P < 0.0001 for FFM.
BMI body mass index, PBF percent body fat, FFM fat free mass, BFM body fat mass, LGA large-for-gestational age (birth weight >90th percentile), AGA
appropriate-for-gestational age (birth weight 10th–90th percentiles).
aP values for comparisons among the three groups adjusted for maternal (pre-pregnancy BMI, education, alcohol in pregnancy, gestational diabetes mellitus)
and infant (cesarean section, sex, gestational age, breast feeding) characteristics; other co-variables did not affect the comparisons.
P values and regression coefficients in bold: P < 0.05.
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Fig. 2 Overweight/obesity and high adiposity rates in early childhood (at age 4 years) for weight low-, mid-, and high-growth trajectories
during infancy (birth to age 2 years) in AGA and LGA subjects. LGA large-for-gestational age (birth weight >90th percentile), AGA
appropriate-for-gestational age (birth weight 10th–90th percentiles), Overweight BMI for sex and age >85th percentile, High adiposity PBF
(percent body fat) for age and sex >85th percentile.
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The effects of growth acceleration or deceleration during
early and late infancy
The growth acceleration during late infancy (6-24 months) was
associated with greater increase in BFM, PBF, BMI (crude value or z
score) at age 4 years in LGA children than in AGA children (tests
for interaction, all P < 0.001), while there were no differential
associations for growth acceleration or deceleration during early
infancy (tests for interactions, all P > 0.05) (Appendix Table S1). The
estimated adjusted ORs suggested greater impacts of growth
acceleration during early or later infancy on the risks of
overweight/obesity and high adiposity at age 4 year in LGA
children than in AGA children, but most effect estimates did not
reach statistical significance with wide confidence intervals in the
LGA group (Appendix Table S2). The previous growth trajectory
analysis approach demonstrated a clearer picture of subjects at
risk of obesity/high adiposity in early childhood than the
conventional growth acceleration/deceleration analysis approach.

DISCUSSION
Main findings
This is the first study on the impact of infancy (age 0–2 years)
growth trajectory on PBF and BFM in early childhood in LGA
subjects. Infancy growth trajectories were strongly predictive of
PBF, BFM and BMI at age 4 years, and the prevalence rates of early
childhood obesity or high adiposity rose progressively from low to
mid to high-growth trajectories regardless of LGA or AGA.
However, the high-growth trajectory was associated with greater
increases in adiposity and the risk of overweight/obesity or high
adiposity in early childhood in LGA than AGA subjects. The growth
trajectory analysis approach appears to better capture LGA infants
at risk of obesity/ high adiposity in early childhood than the
conventional deceleration or acceleration vs. normal growth
analysis approach.

Data interpretation
At age 4 years, LGA children were much more likely to be obese
than AGA children, and had higher PBF, BFM, FFM, and BMI than
AGA children. This is in line with previous studies demonstrating a
connection between birth weight and BMI, body fat percentage,
and fat mass in childhood, adolescence, and adults,26–28 and
between LGA and obesity in adulthood.29

Only a few studies have examined how infancy growth
trajectories affect adiposity in early childhood. In a population-
based birth cohort, “persistent weight gain” trajectory (persistently
higher weight than average) was associated with higher BMI at
early childhood (age 4 years), and higher BMI and body fat (by
dual‐energy X‐ray absorptiometry (DXA)) at late childhood (age 7
years).30 In LGA children, those with persistently high weight levels
without catch-down growth during the first 2–3 years of life had
an increased risk of obesity in early childhood (age 4 years)31 or
late childhood (age 7 years).19 Our study is the first to assess
infancy growth trajectory in relation to PBF and BFM in early
childhood (age 4 years) in LGA subjects. PBF and BFM are more
objective measurements of adiposity than BMI. Notably, the high-
growth trajectory was found to be associated with higher PBF and
BFM in both AGA and LGA children at age 4 years, but the
increases in PBF and BFM were to a much greater extent in LGA
children than in AGA children. Consistent with our finding in LGA
children, small-for-gestational age (SGA) children who had a high-
growth trajectory during infancy (the first 2 years of life) tend to
have a higher BMI and an increased risk of overweight/obesity in
early childhood (at age 5 years).16

