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Abstract
Background: Dietary patterns during pregnancy may contribute to gestational weight gain (GWG) and birthweight, but there is

limited research studying these associations in racial and ethnic minority groups. The objective of this study was to evaluate asso-
ciations between prenatal dietary patterns and measures of GWG and birthweight in a cohort of culturally diverse Hispanic women
with low incomes.

Methods: Data were analyzed from 500 mother–infant dyads enrolled in the Starting Early Program, a childhood obesity pre-
vention trial. Diet over the previous year was assessed in the third trimester of pregnancy using an interviewer-administered food
frequency questionnaire. Dietary patterns were constructed using the Healthy Eating Index-2015 (HEI-2015) and principal com-
ponents analysis (PCA) and analyzed as tertiles. GWG and birthweight outcomes were abstracted from medical records. Associations
between dietary pattern tertiles and outcomes were assessed by multivariable linear and multinomial logistic regression analyses.

Results: Dietary patterns were not associated with measures of GWG or adequacy for gestational age. Greater adherence to the
HEI-2015 and a PCA-derived dietary pattern characterized by nutrient-dense foods were associated with higher birthweight z-scores
[b: 0.2; 95% confidence interval (CI): 0.04 to 0.4 and b: 0.3; 95% CI: 0.1 to 0.5, respectively], but in sex-specific analyses, these
associations were only evident in male infants (b: 0.4; 95% CI: 0.03 to 0.7 and b: 0.3; 95% CI: 0.03 to 0.6, respectively).

Conclusions: Among a cohort of culturally diverse Hispanic women, adherence to healthy dietary patterns during pregnancy was
modestly positively associated with increased birthweight, with sex-specific associations evident only in male infants.

Keywords: birthweight; dietary patterns; gestational weight gain; Hispanic Americans; pregnancy

Introduction

S
uboptimal gestational weight gain (GWG) and infant
birthweight are early life risk factors associated with
childhood obesity.1,2 Dietary intake before and dur-

ing pregnancy is a modifiable means of improving GWG
and birthweight and may be an important target for child-
hood obesity prevention,3 particularly in Hispanic families

with low incomes who experience high rates of obesity.4

However, research examining associations between die-
tary patterns and weight-related pregnancy outcomes in
this population is limited.5,6

Studies use a priori and a posteriori methods to under-
stand how prenatal diet is related to weight-related preg-
nancy outcomes,7,8 but the best approach to assess dietary
patterns in culturally diverse populations is uncertain.
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A priori methods use indices that are based on evidence-
based associations between diet and health.9 The indices
are scored by the presence or absence of specific dietary
components, and the total score describes alignment to di-
etary recommendations. However, a priori measures do
not capture different dimensions of food consumption
patterns that may be important to assess in culturally di-
verse populations. A posteriori methods use available
dietary data to derive population-specific dietary pat-
terns without assumptions of their contribution to health.10

As a posteriori methods generate more than one dietary
pattern, these exploratory methods may identify heteroge-
neity in food consumption patterns of culturally diverse
populations.11

In a previous study from our group, prenatal diet quality
of Hispanic women, measured using the Healthy Eating
Index-2015 (HEI-2015, an a priori approach), was strongly
correlated with country of birth.12 These findings suggest
that dietary patterns of this population are unique to cul-
tural preferences and warrant investigation using a poste-
riori methods. Understanding how prenatal dietary intake
aligns with evidence-based recommendations while also
capturing culturally specific dietary patterns may be imp-
ortant when evaluating associations with weight-related
pregnancy outcomes.

In this study, we evaluated associations of prenatal die-
tary intake, using the HEI-2015 (a priori) and principal
components analysis (PCA, a posteriori), with measures of
GWG and birthweight among a culturally diverse cohort
of pregnant Hispanic women with low incomes. Given
the sexual dimorphic response to the maternal environ-
ment,13,14 we examined sex-specific differences in birth-
weight. We hypothesized that we would identify culturally
specific a posteriori dietary patterns and that greater
adherence to healthy dietary patterns would be associated
with optimal weight-related pregnancy outcomes.

