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cantly high in the “high” (1.58, 95% Cl: 1.21-2.06)
and “very high” (2.26, 95% Cl: 1.72—2.97) weight
gain groups. A history of prior spontaneous abor-
tions increased the risk of macrosomia (1.49, 95%
Cl: 1.16—1.92). Pregnancy-induced hypertension
was not related to macrosomia. Maternal diabetes
was a significant factor increasing macrosomia risk
(2.46, 95% Cl: 1.49—-4.05).
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Mutltivariate logistic regression analyses adjusted

for maternal age, parity, prepregnancy weight, and

infant gender, were performed to estimate the risk
of WUGR and macrosomia for the setected significant

factors from Table 5, as presented in Table 6. All .

variables were forced into the model. The ORs for
IUGR in mothers with “very low” and “low” weight
gains were significantly high, compared to the
reference group with “moderate” weight gain, and

the ORs in the “high” and “very high® weight gain

groups were significantly low. The OR for IUGR was
significantly high in mothers with preeclampsia
(7.07, 95% CI: 4.91—10.2) and gestational hyper-
tension (3.25, 95% Cl: 2.55—4.15). The OR for IUGR
was significantly high with maternal smoking (2.08,
95% Ci: 1.80-2.40), but not with drinking.

The ORs for macrosomia in mothers with “high”
and “very high® weight gains were significanttly
high, compared to the reference “moderate”
weight gain group. The OR for macrosomia was
significantly higher in mothers with prior sponta-
neous abortions (1.55, 95% Cl: 1.20-2.00) and
diabetes (2.99, 95% CI: 1.79-5.01). Pregnancy-
induced hypertension was not related to macro-
somia. The OR for macrosomia was significantly low
with maternal smoking (0.51, 95% Cl: 0.31—0.83),
but not with drinking.

4. Discussion

This is the first report on fetal growth and maternal
weight gain, prior obstetric history, and pregnancy
complications using recent multi-centered data in

Japan. Our findings on maternal weight gain and
fetal size were in accordance with prior studies in
predominantly white poputations [12]. The obser-
vations on fetal macrosomia risk and maternal
diabetes or high maternal weight gain was also
consistent with other studies [13—15]). However,
the association between prior spontaneous abor-
tions and macrosomfa in the subsequent pregnancy
was uniquely observed in this study. Spontaneous
abortions may be due to underlying glucose intol-
erance in Asian women, a high-risk population for
diabetes [16]. A study on Asian women in Australia
showed that women with gestational diabetes had
more previous miscarriages/stillbirths compared to
non-diabetic women [17]. Further research is
needed to examine the relationship between a
history of spontaneous abortion and maternal
glucose intolerance.

There are several limitations due to the data
characteristics of the Perinatal Database. First, it
covered only a small proportion of Japanese births
in 2001-2002, and was biased to “high-risk” preg-
nancies. As shown in Table 1, proportions of
multiple gestations (7.5%) and preterm births
(17.5%) were extremely high compared to nationat
data in 2001—2002 which was 2.1% and 5.5% [4],
respectively. Cesarean delivery rate was also quite
high (27.2%), compared to hospital-based reports

ranging from 7% to 10.3% [18,19).

Second, maternal height was not available in our
study, and prepregnancy body size could not be
considered in estimating the adequate range of
weight gain. The referent weight gain range of 9 kg
(50th percentile for 37 weeks) to 13 kg (75th
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percentile for 41 weeks) used in this study, is close
to values recommended for underweight women
(10-12 kg) by JSOG [10]. Mean weight gain in the
current study was 1-2 kg less compared to studies
in the 1970s when LBW prevalence was lowest
[20,21]. Taking into account that more women are
underweight before pregnancy, higher target
weight gains may be needed. Further studies should
be conducted to develop weight gain goals specific
to maternal prepregnancy BMI categories, especial-
ly for underweight women.
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