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BACKGROUND: In-utero hyperglycemia exposure influences later cardiometabolic risk, although few studies include women with
pre-existing type 2 diabetes (T2D) or assess maternal body mass index (BMI) as a potential confounder.
OBJECTIVE: To explore the association of maternal T2D and gestational diabetes mellitus (GDM) with childhood anthropometry,
and the influence of maternal BMI on these associations.
METHODS: The PANDORA cohort comprises women (n= 1138) and children (n= 1163). Women with GDM and T2D were recruited
from a hyperglycemia in pregnancy register, and women with normoglycemia from the community. Wave 1 follow-up included 423
children, aged 1.5–5 years (median follow-up age 2.5 years). Multivariable linear regression assessed associations between maternal
antenatal variables, including BMI and glycemic status, with offspring anthropometry (weight, height, BMI, skinfold thicknesses,
waist, arm and head circumferences).
RESULTS: Greater maternal antenatal BMI was associated with increased anthropometric measures in offspring independent of
maternal glycemic status. After adjustment, including for maternal BMI, children exposed to maternal GDM had lower mean weight
(−0.54 kg, 95% CI: −0.99, −0.11), BMI (−0.55 kg/m2, 95% CI: −0.91, −0.20), head (−0.52 cm, 95% CI: −0.88, −0.16) and mid-upper
arm (−0.32 cm, 95% CI: −0.63, −0.01) circumferences, and greater mean suprailiac skinfold (0.78 mm, 95% CI: 0.13, 1.43), compared
to children exposed to normoglycemia. Adjustment for maternal BMI strengthened the negative association between GDM and
child weight, BMI and circumferences. Children exposed to maternal T2D had smaller mean head circumference (−0.82 cm, 95% CI:
−1.33, −0.31) than children exposed to normoglycemia. Maternal T2D was no longer associated with greater child mean skinfolds
(p= 0.14) or waist circumference (p= 0.18) after adjustment for maternal BMI.
CONCLUSIONS: Children exposed to GDM had greater suprailiac skinfold thickness than unexposed children, despite having lower
mean weight, BMI and mid-upper arm circumference, and both GDM and T2D were associated with smaller mean head
circumference. Future research should assess whether childhood anthropometric differences influence lifetime cardiometabolic and
neurodevelopmental risk.
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INTRODUCTION
Cardiometabolic conditions such as type 2 diabetes (T2D) and
obesity are increasing in prevalence worldwide, particularly in
youth living in socioeconomically vulnerable settings [1, 2]. Youth-

onset T2D and obesity have a higher risk phenotype, pathophy-
siology and complications than later-onset conditions [3, 4]. The
Aboriginal and Torres Strait Islander Australian population, here-
after referred to as First Nations people, have a high prevalence of
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early-onset cardiometabolic conditions [5, 6]. There is a 10-fold
higher prevalence of T2D in pregnancy, as distinct from GDM,
among First Nations women than non-Indigenous Australian
women [7, 8], and the prevalence of youth-onset T2D is arguably
higher than any other population of youth globally in recent years
[9].
In-utero exposures and early growth are associated with

development of later cardiometabolic conditions, such as obesity
and T2D [10]. Children exposed to maternal hyperglycemia in
pregnancy are at significantly higher risk of later T2D, additive to
any risk attributable to adult lifestyle factors [10–15]. There is a
continuum of increased risk for adverse cardiometabolic out-
comes relating to maternal glucose levels in pregnancy [16, 17].
Altered early growth likely influences the metabolic syndrome
pathway, with obesity and T2D both occurring at a younger age
[7]. Transgenerational exposure to maternal diabetes and obesity
is also associated with cardiometabolic conditions occurring
earlier than in preceding generations [18].
Our understanding of the mechanisms by which this increased

cardiometabolic risk occurs, however, is incomplete. Most data
relate to women with GDM, with only small numbers of women
with T2D included in previous studies [19–23]. Children exposed
to T2D in pregnancy likely have greater risk of developing youth-
onset T2D than children exposed to GDM due to the more severe
metabolic changes seen in T2D, as well as early or preconception
hyperglycemia and metabolic abnormalities [24]. Preconception
abnormalities may occur with both GDM and T2D, however [25],
and are associated with epigenetic changes [26]. In addition, few
studies have adequately assessed the effect of maternal obesity
on the association between maternal hyperglycemia and offspring
cardiometabolic risk [19, 20, 27]. Furthermore, few studies
exploring maternal hyperglycemia have detailed anthropometric
data on young children beyond weight and BMI [28–30]. Other
limitations include retrospective study design, reliance on medical
record data, heterogeneous classification of hyperglycemia in
pregnancy, and short duration of follow-up [27, 30].
The Pregnancy and Neonatal Diabetes Outcomes in Remote

Australia (PANDORA) study [8, 31] is a longitudinal cohort of

mothers and children living in the Northern Territory (NT) of
Australia. The cohort is uniquely positioned to address these
evidence gaps as a high proportion of women have T2D and the
influence of maternal BMI on the association between maternal
hyperglycemia and childhood anthropometry can be assessed
prospectively. Data on neonates, previously published by our
group, demonstrated increased adiposity in those exposed to T2D
in pregnancy [32]. PANDORA also includes a high proportion
(59%) of First Nations women and children as participants.
Analysis of childhood anthropometry may assist in identifying
children at high risk for cardiometabolic conditions, facilitating
earlier intervention. This analysis aimed to assess the association
of maternal glycemia in pregnancy with anthropometry in early
childhood (median age 2.5 years), and whether maternal antenatal
BMI is an important confounder of this association.