Materials and Methods

Study Population
Data were obtained from women enrolled in the Starting

Early Program (StEP) Trial, a randomized controlled trial
of a primary care-based child obesity prevention program
beginning in pregnancy and continuing until the child
reaches 3 years,15 from 2012 to 2014. At baseline (28–32
weeks of gestation), pregnant women were recruited by
trained bilingual research assistants from prenatal clinics
affiliated with an urban hospital in New York City. Eligible
participants self-reported their ethnicity as Hispanic/
Latina, were ‡18 years of age with a singleton uncompli-
cated pregnancy, spoke fluent English or Spanish, and
planned to continue prenatal and pediatric care at the study
site. This secondary analysis includes women with plau-
sible energy intakes during pregnancy (600–6000 kcal/
day)16 and measurements for GWG and birthweight.

Women who delivered after 34 weeks of gestation were
randomized to either intervention or standard care. The

standard care group received prenatal primary care visits,
and the intervention group received prenatal primary care
visits plus one individual breastfeeding support counseling
session before delivery. Due to the timing and content, this
individual session was not expected to influence weight-
related pregnancy outcomes. Bellevue Hospital Center,
New York City Health+Hospitals, and the Institutional
Review Board of New York University Grossman School
of Medicine approved this study (Clinicaltrials.gov Iden-
tifier: NCT01541761).

Dietary Assessment and Creation of Dietary Patterns
At baseline, research assistants administered the Block

Food Frequency Questionnaire (FFQ) 2005 bilingual ver-
sion, which queries usual dietary intake (frequency of
intake and portion size) of 118 food items during the
previous year. Food items are based on national dietary
recall data and those relevant to Hispanic populations.17

The Block FFQ has been validated in pregnant women
to measure intakes in the previous trimester.18 FFQs were
analyzed by NutritionQuest using the USDA Food and
Nutrient Database for Dietary Studies, version 1.0.19

A priori method: HEI-2015. The HEI-2015, a validated
diet quality index that assesses alignment to the 2015–2020
Dietary Guidelines for Americans,20,21 was used as an
a priori method. The HEI-2015 uses least-restrictive stan-
dards to score nine adequacy components (higher score
indicates higher intake: total fruits, whole fruits, total veg-
etables, greens and beans, whole grains, dairy, total pro-
tein, seafood and plant protein, and fatty acids) and four
moderation components (higher score indicates lower
intake: refined grains, sodium, saturated fat, and added
sugars). The total score is out of 100, with a higher score
indicating better alignment with guidelines. Using My
Pyramid Equivalents Database food groups from the Block
FFQ, total scores were calculated following the HEI-2015
Statistical Analysis Software code.22

A posteriori method: PCA. PCA was utilized as an
a posteriori method.10 The components derived by PCA
represent different dietary patterns, and the loadings on
each component describe how the original food group
variables correlate with the component. To prepare dietary
variables for PCA, the frequency of intake was adjusted
into eight weekly (times per week) categories: 0 (never, a
few times a year), 0.25 (once per month), 0.5 (2–3 times
per month), 1, 2, 3.5 (3–4 times per week), 5.5 (5–6 times
per week), and 7 (every day). We assumed that women
who had one (n = 49) or two (n = 4) missing food items did
not consume those items, and the frequency of intake was
replaced as 0. Food items were specified by type when
available (e.g., whole milk, reduced fat). Daily intake of each
food item was calculated as weekly frequency of intake
multiplied by the quantity consumed, divided by 7 days.

Food items were aggregated into 31 food groups based
on nutrient content similarity, theorized relationship with
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weight-related outcomes, and foods traditional to Hispanic
cuisine (Supplementary Table S1). Food groups were
standardized to account for the differing number of food
items aggregated into each food group. A scree plot (Sup-
plementary Fig. S1) and the interpretability of components
were used to determine the number of components to select.
Orthogonal varimax rotation was performed to enhance
the interpretability of selected components and food group
loadings. A food group loading of ‡0.25 (absolute value) was
considered a strong loading, and components were labeled
based on the loadings. A component score was calculated
for each participant, with a higher score indicating that the
pattern was more likely to be present in the diet.

