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Summary

 Background—Infant adiposity better predicts childhood obesity/metabolic risk than weight, 

but technical challenges fuel controversy over the accuracy of adiposity estimates.

 Objective—We prospectively measured adiposity(%fat) in term newborns(NB) at 2wk (n=41) 

and 1yr (n=30).

 Methods—% fat was measured by dual X-ray absorptiometry(DXA), PEAPOD, and 

skinfolds(SF). DXAs were analyzed using Hologic Apex software 3.2(DXAv1) and a new version 

5.5.2(DXAv2).

 Results—NB %fat by DXAv2 was 55% higher than DXAv1 (14.2%vs9.1%), 45% higher than 

SF (9.8%), and 36% higher than PEAPOD (10.4%). Among NB, Pearson correlations were 0.73–

0.89, but agreement (Intraclass correlations) poor between DXAv2 and DXAv1 (0.527), SF 

(0.354), and PEAPOD (0.618). At 1yr, %fat by DXAv2 was 51% higher than DXAv1 

(33.6%vs22.4%), and twice as high compared to SF (14.6%). Agreement was poor between 
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DXAv2 and DXAv1 (0.204), and SF (0.038). The absolute increase in %fat from 2wk to 1yr was 

19.7% (DXAv2), 13.6% (DXAv1) and only 4.8% by SF.

 Conclusion—Analysis of the same DXA scans using new software yielded considerably 

higher adiposity estimates at birth and 1 year compared to the previous version. Using different 

modalities to assess body composition longitudinally is problematic. Standardization is gravely 

needed to determine how early life exposures affect childhood obesity/metabolic risk.
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 Introduction

Adiposity at birth and during the first two years of life is increasingly recognized as an 

important predictor of childhood obesity and future metabolic syndrome1–3. In the U.S, 27% 

of children enter kindergarten already obese or overweight4. Increased adiposity at birth is 

more common in infants born to obese mothers as is their risk of childhood obesity.56, 7. It is 

clear that birth weight (BW) alone corrected for gestational age or ponderal index (mass/

height3), although useful for large populations, are inadequate estimates for determining fat 

mass (FM) relative to fat-free mass (FFM) in infants2, 8, 9. Furthermore, although 

anthropometric measures of relative fat mass (%fat) using skinfolds (SF) suffer from limited 

reproducibility and precision in infants and children10, 11, they are the most common 

estimate utilized in large populations due to their low cost and widespread availability. 

While adiposity at birth has predictive power for development of future metabolic disease, 

infants triple their FM during the first year of life, suggesting that developmental changes in 

adiposity have important implications for the origins of pediatric obesity and metabolic 

diseases1, 2. In fact, our group recently demonstrated that newborns of obese mothers with 

gestational diabetes mellitus (GDM) also have increased intrahepatic fat at birth measured 

by nuclear magnetic resonance (NMR) spectroscopy, potentially setting the stage for 

childhood non-alcoholic fatty liver disease12.

A reference method for assessing body composition is the 4-compartment model which 

measures total body mass (scale weight), total body water (TBW, by deuterium dilution), 

bone mineral content (BMC, by dual x-ray absorptiometry [DXA]), and total body 

potassium (TBK, by 40K counts). The 4-compartmental method may be the most accurate 

for measuring body composition during early infancy and childhood because of 

compositional changes in FFM (e.g., decreasing TBW, increasing bone mineral content) 

throughout development. Normative data in infants from birth to 2 years (n=76) have been 

developed using this model13, but the technique is difficult and time consuming for larger 

clinical trials. Thus, the use of DXA alone has been an attractive alternative for assessing 

body composition in infants because, in addition to BMC, it measures FM and non-bone 

FFM. Crucial for its use in longer-term follow-up, DXA demonstrates an excellent safety 

profile with negligible radiation exposure. However, concerns remain about its accuracy in 

infancy due to changes during chemical maturation of the body as BMC increases and TBW 

decreases11, 14, 15, and it requires the infant to lie still. Due its simplicity, there has been 
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increasing and widespread use of air displacement plethysmography (ADP). ADP does not 

require a still infant, takes <5 minutes to perform, and emits no ionizing radiation. Infant 

ADP (PEAPOD) measures only body volume and calculates the %fat using assumed 

densities of FM and FFM. It cannot accommodate infants >10kg (≤8 kg without pediatric 

tray) and therefore cannot be used much beyond 6 months of age. There also appear to be 

substantial differences between %fat and FFM when measured by PEAPOD compared to 

DXA (Lunar v11-30.062) at 6 months15.