METHODS
Participants
The PANDORA birth cohort involves 1138 mothers and 1163 children
across the NT, Australia, including First Nations, Europid and other ethnicity
Australian women (Fig. 1). Women aged ≥16 years with and without
hyperglycemia were recruited during pregnancy between November 2011
and February 2017. Women with hyperglycemia (n= 903, either T2D, type
1 diabetes or GDM) were recruited from a diabetes in pregnancy register
via antenatal clinics. Women with normoglycemia were recruited from
antenatal clinics (n= 235). Diagnostic criteria for GDM, the recruitment
process and eligibility criteria have been described previously [8], with
hyperglycemia in pregnancy defined by universal screening during
pregnancy. Women with GDM were diagnosed by either 1999 Australian
Diabetes in Pregnancy [33] or 2013 World Health Organization (WHO) [34]
criteria. The 2013 WHO criteria were used to classify T2D in pregnancy.
A subgroup of cohort women were then invited to participate in the

PANDORA Wave 1 follow-up study. Eligible children for Wave 1 (Fig. 1)
were aged 1.5–5 years and from five groups, classified by maternal
glycemic status and ethnicity. Women with type 1 diabetes (n= 18) and
Europid women with T2D (n= 9) were ineligible for Wave 1 due to small
numbers, noting that T2D is uncommon in pregnant Europid women
across Australia. Women of other ethnicities (non-Europid and non-
Indigenous, n= 219) were also ineligible to permit direct comparison

PANDORA BIRTH COHORT 
1138 mothers, 1163 children 
(16 twin pairs, 13 sibling pairs)

Women with hyperglycaemia in pregnancy 
638 women, 661 children eligible for W1

(13 twin pairs, 10 sibling pairs)

First Nations 
mothers with 

T2D in 
pregnancy 
138 eligible
82 invited

78 participated
(78 children)

Ineligible (n= 278 women, 284 children)
• 5 child deaths before birth
• 1 mother, 5 child deaths before Wave 1 

commencement (ineligible if mother/ child pair not 
intact)

• 1 child severe neurological condition (mother 
included)

• 10 mother/ child pair voluntary withdrawals 
• 11 mother/ child pairs not consented for follow up
• 9 Europid women with T2D (excluded due to small 

numbers)
• 18 women with T1D
• 219 women, 224 children non-Indigenous, non-

Europid

Women without hyperglycaemia in pregnancy 
222 women, 223 children eligible for W1

(1 sibling pair)

First Nations 
mothers with 

GDM
266 eligible
131 invited

111 participated
(114 children)

First Nations 
mothers without 
hyperglycaemia 

in pregnancy 
112 eligible
71 invited

61 participated
(63 children) 

Europid mothers 
without 

hyperglycaemia 
in pregnancy 
110 eligible
75 invited

62 participated
(62 children) 

PANDORA WAVE 1
(416 mothers, 423 children)

Europid mothers 
with GDM 

234 eligible
130 invited

104 participated
(106 children) 

Fig. 1 PANDORA Wave 1 study participants.
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between First Nations and Europid populations. Wave 1 was completed in
December 2018 and involved 416 mothers and 423 children (255 First
Nations and 168 Europid children).

Maternal and neonatal characteristics (pregnancy and birth
assessment)
The following maternal variables were assessed by self-report: ethnicity,
location of residence (urban versus remote), smoking in pregnancy
(yes/no), alcohol use in pregnancy (yes/no) and educational attainment
(completion of 10 years vs <10 years of schooling). Other maternal variables
were obtained from medical records: diabetes diagnosis, BMI (from first
antenatal visit, adjusted for gestation), gestational weight gain (calculated as
the difference between third trimester weight closest to delivery and first
measured weight in pregnancy), maternal height at first antenatal visit, parity
(0, 1+), age at birth, prevalence of anemia on first antenatal bloods, maternal
diabetes treatment modalities and dosage. First Nations women were those
who self-identified as Aboriginal and/or Torres Strait Islander.
Neonatal measures included sex, gestational age at delivery, mode of

delivery, birth measurements and cord blood c-peptide. Child ethnicity
was determined by maternal ethnicity, with 90% of PANDORA neonates
born to a First Nations mother also reporting paternal First Nations
ethnicity. Details regarding assessment of infant feeding practices are
outlined in Supplementary Methods.

Follow-up child anthropometric assessment (age 1.5–5 years)
Data on child growth were collected directly by study personnel.
Anthropometric measures included weight (kg), height (cm), head, mid-
upper arm and waist circumferences (cm), and triceps, suprailiac and
subscapular skinfold thicknesses (mm) (see Supplementary Methods).
Mean interobserver coefficient of variations were comparable to other
studies (Table S3) [28].

Statistical analysis
Statistical analysis was conducted using STATA v15 (Stata Corporation,
College Station, TX, USA). Differences in maternal and child characteristics
by maternal glycemic status (T2D, GDM, normoglycemia) were assessed.
Continuous variables were examined for normal distribution and
compared using two sample Student’s t-test for normally distributed data
and Wilcoxon rank sum test for non-normally distributed data. Pearson’s
chi-squared test was used to compare categorical variables. Characteristics
of those who participated in Wave 1 were also compared to those who
were eligible but did not participate.
Child weight, height, BMI, circumferences and skinfolds were analyzed

as continuous measures, adjusted for age and sex in regression models.
This was to allow comparisons specific to the study population within the
cohort, and acknowledging that growth standards [35] are not available for
all anthropometric outcomes.
Multiple linear regression models were used for continuous outcomes,

results are reported as regression coefficients (ß estimates) with 95%
confidence intervals. Multiple models were considered for all child
anthropometric outcomes, in an additive stepwise approach developed
to assess whether maternal hyperglycemia and BMI were independent
predictors of each child outcome. Covariates included those of the
Hyperglycemia and Adverse Pregnancy Outcomes (HAPO) study [21, 36].
Model 1 included maternal glycemia in pregnancy (T2D/ GDM/

normoglycemia), maternal ethnicity, child age, and sex. Birthweight was
also adjusted for gestational age at birth.
Model 2 was as for Model 1, plus adjustment for maternal variables

where p ≤ 0.2 on univariate analysis. All variables with p ≤ 0.2 on univariate
analysis (Table S2) were included in the multivariable model building
process. Only variables with p ≤ 0.1 on stepwise multivariable analysis were
included in the final model for each outcome. Maternal ethnicity was
included regardless of p-value, acknowledging both that Europid women
with T2D were excluded and that ethnicity likely represents unmeasured
socioeconomic factors. The p ≤ 0.1 was chosen to include variables that may
have an important confounding effect on other exposures, and to explore
variables where, although non-significant, beta coefficient might indicate a
significant effect with a larger sample. Therefore, Model 2 for each child
anthropometric outcome included different covariates (see footnote Fig. 2).
Model 3 was as for Model 2, plus adjustment for maternal BMI at first

antenatal visit, adjusted for gestational age. Additional modeling was also
undertaken, again using an additive stepwise approach, to explore the
association of maternal BMI with child anthropometry (Table S4).