Accelerated growth in infancy (0–2 years) has been associated
with an increased risk of overweight/obesity from childhood to
adulthood (pooled OR= 3.66) in a meta-analysis.13 Consistent
with our data, accelerated growth during infancy (0–24 months)
has been associated with higher BMI and increased likelihood ofTa

bl
e
4.

R
is
ks

o
f
o
ve
rw

ei
g
h
t
an

d
h
ig
h
ad

ip
o
si
ty

at
ag

e
4
ye
ar
s
in

re
la
ti
o
n
to

in
fa
n
cy

w
ei
g
h
t
g
ro
w
th

tr
aj
ec
to
ri
es

in
LG

A
an

d
A
G
A
ch

ild
re
n
.

In
fa
n
cy

g
ro
w
th

tr
aj
ec
to
ry

Lo
w

g
ro
w
th

(1
)

M
id

g
ro
w
th

(2
)

H
ig
h
g
ro
w
th

(3
)

A
d
ju
st
ed

Pa
O
R
(9
5%

C
I)
a

1
vs
.
2

3
vs
.
2

O
ve

rw
ei
g
h
t/
o
b
es
it
y,
n
(%

)
A
G
A

48
(1
0.
3)

13
5
(1
4.
8)

10
6
(3
5.
7)

0.
00

08
0.
69

(0
.3
5,

1.
36

)
2.
67

(1
.6
0,

4.
44

)

LG
A

6
(9
.5
)

43
(2
9.
5)

29
(5
8.
0)

0.
00

2
0.
30

(0
.0
5,

1.
89

)
4.
30

(1
.1
0,

16
.7
7)

H
ig
h
ad

ip
o
si
ty
,n

(%
)

A
G
A

50
(1
0.
9)

15
7
(1
7.
2)

10
0
(3
3.
7)

0.
00

3
0.
67

(0
.3
8,

1.
18

)
2.
18

(1
.2
8,

3.
71

)

LG
A

6
(9
.7
)

41
(2
8.
1)

22
(4
4.
0)

0.
04

0.
29

(0
.0
5,

1.
86

)
2.
57

(0
.6
5,

10
.1
0)

D
at
a
p
re
se
n
te
d
ar
e
n
(%

)
o
r
th
e
O
R
(o
d
d
s
ra
ti
o
)
w
it
h
95

%
CI

(c
o
n
fi
d
en

ce
in
te
rv
al
)
co

m
p
ar
in
g
th
e
h
ig
h
-
o
r
lo
w
-
to

m
id
-g
ro
w
th

(r
ef
er
en

ce
)
tr
aj
ec
to
ry
.O

ve
rw

ei
g
h
t/
o
b
es
it
y:

B
M
If
o
r
se
x
an

d
ag

e
>
85

th
p
er
ce
n
ti
le
;

H
ig
h
ad

ip
o
si
ty
:p

er
ce
n
t
b
o
d
y
fa
t
fo
r
se
x
an

d
ag

e
>
85

th
p
er
ce
n
ti
le
.T
es
ts

fo
r
in
te
ra
ct
io
n
b
et
w
ee

n
g
ro
w
th

tr
aj
ec
to
ry

an
d
LG

A
/A
G
A
st
at
u
s:
P
<
0.
00

01
fo
r
o
ve
rw

ei
g
h
t/
o
b
es
it
y,
P
=
0.
00

03
fo
r
h
ig
h
ad

ip
o
si
ty
.