Although the technology to scan infants using DXA has advanced over the last 20 years, 

many of the systems validated against direct carcass analysis that were used to create 

reference data are no longer in production. Furthermore, there are currently three different 

DXA manufacturers (Hologic, GE Lunar, and Norland), each with multiple models and a 

wide variety of software versions, making it nearly impossible to compare an individual’s 

data to reference data. While differences among scanners are well known, differences within 

an instrument but using different analysis software versions are less studied. One study in 

young children and adolescents (>1yr of age and <40kg) found significant differences in FM 

measured on a Hologic (Discovery model) when analyzed by two different software versions 

(v12.1 vs. v11.2); infants <1yr of age were not studied14.

In 2014, Hologic released new Infant Whole Body analysis software (Apex v5.5.2), thought 

to be a significant improvement from its previous version (Apex v3.2) due to substantial 

changes to the analysis algorithm. The algorithm was designed to be used on Discovery A, 

Discovery W, Hologic A, and Hologic W whole body scanners. Here we report %fat in 

newborns (NB; n=41) and at 1yr follow-up (n=31) as measured by DXA, skinfolds (SF) and 

PEAPOD (n=28, NB only) as part of a prospective study examining the metabolic influences 

of the intrauterine environment on infant adiposity. Analysis of DXA scans using the new 

infant software (DXAv2) were compared to analysis with the previous software version 

(DXAv1), as well as to SF and PEAPOD. This new software has not been validated using a 

4 compartment model or carcass analysis and to our knowledge, this is the first report 

utilizing this new infant ApexV5.5.2 Hologic software (DXAv2) with simultaneous 

comparisons to the previous version, PEAPOD and SF at 2wk and 1yr.

 Methods

 Subject Characteristics

Pregnant women (ages of 18–35yr) were enrolled as part of an NIH-funded prospective 

study (R01 DK078645) exploring intrauterine and postnatal metabolic determinants of 

growth. Twenty-five women were normal weight (BMI 20–26 kg/m2) and 16 were obese 

(BMI 30–38 kg/m2); 4 of the obese were diagnosed with GDM. Women with medical 

conditions that could increase the risk of growth restriction or preterm birth were excluded. 

Only term infants (≥ 37 weeks) were included. The Colorado Multiple Institutional Review 

Board (COMIRB) approved the body composition studies
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 Dual energy x-ray absorptiometry (DXA)

From 2008–2014, 41 term newborns underwent DXA scanning at Children’s Hospital 

Colorado Department of Radiology at a mean age of ~2wk on the same instrument using the 

QDR Discovery fan beam densitometer (Hologic Delphi-W, Hologic Inc, Waltham, MA). Of 

these, 30 infants also underwent a repeat scan on the same instrument during a 1yr follow-up 

visit. Calibration of the DXA instrument included daily measurements of a spine phantom, 

weekly air scans, and tissue bar scans at least once monthly. The DXA scan takes <5 

minutes with a radiation dose 1000 times less than the FDA limit for exposure. After a short 

feeding to facilitate infant sleep, the freshly diapered neonate was bundled in a thin blanket 

and placed on the scanning bed. At 1yr, gentle swaddling was used to maintain 

immobilization. Preparation and positioning of the infants were done by the same 

experienced investigator throughout the study (MR). All NB and 1yr scans were analyzed 

using QDR infant software (Apex version 3.2) and were analyzed again with the release of 

the newest software (Apex version 5.5.2). The regions for analysis are automated so that 

both software packages analyze identical regions.

 Air-Displacement Plethysmography (ADP)

On the same day as the DXA visit, body fat was measured by ADP in 28 newborns using 

PEAPOD™ (Cosmed Inc, Concord, CA), all performed by a single experienced investigator 

(RMR) at Children’s Hospital Colorado. All infants were calm and/or asleep and in the same 

fed status as with the DXA since the measures were performed sequentially on the same 

morning.

 Anthropometrics

Infant weight and length were measured in tandem at 2wk and at 1yr. Triceps and 

subscapular skinfolds (Lange calipers, Beta Technology, Inc., St Albans, U.K., resolution 

0.2mm) were measured in triplicate by the same experienced investigator (MR). The sum of 

the skinfold (SF) measurements and sex of the child were used to estimate percentage body 

fat according to the Slaughter equation (Males: %fat = 1.21 (tricep + subscapular - 0.008 

(tricep + subscapular)2 – 1.7 // Females: %fat = 1.33 (tricep + subscapular - 0.013 (tricep + 

subscapular)2 – 2.5)16. All measures (DXA, PEAPOD, and SF) were performed sequentially 

on the same morning under identical conditions.