Analyses were also stratified by ethnicity as the study design only
included First Nations women with T2D. Interactions were assessed
between maternal glycemic status and ethnicity, and maternal BMI and
ethnicity by adding into the models glycemic status by ethnicity, and
stratified BMI by ethnicity, as multiplicative terms. A chi-square test for
the difference in deviance between the models with and without
multiplicative terms was used to assess the statistical significance of the
interaction. Collinearity between (i) maternal BMI and height, (ii)
maternal BMI and glycemic status and (iii) ethnicity and location of
residence, was explored using variance inflation factors (VIF) and
correlation coefficients. Sensitivity analyses are detailed in Supplemen-
tary Methods.

Ethics
The study was approved by the Human Research Ethics Committee of the
Northern Territory Department of Health and Menzies School of Health
Research, and the Central Australian Human Research Ethics Committee.
Informed consent was obtained from all women, and from parents/
guardians of all children.

RESULTS
Demographic characteristics
A total of 423 children had anthropometric measures undertaken
and were included in this analysis, at a median age of 2.5 years
(range 1.5–5.5 years). The proportion of women with T2D, GDM
and normoglycemia differed between those who participated in
Wave 1 and those who were eligible but did not participate (Table
S1) as preferential sampling was employed to ensure adequate
numbers of women from each of the baseline hyperglycemia in
pregnancy groups participated. There were no other differences
between those who participated in Wave 1 compared to those
who were eligible but did not participate.
Among First Nations women, 78 had T2D (31%), 111 GDM (44%)

and 61 (24%) normoglycemia in pregnancy (Table 1). Compared to
women with GDM, women with T2D had higher cord blood
c-peptide results, higher insulin and metformin doses in the third
trimester, and were more likely to require a combination of
metformin and insulin during the third trimester. Among Europid
women, 104 had GDM (63%) and 62 (37%) normoglycemia in
pregnancy. Of the 111 First Nations women with GDM, 25 (23%)
had glycemic results consistent with the T2D range outside of
pregnancy, but diagnosed for the first time in pregnancy [34].
First Nations women were younger than Europid women

(Table 1) and more likely to have delivered earlier, smoked
during pregnancy, live remotely, and undertaken 10 years or
less of secondary schooling (all p < 0.001). First Nations and
Europid children showed similar sex distribution (p= 0.60) but
First Nations children were older than Europid children at
follow-up (p= 0.02). Mean age and sex adjusted weight, height,
BMI, and mid upper arm and head circumference were all lower
in First Nations than Europid children (all p < 0.01) at follow-up,
though mean birthweight for gestational age did not differ.
Mean sub-scapular and suprailiac skinfold thickness were
higher in First Nations than Europid children (p < 0.01 and
p= 0.02, respectively). Mean waist circumference, waist-to-
height ratio and triceps skinfold thickness did not vary by
ethnicity.

Association between maternal hyperglycemia in pregnancy
and anthropometry of children
Although child BMI did not differ significantly between the
maternal glycemic groups among First Nations children on
unadjusted comparisons (Table 2), children exposed to T2D in-
utero had greater mean birthweight Z score (p < 0.001), mean
waist circumference (p= 0.03) and mean skin folds (triceps
p= 0.04, suprailiac p= 0.06, sum of skinfolds p= 0.06) compared
to children exposed to normoglycemia in pregnancy. First Nations
children exposed to GDM had similar anthropometry overall to
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children exposed to normoglycemia in-utero, except for greater
mean suprailiac skinfold (p= 0.04).
Among Europid children, mean birthweight Z score did not

significantly differ across glycemic groups, and children exposed

to GDM had lower mean BMI (p= 0.05), smaller mean head
circumference (p= 0.01), smaller mean subscapular skinfold
(p= 0.05) and greater mean suprailiac skinfold (p= 0.06) com-
pared to children exposed to normoglycemia in-utero.

Model excluding maternal BMI
Model including maternal BMI

A    Maternal BMI  

B    Gesta�onal diabetes mellitus

C   Type 2 diabetes in pregnancy

3                   3.5                   4                  4.5                   5

3                   3.5                   4                  4.5                   5

-0.2                                - 0.1                                      0                                           0.1  0.2                                       0.3

Β coefficient (95% CI)

Fig. 2 Multivariable analysis of associations of maternal BMI and maternal glycemic status in pregnancy with child anthropometric
outcomes. a Maternal BMI. b Gestational diabetes mellitus. c Type 2 diabetes in pregnancy.
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Univariate analyses of the associations between potential
maternal and child factors and anthropometric outcomes are
outlined in Table S2.

Multivariable analysis
Multivariable results (Figs. 2 and 3) have not been stratified by
ethnicity as there was no interaction between maternal glycemic
status and ethnicity (p > 0.05 for all anthropometric outcomes). No
collinearity was identified between maternal BMI and height, or
maternal BMI and glycemic status (all VIF < 2). Stepwise regression
modeling indicated that ethnicity and location of residence were
highly correlated with each other (data not shown), thus only
ethnicity was included in Models 2 and 3.
After adjustment for maternal variables other than BMI (Model

2), compared to children exposed to normoglycemia in-utero,
children exposed to maternal T2D had greater mean triceps,
suprailiac, subscapular and sum of skinfolds, and greater mean
waist circumference. Compared to children exposed to normogly-
cemia in-utero, children exposed to maternal GDM had greater
mean suprailiac skinfold thickness. Both GDM and T2D were
associated with smaller mean head circumference.
After adjustment for maternal and child factors, including

maternal antenatal BMI (Model 3), children exposed to maternal
GDM had greater mean suprailiac skinfold thickness (p= 0.007),
but lower mean weight (p= 0.016), BMI (p= 0.01), mid-upper arm
circumference (p= 0.04), and head circumference (p= 0.006) than
children exposed to normoglycemia in-utero. Children exposed to
T2D had smaller mean head circumference (p= 0.007) and greater
mean suprailiac skinfold thickness (p= 0.05). Inclusion of maternal
BMI in modeling strengthened the association between GDM and
mean child weight, BMI and circumferences but attenuated the
association with skinfolds. Associations between T2D and child
anthropometric outcomes were attenuated after adjusting for
maternal BMI. Covariates that remained significant in Models 2
and 3 other than maternal hyperglycemia, BMI and ethnicity
included maternal height, parity, smoking in pregnancy and
maternal age. Models 2 and 3 for each anthropometric outcome
included different covariates (Fig. 2). Multivariable results for all
child anthropometric outcomes are presented in Fig. 2.