Pregnancy Outcomes

Gestational weight gain. Prepregnancy weight (defined
as first measured weight at £12 weeks of gestation) and
height were abstracted from medical records. If the first
measured weight was taken at >12 weeks of gestation, self-
reported prepregnancy weight was used (n = 102, 20.4%).
Prepregnancy BMI (kg/m2) was calculated using prepreg-
nancy weight and height. GWG was calculated by sub-
tracting prepregnancy weight from weight at delivery
(abstracted from medical records). GWG was examined
as a continuous variable (kilograms, kg) and categorized
according to the 2009 Institute of Medicine guidelines
based on women’s prepregnancy BMI status23: inadequate,
adequate, or excessive.

Birthweight. Infant birthweight, gestational age, and sex
were abstracted from medical records and used to calcu-
late birthweight z-score based on Fenton growth curves.24

Birthweight z-score was examined continuously and cate-
gorically as adequacy for gestational age24: small for ges-
tational age (SGA; birthweight z-score £10th percentile),
adequate for gestational age (AGA; 10th–90th percentiles),
or large for gestational age (LGA; ‡90th percentile).

Covariates
Sociodemographic, cultural, and lifestyle variables

were collected at baseline, including maternal age, marital
status, employment, parity, highest level of education
completed, and country of birth. Physical activity ques-
tions were modified from the 2011 Behavioral Risk Factor
Surveillance System.25

Statistical Analyses
Statistical analyses were performed using Stata Version

16.1 (StataCorp LLC, College Station, TX),26 and sta-
tistical significance was set at p £ 0.05. A priori and
a posteriori dietary pattern scores were categorized into
tertiles based on score distribution. Associations between
dietary pattern tertiles and maternal and dietary charac-
teristics were assessed using one-way analysis of variance
(ANOVA) tests and chi-squared analyses.

Bivariate relationships between a priori and a posteriori
dietary pattern tertiles and measures of GWG and birth-
weight z-score were examined using one-way ANOVAs
and chi-squared analyses. Multivariable linear regression
estimated associations between a priori and a posteriori
dietary pattern tertiles and GWG and birthweight z-score.
Birthweight z-score was analyzed overall and strati-
fied by infant sex. Multinomial logistic regression models
estimated associations between dietary patterns and GWG
adequacy and adequacy for gestational age, with the lowest
dietary pattern tertile as the reference. All models were
adjusted for maternal age, parity, marital status, education,
prepregnancy BMI, physical activity, and total energy.
Sensitivity analyses were conducted excluding women
with underweight prepregnancy BMI (n = 7) or who deliv-
ered preterm (<37 weeks of gestation, n = 15), and there
were no differences in statistical significance, direction, or
magnitude of regression results (Supplementary Tables S2
and S3). Analyses with the full analytic sample are
presented.

Results
Of the 541 women who completed the Block FFQ, 500

(92.4%) had plausible energy intakes and GWG and birth-
weight measurements.

Dietary Patterns
The mean total HEI-2015 score was 69.0 – 9.4. Two

distinct a posteriori dietary patterns were identified
(Table 1) and explained 32.5% of the variation in food
items consumed. The Western pattern was characterized
by high positive loadings for cakes, pies, and cookies, pro-
cessed meat, American mixed dishes, candy, salty snacks,
and sweetened beverages. The Fruits and Vegetables
pattern was characterized by high positive loadings for
nonstarchy vegetables, starchy vegetables, beans and peas,
meat and vegetable soups, and whole fresh fruit.

Maternal and Dietary Characteristics
Mean maternal age was 28 – 6 years and mean prepreg-

nancy BMI was 27.5 – 5.5 kg/m2 (Table 2). Around one-
third of women had less than high school education, were
not married, and were nulliparous, and almost 20% of
women reported no physical activity. Most women were
not employed and born outside of the United States, with
nearly half of women born in Mexico and one-third born in
other Latin American countries.