 Statistics

The agreement between %fat measured by the two DXA infant software versions, PEAPOD 

and SF measures were examined using Bland-Altman analysis, Pearson correlations, and 

intra-class correlations (ICC). Independent group t-tests were used to examine differences in 

%fat between the two DXA infant software versions, PEAPOD and SF measures. In the 30 

infants who completed a 1yr follow-up visit, %fat changes (delta 2wk to 1yr) were 

calculated and compared. The alpha level was set at p<0.05 and all statistical analyses were 

performed in SPSS (v22.0, IBM Corporation). Data are presented as mean±SD unless 

otherwise specified.
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 Results

 Subject characteristics

Forty one mothers and their term infants (18 girls/23 boys) were studied at 2wk of life (15±2 

days) and again at 1yr (53±3 weeks; Table 1). Ninety-four percent breast-fed and the 

majority of women (83%) were still breastfeeding at 6 months.

 Newborn body composition

In newborns, FM was 65% higher when the same DXA scans were analyzed using the newer 

software version 5.5.2 (DXAv2) compared with version 3.2 (DXAv1)(551 vs 333g) (Table 

2). The mean DXA %fat by DXAv2 was 55% higher compared to analysis by DXAv1, 45% 

higher compared to SF, and 36% higher compared to PEAPOD (all p<0.01). When analyzed 

by DXAv1, %fat was 15% lower than SF and 25% lower than PEAPOD (all p<0.05). 

Although Pearson correlations were fairly strong among methods of assessing %fat, the 

ICCs indicated poor agreement (range 0.35–0.65; Table 3). Moreover, Bland-Altman 

analyses revealed increasing bias in newborn data between methods with increasing 

adiposity when comparing DXAv2 with: DXAv1 (Figure 1A), SF (Figure 1C), and 

PEAPOD (Figure 1E). Likewise, there was increasing bias between methods with increasing 

adiposity when %fat was assessed by DXAv1 compared to PEAPOD, but this did not reach 

statistical significance (Figure 1G).

 One year body composition

In infants at 1yr, FM by DXA was 51% higher when the same DXA scans were analyzed 

using the newer software v5.5.2 (DXAv2) compared with v3.2 (DXAv1) (Table 2). Mean 

%fat when analyzed by software v5.5.2 (DXA2) was 51% higher (33.6% vs 22.4%) 

compared to analysis by v3.2 (DXAv1) and more than twice as high compared to SF 

estimates (14.6%; all p<0.01). DXA %fat when analyzed by the earlier DXAv1 was 53% 

higher than SF (p<0.01). Furthermore, correlations between both DXA versions and SF at 

1yr were modest and the ICCs were poor (range 0.04–0.20), indicating little agreement 

between methods (Table 3). As observed in the newborns, Bland-Altman analyses revealed 

increasing bias between methods as adiposity increased when comparing DXAv2 with 

DXAv1 (Figure 1B) and SF (Figure 1D) among 1yr infants. Assessment of %fat by DXAv1 

was consistently higher than %fat by SF, but the bias between methods was not related to 

increasing infant adiposity (Figure 1H).

 One year changes in body composition

The change over 1yr was 49% higher for FM when DXA scans were analyzed using the 

newer software v5.5.2 (DXAv2) compared with v3.2 (DXAv1) (Table 2). Change in DXA 

%fat was 45% higher when analyzed by DXAv2 compared to DXAv1, and more than 4 

times higher compared to SF (all p<0.01). Bland-Altman analysis revealed bias between 

methods, with increasing adiposity when comparing the 1yr changes calculated from 

DXAv2 with DXAv1 (Figure 1F).
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 Discussion

This is the first prospective study to compare the newest infant Hologic software (Apex 

v5.5.2) to the previous version (Apexv3.2) with simultaneous measures (PEAPOD, 

skinfolds) at 2wk and repeated measures of DXA and skinfolds at 1yr. The compelling 

findings are that the newer DXA software version (DXAv2), designed to improve air 

background detection and discriminate soft bone from fat mass, demonstrated a 50–55% 

increase in %fat at 2wk and 1yr compared to the previous version. Furthermore, the increase 

in %fat from 2wk to 1yr was 13.6% using the earlier DXA software version compared to 

19.7% in the later re-analysis. Both versions supported a ~2.4 fold increase in %fat from 

2wk to 1yr (9.1 to 22.4% with DXAv1 vs. 14.2 to 33.6% with DXAv2). Many studies only 

report correlations between modalities, and although the two DXA software versions are 

highly correlated at 2wk and 1yr (Pearson r=0.89), the ICC and the Bland-Altman analyses 

revealed poor agreement between analyses. The ICC was modest between DXAv1 and 

DXAv2 at 2wk (0.527) and was poor at 1yr (0.204). Moreover, the Bland-Altman analyses 

demonstrated bias with DXA2 compared to DXA1 that worsened with increasing adiposity 

(Figure 1).