Maternal BMI was associated with an increase (beta coefficient
ranging between 0.03 and 0.17) in all child anthropometric
outcomes, independent of maternal glycemic status in pregnancy
or ethnicity (Fig. 2). Maternal BMI was most strongly associated
with waist circumference (beta coefficient 0.11 cm, 95% CI: 0.06,
0.16) and sum of skinfolds (beta coefficient 0.16 mm, 95% CI: 0.07,
0.25). There was minimal change in the association between
maternal BMI and child anthropometric outcomes after adjust-
ment for maternal glycemic status (Table S4). Maternal obesity
and hyperglycemia had an additive effect on waist circumference
and skinfold thicknesses (Fig. 3). This effect was not seen for child
BMI.
For details of sensitivity analyses, see Supplementary Results.

DISCUSSION
This study describes the anthropometry of children living in the
NT, Australia, at a median age of 2.5 years, with 59% being First
Nations children, a population at high risk for early-onset
cardiometabolic conditions, and with high rates of maternal T2D
in pregnancy. The study reports four major findings. Firstly, that
greater maternal BMI is associated with increased anthropometric
measures in offspring independent of maternal glycemic status.
Secondly, that children exposed to GDM had lower mean weight,
BMI and upper arm circumferences, and greater mean suprailiac
skinfold thickness, compared to children exposed to normoglyce-
mia in-utero, after adjustment for maternal factors, including
antenatal BMI, and child age and sex. Thirdly, the influence of
maternal BMI on associations between maternal hyperglycemia
and offspring anthropometry differs between GDM and T2D,
strengthening the inverse association between GDM and mean
child weight, BMI and circumferences but attenuating the direct
associations between T2D and child anthropometry. Fourthly, that
both GDM and T2D in pregnancy are associated with smaller
mean head circumference in early childhood compared to
unexposed children.
Our study indicates that higher maternal BMI is associated

with increased anthropometric measures in early childhood, and
that BMI partially explains the association between maternal
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hyperglycemia and some measures, such as sum of skinfolds
(Fig. 3). Maternal BMI remained an important predictor in the
final multivariable models for all outcomes, independent of
maternal hyperglycemia or ethnicity. The association of maternal
antenatal BMI with offspring anthropometry, as opposed to
maternal hyperglycemia in pregnancy, has been unclear due to
limited previous prospective studies [19, 27].
Children born to mothers with GDM had greater mean

suprailiac skinfold thickness yet lower mean child weight, BMI,
head and mid-upper arm circumferences compared to children of
mothers with normoglycemia, even after adjusting for maternal
BMI. This is a novel finding, in the context of little consensus
regarding the association between maternal hyperglycemia and
growth in early childhood [19, 27]. Some studies have indicated
children exposed to GDM are heavier and have higher mean BMI
than unexposed children [12, 15, 37]. Other data suggest no
association between maternal hyperglycemia and childhood
anthropometry after inclusion of maternal BMI in modeling
[19, 38, 39].
Our study adds to the evidence base with consideration of

maternal BMI, more extensive anthropometric measures, and a
high risk population compared to studies included in previous
meta-analysis [30]. The study suggests possibly reduced postnatal
growth after exposure to GDM, leading to lower mean weight,
BMI, head and mid-upper arm circumferences in early childhood
compared to children exposed to normoglycemia, despite
increased measurements at birth [32]. Adjusting for maternal
BMI appeared to strengthen the association between GDM and
many child anthropometric outcomes, except skinfolds. Greater
mean suprailiac skinfold thickness in children exposed to GDM,
despite lower mean weight, BMI and circumferences, may reflect
altered fat distribution, and have implications for future metabolic
risk [28]. This is consistent with the “thin-fat” phenotype described
in other populations, where there is preferential growth of adipose
tissue compared to fat-free lean mass in children exposed to
hyperglycemia in-utero [40–42], compounded by maternal mal-
nutrition [43]. Children exposed to the double burden of
malnutrition at different points during pregnancy and their
lifecourse, of both nutritional deficiency and dietary excess, are
also known to have increased cardiometabolic risk [44]. We note
that 50% of First Nations mothers with GDM in our study were
treated with metformin, and previous studies have also suggested
maternal metformin therapy may influence childhood anthro-
pometry [28].
The study also demonstrated that associations between T2D in

pregnancy and some anthropometric measures, such as skinfolds
and waist circumference, were attenuated by maternal BMI. This
may relate to the differences in BMI between women with T2D
compared to those with normoglycemia, as well as the sample
size not being calculated for the purpose of comparing differences
in anthropometry between T2D and GDM, and so likely under-
powered to detect significance. However, few women with T2D
have been included in previous studies [15, 19, 45], and the
inclusion of 18% of children in our study born to mothers with
T2D is a unique strength. Cord blood c-peptide results, as a marker
of fuel load on the baby [46], were higher in women with T2D than
women with GDM, suggesting more severe insulin resistance and/
or hyperglycemia [47]. The differences in treatment modalities,
with more women with T2D requiring both metformin and insulin
in the third trimester, and at higher doses, than women with GDM,
also suggests greater severity of hyperglycemia. Children born to
women with T2D may also represent a more heterogenous group
in terms of influences on postnatal growth, with T2D associated
with both small and large for gestational age at birth. There are
likely to be differing associations and causal pathways between
maternal BMI and T2D compared to GDM, including differing
metabolic changes pre-conception. We acknowledge that some
women with GDM may be diagnosed for the first time in

pregnancy but, in fact, have had hyperglycemia, obesity and
dyslipidemia for many years prior to conception [25]. The degree
of hyperglycemia is likely less than in T2D however, contributing
to lack of earlier detection. Classification of women by diagnostic
categories may therefore reflect severity of exposure for offspring,
rather than these exposures being absent prior to diagnosis in
women with GDM, as the metabolic changes are a continuum.
Further work is required to explore these relationships, and
whether maternal BMI is an important determinant of offspring
risk, particularly among women with GDM. Children exposed to
GDM and normal maternal BMI may have a different risk profile
than children exposed to both maternal GDM and obesity [48, 49].
The smaller mean head circumference seen in children exposed

to either T2D or GDM, compared to those unexposed, might
suggest a possible differential in neurological development
[50, 51] requiring further investigation, though the absolute
difference was small. Few studies report on head circumference in
offspring of women with GDM [28, 39], and none on women with
T2D in pregnancy. There is little consensus as to the association
between maternal hyperglycemia and neurocognitive risk of
children [52], though few women with T2D have been included in
previous studies [53]. Head circumference at birth did not vary by
hyperglycemia exposure [32], suggesting possibly differential
postnatal brain growth between children exposed and unexposed
to maternal hyperglycemia.
Our study supports the assessment of anthropometric measures