Greater adherence to the HEI-2015 a priori pattern
and the Fruits and Vegetables a posteriori pattern was
associated with being older and born outside the United
States, while greater adherence to the Western a posteriori
pattern was associated with being younger and US born.
Greater adherence to the HEI-2015 a priori pattern and the
Fruits and Vegetables a posteriori pattern was also asso-
ciated with greater fiber intake, a greater percentage of
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energy from protein, and a lower percentage of energy
from added sugars, while greater adherence to the Western
a posteriori pattern was associated with lower fiber intake,
a greater percentage of energy from added sugars and
saturated fat, and a lower percentage of energy from
protein.

Associations With Weight-Related
Pregnancy Outcomes

Mean GWG was 9.9 – 5.4 kg; 37.6% of women had inad-
equate GWG and 27.0% had excessive GWG (Table 3).
Mean birthweight z-score was -0.02 – 0.9. Most infants
were born AGA, with 7.0% and 7.4% born SGA or LGA,
respectively. In adjusted models, there were no associa-
tions between a priori or a posteriori dietary patterns and
GWG (Table 4). Women with the greatest adherence to
the HEI-2015 a priori pattern and Fruits and Vegetables
a posteriori pattern had infants with higher birthweight
z-scores than women in the lowest tertile, but in sex-
specific analyses, these associations were only evident in
male infants (Table 5). In analyses of HEI-2015 individ-
ual component scores and birthweight z-score, total veg-
etables, greens and beans, and whole grains explained this
association (Supplementary Table S4).

Discussion
Among Hispanic women with low incomes, adherence

to healthy prenatal dietary patterns, HEI-2015 a priori
pattern and Fruits and Vegetables a posteriori pattern was
modestly positively associated with higher birthweight
z-score, specifically in male infants. A priori and a poste-
riori dietary patterns were not associated with GWG or
adequacy for gestational age. A posteriori patterns were
related to country of birth; being born outside the United
States was associated with lower adherence to the Western
pattern and higher adherence to the Fruits and Vegetables
pattern.

Despite suboptimal diet quality reflected by the HEI-
2015, the mean HEI score was higher than what has
been reported from a US national sample of pregnant
women.27 Other research using a priori methods found
that non-White women have similar or higher prenatal
diet quality than White women, which may be related
to cultural factors that influence diet.28,29 Studies using
a posteriori methods to analyze population-specific diet
in pregnancy generally reported healthy patterns, charac-
terized by nutrient-dense foods, and unhealthy patterns,
characterized by foods high in saturated fats and sugars.7,8

Similar dietary patterns were identified in our study and
were associated with country of birth, which agrees with
research showing that Hispanic adults born outside the
United States had greater adherence to traditional dietary
patterns high in fruits, vegetables, and fiber,30 while those
born in the United States were more likely to adopt a
Western dietary pattern.31

Table 1. Dietary Patterns Derived
from Principal Component Analysis
and Corresponding Coefficients
in the Starting Early Trial,
2012–2014