LG
A
la
rg
e-
fo
r-
g
es
ta
ti
o
n
al

ag
e
(b
ir
th

w
ei
g
h
t
>
90

th
p
er
ce
n
ti
le
),
A
G
A
ap

p
ro
p
ri
at
e-
fo
r-
g
es
ta
ti
o
n
al

ag
e
(b
ir
th

w
ei
g
h
t
10

th
–
90

th
p
er
ce
n
ti
le
s)
.

a P
va
lu
es

an
d

O
R
s
w
er
e

ad
ju
st
ed

fo
r
m
at
er
n
al

(p
re
-p
re
g
n
an

cy
B
M
I,
ed

u
ca
ti
o
n
,
al
co

h
o
l
in

p
re
g
n
an

cy
,
g
es
ta
ti
o
n
al

d
ia
b
et
es

m
el
lit
u
s)

an
d

in
fa
n
t
(c
es
ar
ea
n

se
ct
io
n
,
se
x,

g
es
ta
ti
o
n
al

ag
e,

b
re
as
t
fe
ed

in
g
)

ch
ar
ac
te
ri
st
ic
s;
o
th
er

co
-v
ar
ia
b
le
s
d
id

n
o
t
af
fe
ct

th
e
co

m
p
ar
is
o
n
s.

P
va
lu
es

an
d
O
R
s
in

b
o
ld
:P

<
0.
05

.

M. Tao et al.

1376

Pediatric Research (2024) 95:1372 – 1378



overweight (OR: 3.1) in early childhood (at age 4) even in children
with normal birth weight (AGA).31 Moreover, we observed a
greater impact of accelerated growth during infancy on adiposity
in early childhood (at age 4) in LGA than AGA children (Table S1),
especially for accelerated growth during late infancy
(6–24 months). Accelerated growth during early infancy (0 to 6
or 12 months) has been linked to greater BMI, fat mass, and
percent body fat in adolescents and young adults.32,33 The impact
on adiposity (BMI, subcutaneous fat) in late childhood (age 6
years) has been reported to be greater for weight z score gains in
late infancy (1–2 years) than in early infancy (0–6 months).15

Similarly, the impact on adiposity (% fat mass) in adolescence (at
age 12 years) has been reported to be greater for accelerated
growth during late infancy (6–18 months, +2.6%) than during
early infancy (0–6 months, +1.4%).34

Our study is the first to report a greater impact of accelerated
growth during late infancy on adiposity (PBF) in early childhood in
LGA than AGA children. An individual-level data meta-analysis of
10 cohorts reported similarly elevated risks of childhood obesity
(OR close to 2) for accelerated growth (one weight z score
increment) during infancy (0–1 year) regardless of birth weight
(low, normal or high).35 We observed in general comparable effect
point estimates for accelerated growth (0.67 weight z score
increment) during early infancy (0–6 months) and late infancy
(6–24 months) in AGA children (OR for overweight/obesity: close
to 1.9), but larger point effect estimates in LGA children (OR for
overweight/obesity: close to 4), suggesting a greater impact in
LGA subjects, but caution is warranted in data interpretation due
to the wide confidence intervals.

Limitations
The study is observational in nature, and reverse causality could
not be ruled out. The study endpoints were adiposity indicators in
early childhood at age 4 years. Further studies are warranted to
understand whether the observed effects of infancy growth
trajectories may persist into late childhood and beyond. All study
subjects were Chinese of Han ethnicity. This would enhance the
power to detect an association with infancy growth trajectory or
pattern due to a homogenous study population, but more studies
in other ethnic populations are warranted to understand the
generalizability of the study findings.

CONCLUSIONS
Infancy growth trajectories affect adiposity in early childhood
regardless of LGA or AGA. Weight high-growth trajectory during
infancy may have a greater impact on adiposity in early childhood
in LGA than AGA children. Weight growth trajectory monitoring in
infants is convenient in clinical settings, and may be a valuable
tool in identifying high-risk children for close follow-ups and
interventions to reduce the risk of obesity.
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