in children beyond BMI. Figure 3 highlights that impacts and
relationships of maternal phenotypes vary between different child
anthropometric outcomes. We observed an additive effect of
maternal obesity and hyperglycemia on several child anthropo-
metric outcomes (birthweight, skinfold thicknesses and waist
circumference) however a different pattern was observed for child
BMI. These differences may reflect that waist circumference or
skinfolds assess different aspects of body composition than child
BMI, and thus may have greater utility as measures of
cardiometabolic risk.
Of note, First Nations children had greater mean subscapular

and suprailiac skinfold thicknesses compared to Europid children,
despite lower mean weight, height, BMI and mid-upper arm
circumference. This calls into question the utility of BMI in
assessing metabolic risk among First Nations Australian children,
consistent with previous studies [54]. Lower mid-upper arm
circumference, in contrast to greater sub-scapular and suprailiac
skinfolds, suggests that fat is more likely to be stored centrally in
First Nations children, possibly reflecting increased visceral fat.
However, the central fat measures used in this study provide a
combined measure of subcutaneous and visceral fat, and thus
further exploratory work is required [55]. Previous studies have
indicated that childhood skinfold thicknesses and circumferences
can serve as proxy indicators of lipid and insulin dysregulation,
and that differences in fat deposition, as reflected by BMI,
circumferences and fat free mass, can be used to assess
cardiometabolic risk [28, 41, 56]. This may indicate higher
cardiometabolic risk in First Nations children even from early
childhood, consistent with studies from other populations
describing the ‘thin-fat’ phenotype [41, 43].
This prospective observational study has explored the impact of

maternal hyperglycemia on early childhood anthropometry. Our
study is unique, and of relevance to First Nations and transitional
populations internationally [57]. A strength of our study is the high
proportion of women with T2D in pregnancy, allowing exploration
of potentially differential risk between T2D and GDM. Measure-
ment of a variety of anthropometric measures beyond BMI allows
more nuanced exploration of cardiometabolic risk, particularly in
the context of potentially different fat distribution among First
Nations people. The high proportion of First Nations Australians
within the cohort, representing a population at high risk of youth-
onset cardiometabolic conditions, also allows our study to explore
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risk factors, including anthropometry and adiposity, from an
earlier age.
However, our study has some limitations. Firstly, it was not

possible to use dual energy X-ray absorptiometry as a measure of
total or percentage body fat [58], because of the remote location
and young age of participants. Secondly, the use of a single cross-
sectional assessment to assess growth of children is potentially
not reflective of their growth trajectory. Thirdly, we acknowledge
that hyperglycemia is a continuum, with inherent limitations of
analysis by diagnostic categories, though these diagnostic
categories are clinically relevant and reflect current practice. We
were not able to collect data on glucose levels during pregnancy,
though higher cord blood c-peptide results in women with T2D
compared to women with GDM or normoglycemia, suggest more
severe hyperglycemia and/or insulin resistance in T2D. The impact
of treatment of hyperglycemia was also not assessed and may
have influenced outcomes. Fourthly, participants may not
represent the wider NT population due to the voluntary nature
of our study. However, of those on the NT Diabetes in Pregnancy
Register, 54% participated in PANDORA, with no significant
demographic differences when compared to the clinical register
group [8]. Of those eligible and invited, 85% participated in Wave
1, with minimal differences between participants and non-
participants (Table S1). Fifthly, it remains difficult to ascertain
how maternal BMI may influence the associations between T2D
and GDM with child anthropometry as maternal hyperglycemia
likely lies on the causal pathway linking maternal BMI to child
growth outcomes. Sixthly, paternal data has not been included in
analysis but likely impacts on offspring anthropometry. Finally, a
longer duration of follow-up is important to determine associa-
tions between anthropometry and adiposity in early childhood
and later cardiometabolic risk, with risk only becoming apparent
over time.
Our study has important implications for clinical practice. The

observed differences in childhood anthropometry, with greater
mean suprailiac skinfold thickness after exposure to maternal
GDM compared to children exposed to normoglycemia, despite
lower mean weight, BMI, and mid-upper arm circumferences, are
concerning. Exposure to T2D in pregnancy was associated with
greater mean skinfold thicknesses across the range of skinfold
measures, and greater mean waist circumference, before adjust-
ment for maternal BMI at first antenatal visit. These findings
suggest early development of a high-risk “thin-fat” phenotype for
later cardiometabolic conditions, with altered adipose distribution,
possibly representing increased visceral fat. This requires more
investigation, particularly in the context of First Nations Austra-
lians already being at much higher risk for cardiometabolic
conditions [5, 9, 59, 60]. Maternal hyperglycemia may represent an
additional risk factor for these children where early intervention,
pre-pregnancy and in early childhood, could decrease cardiome-
tabolic risk [61, 62]. Maternal BMI and hyperglycemia are both
modifiable risk factors, and improvements may have beneficial
impacts on offspring. Interventions must also address the social
and systemic factors contributing to health inequities, and prevent
intergenerational transmission of cardiometabolic risk.
In conclusion, maternal BMI was associated with anthropometry

of children aged 1.5–5 years independent of maternal glycemia.
Children born to mothers with GDM differed in anthropometric
measures compared to children exposed to normoglycemia, and
inclusion of BMI in modeling strengthened the association with
smaller mean weight, BMI, head and mid-upper arm circumfer-
ences. Children exposed to T2D in pregnancy had greater mean
skinfold thicknesses and waist circumference, and smaller head
circumference, with these associations partly explained by
maternal BMI. Further work is required to establish whether these
changes are correlated with cardiometabolic or neurodevelop-
mental risk. The study highlights the need to develop effective
interventions in childhood to reduce risk, particularly in children

born to mothers with hyperglycemia or obesity in pregnancy. It
also highlights the role of anthropometric assessment beyond BMI
in assessing cardiometabolic risk in children.

DATA AVAILABILITY
The datasets generated during and/or analysed during the current study are available
from the corresponding author on reasonable request.

REFERENCES
1. Lynch JL, Barrientos-Pérez M, Hafez M, Jalaludin MY, Kovarenko M, Rao PV, et al.