Food groups Western
Fruits and
vegetables

Nonstarchy vegetables -0.10 0.40

Avocado and guacamole 0.02 0.18

Starchy vegetables 0.05 0.30

Beans and peas -0.03 0.34

Meat/vegetable soups -0.03 0.35

Nuts 0.01 0.22

Whole fresh fruit -0.04 0.35

Fruit/vegetable juice and
canned fruit

0.17 0.11

Breads 0.23 0.03

Rice and rice dishes 0.17 0.04

Cereals 0.04 0.21

Biscuits, muffins, and breakfast
grains

0.23 0.05

Cakes, pies, and cookies 0.32 -0.03

Pasta dishes 0.16 0.15

Red meats 0.24 0.13

Organ meats 0.08 0.15

Poultry and eggs 0.15 0.14

Seafood 0.01 0.23

Processed meats 0.31 -0.05

Tortillas and tortilla dishes 0.04 0.04

American dishes 0.33 -0.03

Plant substitutes -0.01 0.07

Whole milk 0.15 -0.04

Reduced fat milk -0.15 0.20

Cheese 0.09 0.11

Sweetened dairy 0.20 0.12

Bars and dieting products 0.11 0.13

Candy 0.31 -0.10

Unsweetened beverages 0.09 0.01

Sweetened beverages 0.29 -0.09

Salty snacks 0.32 -0.04

Explained variance, % 23.6 8.9

Cumulative variance explained, % — 32.5

Text in bold depicts food groups that have a coefficient ‡0.25 and

characterize the dietary pattern.
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Table 2. Maternal and Dietary Characteristics of the Starting Early Cohort by Tertiles
of Principal Component Analysis-Derived and Healthy Eating Index-2015 Adherence Scores,
Starting Early Trial, 2012–2014 (N 5 500)

Overall

PCA-derived scores

HEI-2015aWesterna,b Fruits and Vegetablesa,c

T1 T3 T1 T3 T1 T3

n 167 166 167 166 167 166

Score — -1.8 – 0.4 1.9 – 1.5 -1.8 – 0.5 2.2 – 1.7 58.4 – 4.9 79.2 – 4.5

Maternal characteristics

Age, years 28 – 6 30 – 6 27 – 5*** 27 – 6 29 – 6* 27 – 6 30 – 6***

Education

Less than high school 168 (33.6) 67 (40.1) 49 (29.5) 70 (41.9) 47 (28.3)* 53 (31.7) 52 (31.3)

High school or greater 332 (66.4) 100 (59.9) 117 (70.5) 97 (58.1) 119 (71.7) 114 (68.3) 114 (68.7)

Employed 124 (24.8) 33 (19.8) 44 (26.5) 44 (26.3) 37 (22.3) 39 (23.4) 40 (24.1)

Marital status

Single/separated/divorced 142 (28.4) 45 (27.0) 58 (34.9) 48 (28.7) 37 (22.3) 49 (29.3) 45 (27.1)

Legally/living as married 358 (71.6) 122 (73.1) 108 (65.1) 119 (71.3) 129 (77.7) 118 (70.7) 121 (72.9)

Country of birth

United States 99 (19.8) 18 (10.8) 53 (31.9)*** 42 (25.2) 21 (12.7)* 57 (34.1) 18 (10.8)***

Mexico 236 (47.2) 86 (51.5) 58 (34.9) 79 (47.3) 85 (51.2) 77 (46.1) 71 (42.8)

Other Latin American countries 165 (33.0) 63 (37.7) 55 (33.1) 46 (27.5) 60 (36.1) 33 (19.8) 77 (46.4)

Prepregnancy BMI, kg/m2 27.5 – 5.5 27.6 – 4.8 26.9 – 5.7 27.9 – 5.4 27.4 – 5.8 27.2 – 5.5 27.9 – 5.2

Physical activity

None 96 (19.2) 30 (18.0) 40 (24.1) 39 (23.4) 27 (16.3) 44 (26.4) 17 (10.2)***

Yes 404 (80.8) 137 (82.0) 126 (75.9) 128 (76.7) 139 (83.7) 123 (73.7) 149 (89.8)

Nulliparous 185 (37.0) 56 (33.5) 68 (41.0) 65 (38.9) 59 (35.5) 64 (38.3) 66 (39.8)

Male infant 242 (48.4) 89 (53.3) 82 (49.4) 81 (48.5) 81 (48.8) 83 (49.7) 82 (49.4)

Dietary characteristics

Daily total energy, kcal/day 2193 – 973 1361 – 389 3195 – 894*** 1606 – 632 2935 – 1014*** 2527 – 1069 1933 – 761***

Carbohydrates, % energy 50.2 – 6.1 50.9 – 6.5 49.5 – 6.0 51.2 – 6.4 49.5 – 5.6* 48.9 – 6.6 51.3 – 6.0***