DXA directly measures the attenuation of X-rays through tissue and unlike PEAPOD, it can 

provide global and regional estimates for bone, fat, and lean tissue. The validity of DXA in 

human infants was mainly based on direct carcass analysis of piglets11. Some have 

suggested that DXA underestimates bone mass and overestimates fat mass in infants17. In 

addition, differences in manufacturers, hardware, phantoms, acquisition and analysis 

techniques, and software algorithms may affect body composition estimates with 

proportionally greater errors in smaller sizes11, 14. A re-analysis of pediatric scans in 

children 1.7–17.2 years was reported in 2008 using a newer DXA software version (Hologic 

Discovery V12.1) compared to a previous version (V11.2). Interestingly, the body 

composition values for younger, smaller subjects were most affected, girls more than boys, 

with an upward change in % body fat up to 7.2% in girls weighing 8–12 kg and 6.5% in 

boys14. The authors comment that children <40 kg were most affected and 14% of the girls 

and 10% of the boys would have been reclassified from “normal” %BF to “at risk of 

obesity.” Infant phantom studies should be interpreted with caution due to difficulty in 

constructing phantoms which accurately simulate the x-ray attenuation characteristics of fat, 

lean, and bone tissues in vivo. Nevertheless, infant phantoms designed for quality control 

and cross-calibration have revealed significant differences among DXA instruments. 

Because lean tissue is the largest compartment of body weight in an infant phantom, any 

inter-instrument variability in lean mass measurement will cause disproportionally greater 

variability in fat measurement18. Body mass in human infants and adults is also dominated 

by lean constituents and therefore errors in lean mass measurement have proportionately 

greater effects on %fat results.

Fat-free mass changes significantly during the chemical maturation of the body from early 

infancy to adulthood due to decreases in total body water and increases in bone mineral 

density. Both Hologic analysis software versions assume a lean mass hydration of 80% 

(versus 72.3% in adults) which partially compensates for the higher body water found in 

neonates. This is necessary because water appears slightly fatty to the x-rays with an 
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apparent fat content of ~8.6% on a scale where the leanest soft tissue is 0% and pure fat is 

100%. In addition, both analysis algorithms must exclude bone pixels from the body 

composition analysis because DXA cannot resolve more than two materials simultaneously 

(i.e., bone, lean and fat). As a result the composition of bone points is estimated from nearby 

non-bone containing pixels. In a typical adult DXA scan, approximately 40–45% of pixels 

contain all three constituents and in infants the proportion is even higher. Hologic made 

further changes to include improved air background detection, rejection of thin artifacts (e.g. 

blankets) from the air background, and the rejection of super-lean bone pixels from the soft 

tissue background. The enhancements in air background determination are significant 

because DXA measures fat and lean mass as attenuation above “air background” (i.e. the 

zero point above which fat and lean mass are measured). Artificially high air background 

values may reduce the apparent soft tissue mass and therefore affect the proportion of fat and 

lean measured. Super-lean bone points are pixels that do not meet the minimum threshold 

requirements for bone but may contain a small amount of bone mineral. Partially 

mineralized collagen matrix, common in neonates and at the growth plates of long bones, 

appears super-lean. These pixels must be excluded from soft tissue analysis because bone 

appears about 600% lean on the fat and lean scale described above. Even the inclusion of a 

small number of super-lean pixels may bias soft tissue determinations toward increasingly 

lean results. In summary, the new algorithms used for analyzing DXA scans were intended 

to more effectively deal with potential measurement biases, particularly problematic in a 

growing infant, but have yet to be validated.