Country-specific prevalence and incidence of youth-onset type 2 diabetes: a
narrative literature review. Ann Nutr Metab. 2020;76:289–96.

2. Mayer-Davis EJ, Lawrence JM, Dabelea D, Divers J, Isom S, Dolan L, et al. Incidence
trends of type 1 and type 2 diabetes among youths, 2002–2012. N Engl J Med.
2017;376:1419–29.

3. Magliano DJ, Sacre JW, Harding JL, Gregg EW, Zimmet PZ, Shaw JE. Young-onset
type 2 diabetes mellitus—implications for morbidity and mortality. Nat Rev
Endocrinol. 2020;16:321–31.

4. Viner R, White B, Christie D. Type 2 diabetes in adolescents: a severe phenotype
posingmajor clinical challenges and public health burden. Lancet. 2017;389:2252–60.

5. Haynes A, Kalic R, Cooper M, Hewitt JK, Davis EA. Increasing incidence of type 2
diabetes in Indigenous and non-Indigenous children in Western Australia,
1990–2012. Med J Aust. 2016;204:303.

6. Australian Institute of Health and Welfare. Australia’s health 2020: data insights.
Canberra: AIHW; 2020 23 July 2020. Contract No.: Cat. no. AUS 231.

7. Australian Institute of Health and Welfare. Diabetes in pregnancy 2014–2015.
Canberra: AIHW; 2019.

8. Lee IL, Purbrick B, Barzi F, Brown A, Connors C, Whitbread C, et al. Cohort profile:
the pregnancy and neonatal diabetes outcomes in remote Australia (PANDORA)
study. Int J Epidemiol. 2018;47:1045–6h.

9. Titmuss A, Davis EA, O’Donnell V, Wenitong M, Maple-Brown LJ, Haynes A, et al.
Youth-onset type 2 diabetes among First Nations young people in northern
Australia: a retrospective, cross-sectional study. Lancet Diabetes Endocrinol.
2022;10:11–3.

10. Hales CN, Barker DJ, Clark PM, Cox LJ, Fall C, Osmond C, et al. Fetal and infant
growth and impaired glucose tolerance at age 64. BMJ. 1991;303:1019.

11. Yajnik CS, Fall CH, Vaidya U, Pandit AN, Bavdekar A, Bhat DS, et al. Fetal growth
and glucose and insulin metabolism in four-year-old Indian children. Diabet Med.
1995;12:330–6.

12. Dabelea D, Hanson RL, Lindsay RS, Pettitt DJ, Imperatore G, Gabir MM, et al.
Intrauterine exposure to diabetes conveys risks for type 2 diabetes and obesity: a
study of discordant sibships. Diabetes. 2000;49:2208–11.

13. Lampl M, Jeanty P. Exposure to maternal diabetes is associated with altered fetal
growth patterns: a hypothesis regarding metabolic allocation to growth under
hyperglycaemic-hypoxaemic conditions. Am J Hum Biol. 2004;16:237–63.

14. Dabelea D, Knowler WC, Pettitt DJ. Effect of diabetes in pregnancy on offspring:
follow-up research in the Pima Indians. J Matern Fetal Med. 2000;9:83–8.

15. Silverman BL, Rizzo TA, Cho NH, Metzger BE. Long-term effects of the intrauterine
environment. The Northwestern University Diabetes in Pregnancy Center. Dia-
betes Care. 1998;21:B142–9.

16. Zhu Y, Olsen SF, Mendola P, Yeung EH, Vaag A, Bowers K, et al. Growth and
obesity through the first 7 y of life in association with levels of maternal glycemia
during pregnancy: a prospective cohort study. Am J Clin Nutr. 2016;103:794–800.

17. Hillier TA, Pedula KL, Schmidt MM, Mullen JA, Charles MA, Pettitt DJ. Childhood
obesity and metabolic imprinting: the ongoing effects of maternal hyperglyce-
mia. Diabetes Care. 2007;30:2287–92.

18. Dabelea D, Mayer-Davis EJ, Lamichhane AP, D’Agostino RB Jr, Liese AD, Vehik KS,
et al. Association of intrauterine exposure to maternal diabetes and obesity with
type 2 diabetes in youth: the SEARCH Case-Control Study. Diabetes Care.
2008;31:1422–6.

19. Philipps LH, Santhakumaran S, Gale C, Prior E, Logan KM, Hyde MJ, et al. The
diabetic pregnancy and offspring BMI in childhood: a systematic review and
meta-analysis. Diabetologia. 2011;54:1957–66.

20. Yu Z, Han S, Zhu J, Sun X, Ji C, Guo X. Pre-pregnancy body mass index in relation
to infant birth weight and offspring overweight/obesity: a systematic review and
meta-analysis. PLoS One. 2013;8:e61627.

21. Lowe WL, Lowe LP, Kuang A, Catalano PM, Nodzenski M, Talbot O, et al. Maternal
glucose levels during pregnancy and childhood adiposity in the Hyperglycemia
and Adverse Pregnancy Outcome Follow-up Study. Diabetologia. 2019;62:598–610.

22. Crume TL, Ogden L, Daniels S, Hamman RF, Norris JM, Dabelea D. The impact of
in utero exposure to diabetes on childhood body mass index growth trajectories:
the EPOCH study. J Pediatr. 2011;158:941–6.

A. Titmuss et al.

10

International Journal of Obesity



23. Wang X, Martinez MP, Chow T, Xiang AH. BMI growth trajectory from ages 2 to 6
years and its association with maternal obesity, diabetes during pregnancy,
gestational weight gain, and breastfeeding. Pediatr Obes. 2020;15:e12579.

24. Schaefer-Graf UM, Pawliczak J, Passow D, Hartmann R, Rossi R, Buhrer C, et al.
Birth weight and parental BMI predict overweight in children from mothers with
gestational diabetes. Diabetes Care. 2005;28:1745–50.

25. Gunderson EP, Quesenberry CP Jr, Jacobs DR Jr, Feng J, Lewis CE, Sidney S. Long-
itudinal study of prepregnancy cardiometabolic risk factors and subsequent risk of
gestational diabetes mellitus: the CARDIA study. Am J Epidemiol. 2010;172:1131–43.

26. Chen P, Piaggi P, Traurig M, Bogardus C, Knowler WC, Baier LJ, et al. Differential
methylation of genes in individuals exposed to maternal diabetes in utero.
Diabetologia. 2017;60:645–55.