Fiber, g/1000 kcal 10.2 – 3.1 11.7 – 3.7 8.7 – 2.3*** 9.5 – 3.5 11.0 – 2.8*** 8.7 – 3.1 11.8 – 2.9***

Added sugars, % energy 8.8 – 4.1 7.2 – 3.8 10.4 – 4.1*** 10.3 – 5.2 8.0 – 3.3*** 10.3 – 4.9 7.1 – 2.7***

Protein, % energy 16.6 – 3.0 17.1 – 3.5 16.3 – 2.9* 15.1 – 2.5 18.0 – 2.8*** 16.0 – 2.8 17.6 – 3.3***

Total fat, % energy 34.8 – 4.8 34.1 – 5.6 35.3 – 4.2 35.4 – 5.1 34.2 – 4.4 36.2 – 4.6 33.2 – 4.8***

Saturated fat, % energy 10.5 – 1.8 9.8 – 1.8 11.1 – 1.6*** 10.6 – 1.9 10.4 – 1.6 11.6 – 1.8 9.4 – 1.5***

Monounsaturated fat, % energy 13.5 – 2.5 13.4 – 3.0 13.5 – 1.9 13.8 – 2.7 13.3 – 2.0 13.8 – 2.2 13.4 – 2.9

Polyunsaturated fat, % energy 8.0 – 2.0 8.3 – 2.5 7.8 – 1.5* 8.2 – 2.5 7.8 – 1.7 7.8 – 1.7 7.9 – 2.0

Values represent mean – SD or n (%).
aHigher score indicates greater adherence to dietary pattern.
bWestern includes high positive loadings for cakes, pies, and cookies, American mixed dishes, candy, salty snacks, sweetened beverages,

and processed meat.
cFruits and vegetables includes high positive loadings for nonstarchy vegetables, whole fresh fruit, meat and vegetable soups, beans and peas,

and starchy vegetables.

*p < 0.05; ***p < 0.0001 ( p-values were derived using one-way ANOVA for continuous variables and chi-squared test for categorical variables,

comparing all three tertiles).

ANOVA, analysis of variance; HEI-2015, Healthy Eating Index-2015; PCA, principal component analysis; SD, standard deviation; T1, tertile

1 (lowest); T3, tertile 3 (highest).
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Although some food groups that were created to
represent traditional Hispanic cuisine did not load
strongly on either dietary pattern (e.g., rice dishes, tor-
tilla dishes), the Fruits and Vegetables pattern included
several foods common in Hispanic cuisine, including
nonstarchy and starchy vegetables, whole fruits, beans
and peas, and meat and vegetable soups (e.g., menudo,
posole). In urban settings, such as that of the current
study, Hispanic adults born outside the United States
may reside in neighborhoods that provide greater access

to culturally preferred whole foods,32 which may pre-
serve nutrient-dense dietary patterns.

Associations between prenatal dietary patterns and
GWG are mixed. A systematic review and meta-analysis
including studies with a priori and a posteriori methods
found that high adherence to healthy dietary patterns was
weakly associated with greater GWG, but there was no
association between unhealthy dietary patterns and GWG.7

In the current study, dietary patterns were not asso-
ciated with GWG. However, mean GWG was lower in

Table 4. Associations of Maternal Dietary Patterns With Measures of Gestational Weight
Gain and Birthweight, Starting Early Trial, 2012–2014

Measures of GWG

PCA-derived scores

HEI-2015 total scoreWestern Fruits and vegetables

b (95% CI)a b (95% CI)a b (95% CI)a

GWG, kgb T1 Ref. Ref. Ref.

T2 0.7 (-0.6 to 1.9) -0.4 (-1.5 to 0.8) -0.6 (-1.7 to 0.5)

T3 1.3 (-0.5 to 3.0) 0.1 (-1.5 to 1.3) -0.6 (-1.8 to 0.6)

OR (95% CI)a OR (95% CI)a OR (95% CI)a

GWG adequacyb

Inadequate weight gain T1 Ref. Ref. Ref.