ADP (PEAPOD) is a potential alternative to DXA9, 19, 20 and measures total body volume 

by detecting air pressure differences between the test chamber holding the infant and a 

reference chamber with controlled air pressures. Body density is computed from body mass 

and volume using known fat and FFM age- and sex-specific density coefficients to estimate 

total body FM, FFM and %fat. The largest reliability study was conducted on 36 infants and 

demonstrated a within-day coefficient of variation (CV) for %fat of 4.9%21. Validation 

studies using bovine phantoms suggest the %CV increases as bovine fat decreases (18% CV 

for the <10% fat)22. The impact of crying has not been clearly established for ADP and the 

largest tray limits infant weight to <10 kg, which is what was used for this study. In our 

study, the %fat by PEAPOD was intermediate (10.4%) between DXAv1 (8.3%) and DXAv2 

(13.8%) at 2wk, with modest agreement (ICC r=0.62) to both DXA versions. Our data in 

2wk infants comparing PEAPOD with Hologic DXA are consistent with those described in 

6 month infants comparing PEAPOD with Lunar DXA, although better agreement was 

reported (ICC r=0.925)15. No newborn and 1yr data were obtained.

Skinfolds are a frequently used due to lower cost and convenience and usually performed by 

a combination of sites, most commonly biceps, triceps, subscapular, suprailiac and 

quadriceps thicknesses. Equations including that by Slaughter to estimate %fat from SF are 

based on the theoretical assumption that subcutaneous fat is a uniform layer enveloping the 

trunk and limbs, each having a measurable length and circumference16. However, total body 

fat is likely underestimated due to exclusion of fat in the intra-abdominal region or within 

the FFM compartment. Reproducibility is also low, particularly when more than one person 

performs the measures. Furthermore, %fat by SF was weakly correlated with estimates by 

isotope dilution or magnetic resonance and may be only marginally better than simply 
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measuring weight and length11. When compared to DXA (Hologic QDR 1500, software 

v5.67), %fat by SF at birth and 4 months estimated by 5 different equations, including 

Slaughter, has been reported to be 10–23% lower, with more systematic error as %fat 

increases23. Correlations were not tight enough to allow individual predictions of FM from 

SF measures; ICCs were not reported. Although the Slaughter equation has been used in 

large cohorts including infants23, 24, it was originally validated in prepubescent children so 

its accuracy in infants remains unclear. Consistent with these findings, our gender-specific 

estimates of %fat by SF correlated reasonably with PEAPOD, DXAv1, and DXAv2 at 2 

weeks (0.69–0.74) but only modestly agreed using ICC with DXA and PEAPOD (ICC 0.35–

0.65) despite being performed by one investigator. Moreover, SF markedly underestimated 

%fat at 1yr. Even more striking was the lower estimate of the %fat change from 2wk to 1yr 

using SF compared to DXAv2 (4.8% vs. 19.7%). Bland-Altman analyses showed a 

pronounced bias of %fat by SF compared to DXA2.

One limitation of our study was that PEAPOD was not available at our institution until ~2 

years into the study, so two-thirds of the NBs had this measure (28/41). For the SF estimates 

of adiposity, we measured tricep and subscapular SF thicknesses using the Slaughter 

equation16. It is possible that additional SF measures and a different equation could improve 

the agreement between DXA and ADP. Although our infants born to normal weight and 

obese women provided a wide range of infant adiposity, we do not know if our results are 

generalizable to preterm/growth-restricted infants or other ethnicities.

The implications of our findings are concerning. Birth weight and childhood BMI percentile 

are thought to be poorer predictors of childhood obesity and metabolic syndrome compared 

to fat mass8. Studies attempting to discern the developmental determinants in in-utero and 

postnatal life that predict risk for later childhood metabolic disease often rely on estimates of 

adiposity at birth and during the first two years of life2, 25, 26. This study raises numerous 

questions, including: 1) whether previous estimates of %fat at birth and at 1yr have been 

underestimated; 2) whether the newer DXA software version overestimates %fat; and 3) 

whether DXA or PEAPOD can be considered accurate measures of %fat. New DXA 

software versions should be validated against a 4-compartment model or carcass analysis 

before conclusions about accuracy can be made. These data also strongly suggest that 

although our skinfold %fat estimates were correlated at birth, they markedly underestimated 

adiposity at 1yr. Skinfold %fat estimates in infants may require serial validation with DXA 

or PEAPOD frequently over time. Our findings underscore challenges in using different 

modalities to assess body composition or to define norms of FM and FFM in infants. 

Furthermore, they underscore the necessity of utilizing the same method longitudinally to 

determine changes in body composition. The data also clearly show that to advance our 

understanding of how early life exposures affect obesity and metabolic risk, improvement in 

the accuracy and standardization of technologies to measure infant body composition are 

greatly needed.
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What is already known about this subject

• Adiposity at birth and throughout the first 2 yrs of life is an important 

predictor of childhood obesity and metabolic syndrome.