27. Donovan LE, Cundy T. Does exposure to hyperglycaemia in utero increase the risk
of obesity and diabetes in the offspring? A critical reappraisal. Diabet Med.
2014;32:295–304.

28. Rowan JA, Rush EC, Obolonkin V, Battin M, Wouldes T, Hague WM. Metformin in
gestational diabetes: the offspring follow-up (MiG TOFU): body composition at 2
years of age. Diabetes Care. 2011;34:2279–84.

29. Sidell M, Martinez MP, Chow T, Xiang AH. Types of diabetes during pregnancy
and longitudinal BMI in offspring from birth to age 10 years. Pediatr Obes.
2021;16:e12776.

30. Manerkar K, Harding J, Conlon C, McKinlay C. Maternal gestational diabetes and
infant feeding, nutrition and growth: a systematic review and meta-analysis. Br J
Nutr. 2020;123:1201–15.

31. Maple-Brown L, Lee IL, Longmore D, Barzi F, Connors C, Boyle JA, et al. Pregnancy
and neonatal diabetes outcomes in remote Australia: the PANDORA study-an
observational birth cohort. Int J Epidemiol. 2019;48:307–18.

32. Longmore DK, Barr ELM, Lee IL, Barzi F, Kirkwood M, Whitbread C, et al. Maternal
body mass index, excess gestational weight gain, and diabetes are positively
associated with neonatal adiposity in the Pregnancy and Neonatal Diabetes
Outcomes in Remote Australia (PANDORA) study. Pediatr Obes. 2019;14:e12490.

33. Hoffman L, Nolan C, Wilson JD, Oats JJ, Simmons D. Gestational diabetes mellitus-
management guidelines. The Australasian Diabetes in Pregnancy Society. Med J
Aust. 1998;169:93–7.

34. World Health Organization. Diagnostic criteria and classification of hypergly-
caemia first detected in pregnancy. Geneva: World Health Organization; 2013.

35. WHO Multicentre Growth Reference Study Group. WHO child growth standards:
methods and development. Geneva: World Health Organization; 2006.

36. HAPO Study Cooperative Research Group. Hyperglycemia and adverse preg-
nancy outcome (HAPO) study: associations with neonatal anthropometrics. Dia-
betes. 2009;58:453–9.

37. Nehring I, Chmitorz A, Reulen H, von Kries R, Ensenauer R. Gestational diabetes
predicts the risk of childhood overweight and abdominal circumference inde-
pendent of maternal obesity. Diabet Med. 2013;30:1449–56.

38. Pham MT, Brubaker K, Pruett K, Caughey AB. Risk of childhood obesity in the
toddler offspring of mothers with gestational diabetes. Obstet Gynecol.
2013;121:976–82.

39. Pettitt DJ, McKenna S, McLaughlin C, Patterson CC, Hadden DR, McCance DR.
Maternal glucose at 28 weeks of gestation is not associated with obesity in 2-
year-old offspring: the Belfast Hyperglycemia and Adverse Pregnancy Outcome
(HAPO) family study. Diabetes Care. 2010;33:1219–23.

40. Venkataraman H, Ram U, Craik S, Arungunasekaran A, Seshadri S, Saravanan P.
Increased fetal adiposity prior to diagnosis of gestational diabetes in South
Asians: more evidence for the ‘thin–fat’ baby. Diabetologia. 2017;60:399–405.

41. Wagh R, Bjerregaard-Andersen M, Bandyopadhyay S, Yajnik P, Prasad RB, Otiv S,
et al. Twins in Guinea-Bissau have a ‘thin-fat’ body composition compared to
singletons. J Dev Orig Health Dis. 2022;13:787–93.

42. Yajnik CS, Fall CHD, Coyaji KJ, Hirve SS, Rao S, Barker DJP, et al. Neonatal
anthropometry: the thin–fat Indian baby. The Pune Maternal Nutrition Study. Int J
Obes. 2003;27:173–80.

43. Pandit P, Galande S, Iris F. Maternal malnutrition and anaemia in India: dysre-
gulations leading to the ‘thin-fat’ phenotype in newborns. J Nutr Sci. 2021;10:e91.

44. Wells JC, Sawaya AL, Wibaek R, Mwangome M, Poullas MS, Yajnik CS, et al. The
double burden of malnutrition: aetiological pathways and consequences for
health. Lancet. 2020;395:75–88.

45. Touger L, Looker HC, Krakoff J, Lindsay RS, Cook V, Knowler WC. Early growth in
offspring of diabetic mothers. Diabetes Care. 2005;28:585–9.

46. Dubé MC, Morisset AS, Tchernof A, Weisnagel SJ. Cord blood C-peptide levels
relate to the metabolic profile of women with and without gestational diabetes.
Acta Obstet Gynecol Scand. 2012;91:1469–73.

47. Metzger BE, Persson B, Lowe LP, Dyer AR, Cruickshank JK, Deerochanawong C,
et al. Hyperglycemia and adverse pregnancy outcome study: neonatal glycemia.
Pediatrics. 2010;126:e1545–e52.

48. Catalano PM, Shankar K. Obesity and pregnancy: mechanisms of short term and
long term adverse consequences for mother and child. BMJ. 2017;356:j1.

49. Josefson JL, Catalano PM, Lowe WL, Scholtens DM, Kuang A, Dyer AR, et al. The
joint associations of maternal BMI and glycemia with childhood adiposity. J Clin
Endocrinol Metab. 2020;105:dgaa180.

50. van Dyck LI, Morrow EM. Genetic control of postnatal human brain growth. Curr
Opin Neurol. 2017;30:114–24.

51. Knickmeyer RC, Gouttard S, Kang C, Evans D, Wilber K, Smith JK, et al. A structural
MRI study of human brain development from birth to 2 years. J Neurosci.
2008;28:12176–82.

52. Camprubi Robles M, Campoy C, Garcia Fernandez L, Lopez-Pedrosa JM, Rueda R,
Martin MJ. Maternal diabetes and cognitive performance in the offspring: a
systematic review and meta-analysis. PLoS One. 2015;10:e0142583.

53. Titmuss A, D'Aprano A, Barzi F, Brown ADH, Wood A, Connors C, et al. Hyper-
glycemia in pregnancy and developmental outcomes in children at
18–60 months of age: the PANDORA Wave 1 study. J Dev Orig Health Dis.
2022;13:695–705.

54. Sellers EA, Singh GR, Sayers SM. Large waist but low body mass index: the
metabolic syndrome in Australian Aboriginal children. J Pediatr. 2008;153:222–7.

55. Kelishadi R, Mirmoghtadaee P, Najafi H, Keikha M. Systematic review on the
association of abdominal obesity in children and adolescents with cardio-
metabolic risk factors. J Res Med Sci. 2015;20:294–307.

56. Freedman DS, Serdula MK, Srinivasan SR, Berenson GS. Relation of circumferences
and skinfold thicknesses to lipid and insulin concentrations in children and
adolescents: the Bogalusa Heart Study. Am J Clin Nutr. 1999;69:308–17.

57. Wahi G, Wilson J, Miller R, Anglin R, McDonald S, Morrison K, et al. Aboriginal birth
cohort (ABC): a prospective cohort study of early life determinants of adiposity
and associated risk factors among Aboriginal people in Canada. BMC Public
Health. 2013;13:608.

58. Rush EC, Bristow S, Plank LD, Rowan J. Bioimpedance prediction of fat-free mass
from dual-energy X-ray absorptiometry in a multi-ethnic group of 2-year-old
children. Eur J Clin Nutr. 2013;67:214.

59. Australian Institute of Health and Welfare. The health and welfare of Australia’s
Aboriginal and Torres Strait Islander peoples 2015. Canberra: AIHW; 2015. Con-
tract No.: Cat. no. IHW 147.

60. Valery PC, Moloney A, Cotterill A, Harris M, Sinha AK, Green AC. Prevalence of
obesity and metabolic syndrome in Indigenous Australian youths. Obes Rev.
2009;10:255–61.

61. Woo Baidal JA, Locks LM, Cheng ER, Blake-Lamb TL, Perkins ME, Taveras EM. Risk
factors for childhood obesity in the first 1,000 days: a systematic review. Am J
Prev Med. 2016;50:761–79.

62. Ling J, Robbins LB, Wen F. Interventions to prevent and manage overweight or
obesity in preschool children: a systematic review. Int J Nurs Stud.
2016;53:270–89.

ACKNOWLEDGEMENTS
We gratefully acknowledge all PANDORA Wave 1 study staff and participants, as well
as Diabetes across the Lifecourse: Northern Australia Partnership investigators,
partners, staff, Aboriginal and Torres Strait Islander Advisory Group and Clinical
Reference Group, health professionals from Northern Territory Health hospitals and
remote primary healthcare, Healthy Living NT and Aboriginal Community Controlled
Health Organizations. Partnership investigators in addition to those listed as author
include S Thomas, S Chitturi, S Eades, S Corpus, Z Lu, C Whitbread. We thank
Professor Kerin O’Dea for her significant contributions over many years in the
foundation of this program of work. We thank Elizabeth Death posthumously for her
important work in establishing the PANDORA Wave 1 follow-up study, including
working closely with lead investigators in writing the study protocol, drafting the
ethics application, supervising the research team and collecting data. The views
expressed in this publication are those of the authors and do not reflect the views of
the National Health and Medical Research Council of Australia.

AUTHOR CONTRIBUTIONS
AT undertook the analyses and wrote the manuscript. LJMB and FB supervised all
aspects of the study. AT, FB, ELMB, and LJMB conceived the project. AT and LJMB led
funding applications. LMB led ethics, funding and supervised all study staff and
students of PANDORA Wave 1. AT, AW, VW, JK, and MK conducted data collection. AT,
FB, ELMB, and LJMB designed and interpreted the analyses. AW, CC, JB, EM, JO, HDM,
PZ, ADHB, JS, and MC contributed intellectually to study design, revised the analysis
plan and assisted in interpreting the data. VW and ADHB critically revised the
manuscript from Aboriginal and Torres Strait Islander perspectives. CC and EM
critically revised the manuscript from regional and primary healthcare perspectives.
All authors critically revised the manuscript for important intellectual content and
approved the final manuscript.

A. Titmuss et al.

11

International Journal of Obesity



FUNDING
This work was supported by the National Health and Medical Research Council of
Australia (NHMRC Grant no. 1078333) and the Diabetes Australia Research Program
(#Y16G-TITA). AT was supported by a NHMRC Postgraduate Scholarship (#114760),
RACP NHMRC Woolcock Scholarship and NHMRC Hot North PhD Completion
Scholarship. LJMB was supported by NHMRC Practitioner Fellowship no. 1078477 and
NHMRC Investigator Grant no. 1194698. JAB was supported by NHMRC Career
Development Fellowship. JES was supported by NHMRC Fellowship no. 1079438.
ADHB was supported by a Viertel Senior Medical Research Fellowship and an NHMRC
Senior Research Fellowship no. 1137563. AW was supported by a NHMRC
Postgraduate Scholarship. The funders had no role in study design, data collection
and analysis, decision to publish or preparation of the manuscript. Open Access
funding enabled and organized by CAUL and its Member Institutions.

COMPETING INTERESTS
The authors declare no competing interests.

ADDITIONAL INFORMATION
Supplementary information The online version contains supplementary material
available at https://doi.org/10.1038/s41366-023-01366-6.

Correspondence and requests for materials should be addressed to Angela Titmuss.

Reprints and permission information is available at http://www.nature.com/
reprints

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims
in published maps and institutional affiliations.

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing,

adaptation, distribution and reproduction in anymedium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative
Commons license, and indicate if changes were made. The images or other third party
material in this article are included in the article’s Creative Commons license, unless
indicated otherwise in a credit line to the material. If material is not included in the
article’s Creative Commons license and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly
from the copyright holder. To view a copy of this license, visit http://
creativecommons.org/licenses/by/4.0/.

© The Author(s) 2023

A. Titmuss et al.

12

International Journal of Obesity

https://doi.org/10.1038/s41366-023-01366-6
http://www.nature.com/reprints
http://www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

	Association between maternal hyperglycemia in pregnancy and offspring anthropometry in early childhood: the pandora wave 1 study
	Introduction
	Methods
	Participants
	Maternal and neonatal characteristics (pregnancy and birth assessment)
	Follow-up child anthropometric assessment (age 1.5–5 years)
	Statistical analysis
	Ethics

	Results
	Demographic characteristics
	Association between maternal hyperglycemia in pregnancy and anthropometry of children
	Multivariable analysis

	Discussion
	References
	Acknowledgements
	ACKNOWLEDGMENTS
	Author contributions
	Funding
	Competing interests
	ADDITIONAL INFORMATION