• DXA and PEAPOD are often used to estimate infant adiposity and 

longitudinal fat mass increases but there is no consensus over the best 

measure; PEAPOD cannot be used in infants weighing >10 kg.

• Different DXA scanners and infant software packages are utilized across 

studies and agreement between DXA and PEAPOD measures has been 

investigated in a limited manner.

What this study adds

• This is the first study to directly compare the new DXA Hologic infant 

software (DXAv2) to the previous version (DXAv1) at both 2 weeks of age 

and 1 year. Percent fat estimates are ~50% higher at both time points using 

the newer version.

• Compared to PEAPOD and skinfolds, the new Hologic software, which 

utilizes a new analysis algorithm, results in significantly higher newborn 

%fat estimates, poor agreement between methods, and bias with increasing 

adiposity.

• This study raises questions as to the accuracy of the newer compared to the 

older software and underscores the problems using different methodologies 

and software programs longitudinally to estimate fat mass development.
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Figure 1. 
Bland-Altman plots of the agreement between %fat: 1) analyzed by DXAv2 compared to 

DXAv1 in newborns (panel A) and 1 year old infants (panels B); 2) analyzed by DXAv2 

compared to SF in newborns (panel C) and 1 year old infants (panel D); 3) analyzed by 

DXAv2 compared to PEAPOD in newborns (panel E); 4) changes over 1 year measured by 

DXAv1 compared to DXAv2 (panel F); 5) analyzed by DXAv1 compared to PEAPOD 

(panel G); and 6) analyzed by DXAv1 compared to SF in 1 year old infants (panel H). 
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Reference lines are mean differences (solid) ± 2 standard deviations (dashed) between 

methods.
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Table 1

Maternal and offspring characteristics at birth and at 1yr

Newborns
(n=41)

1Yr
(n=30)

Maternal characteristics

  Age (yrs) 30±3

  Pre-pregnancy BMI (kg/m2) 26±5

  Gestational weight gain (kg) 14.1±5.6

  Gestational age at delivery (wks) 39.6±1.2

  Girls/Boys 18/23 17/13

  Weight (g) 3318±430 9586±1048

  Length (cm) 52.8±1.9 73.5±3.6

  Ponderal index 2.42±0.19

  Birth weight >4000g (%) 10%

  Breast feeding (%) 94% 21%

mean±SD;

BMI=body mass index
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Table 2

Body composition by assessment method and time period

DXAv1 DXAv2 Skinfolds† PEAPOD†

Newborn (n=41)

  Mass (g) 3903±550 3907±550

  FM (g) 369±195* 572±273

  FFM (g) 3534±412* 3335±371

  %fat 9.1±3.8* 14.2±5.5 9.8±2.4*

  BMC (g) 73±12 74±13

Newborn with PEAPOD (n=28)

  Mass (g) 3870±482 3876±482

  FM (g) 333±152 551±251 379±171*

  FFM (g) 3538±369 3325±322 3175±343*

  %fat 8.3±3.1* 13.8±5.2 9.8±2.4* 10.4±4.0*

1 years old (n=30)

  Mass (g) 9586±1048 9590±1048

  FM (g) 2141±400* 3221±649

  FFM (g) 7445±903* 6369±938

  %fat 22.4±3.4* 33.6±5.7 14.6±2.7*

  BMC (g) 209±28 210±29

1Yr Delta

  FM (g) 1795±398 2667±617

  FFM (g) 3906±734* 3034±750

  %fat 13.6±4.0* 19.7±6.0 4.8±2.5*

*
p<0.05 different from DXAv2; mean±SD; Delta (change from 2wk to 1yr); BMC=bone mineral content; FFM=fat-free mass; FM=fat mass.

†
PeaPod FM and FFM are es8mated from Mass (scale weight) and %fat
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Table 3

Intra-class (and Pearson) correlations between assessment methods in newborns (NB) and 1 year old infants 

(1Yr)

%fat DXAv2 %fat SF %fat PEAPOD

%fat DXAv1-NB 0.527 (0.889) 0.622 (0.694) 0.620 (0.740)

%fat DXAv2-NB ----- 0.354 (0.734) 0.618 (0.812)

%fat SF-NB ----- ----- 0.654 (0.745)

%fat DXAv1-1Yr 0.204 (0.888) 0.109 (0.495) -----

%fat DXAv2-1Yr ----- 0.038 (0.500) -----
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