T2 0.7 (0.4 to 1.3) 1.1 (0.6 to 1.8) 1.1 (0.7 to 1.9)

T3 0.8 (0.4 to 1.8) 1.1 (0.6 to 2.1) 1.0 (0.6 to 1.8)

Excessive weight gain T1 Ref. Ref. Ref.

T2 0.9 (0.5 to 1.6) 1.1 (0.6 to 1.9) 0.8 (0.5 to 1.5)

T3 1.2 (0.5 to 3.0) 1.1 (0.5 to 2.2) 0.9 (0.5 to 1.6)

Birthweight measures b (95% CI)a b (95% CI)a b (95% CI)a

Birthweight z-scorec T1 Ref. Ref. Ref.

T2 0.005 (-0.2 to 0.2) 0.1 (-0.1 to 0.3) 0.1 (-0.1 to 0.3)

T3 0.03 (-0.3 to 0.3) 0.3 (0.1 to 0.5)* 0.2 (0.04 to 0.4)*

OR (95% CI)a OR (95% CI)a OR (95% CI)a

Adequacy for gestational agec

SGA T1 Ref. Ref. Ref.

T2 0.7 (0.3 to 1.8) 0.8 (0.3 to 1.8) 0.8 (0.3 to 1.8)

T3 0.6 (0.1 to 2.4) 0.4 (0.1 to 1.2) 0.6 (0.3 to 1.6)

LGA T1 Ref. Ref. Ref.

T2 1.2 (0.5 to 3.0) 0.6 (0.2 to 1.8) 1.3 (0.6 to 3.3)

T3 0.5 (0.1 to 2.1) 2.3 (0.9 to 6.2) 1.1 (0.4 to 2.7)

aAll models are adjusted for maternal age (years), parity, marital status, education, prepregnancy BMI (kg/m2), physical activity, and total energy

(kilocalories).
bN = 500.
cN = 498; calculated from infant birthweight, gestational age, and sex based on Fenton growth curves.

*p < 0.05.

CI, confidence interval; Ref., reference group.
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our sample,33 with higher rates of inadequate GWG and
lower rates of excessive GWG, than national averages and
other US Hispanic cohorts,33,34 which may have limited
our ability to detect an association. Although factors con-
tributing to lower GWG are unclear, women were from
households with lower incomes,35 lived in an urban envi-
ronment where walking and public transit are common,
and may have experienced other social, cultural, environ-
mental, and financial factors that influenced GWG.35

Two meta-analyses concluded that healthy dietary pat-
terns were associated with higher birthweight, while asso-
ciations for unhealthy dietary patterns were mixed.7,8

Healthy dietary patterns may increase the supply of nutri-
ents needed for optimal fetal growth,36 which is suppor-
ted by our findings that total vegetables, dark greens and
beans, and whole grains explained the relationship between
the HEI pattern and birthweight z-score. Greater adherence
to healthy patterns was also characterized by high intakes of
protein, which has been positively associated with fat-free
mass in children.37 A previous study found that the HEI-
2015 score was inversely associated with infant fat mass
at 6 months,38 suggesting that higher birthweight may be
attributed to gains in fat-free mass, rather than adiposity.39

However, the relationship between the Fruits and Ve-
getables pattern and birthweight z-score may partly reflect
an association with total intake, as greater adherence to the
Fruits and Vegetables pattern was associated with higher
energy intake. The associations between dietary patterns
and birthweight z-score were only evident in male infants.
Differences in fetal growth by infant sex are documented,
with research showing that males are heavier than females
and may have more efficient placentas,40–42 but sex-specific
associations between dietary patterns and birthweight are
inconsistent or not investigated in other studies.43,44

Strengths of this study include the use of a priori and
a posteriori methods to examine associations between pre-
natal dietary intake and perinatal outcomes. The a priori

method measured alignment to evidence-based dietary
guidelines,45 while the a posteriori method revealed cohort-
specific food consumption patterns. This study also had lim-
itations. A single FFQ was used to assess diet, which relied on
the memory of usual food intake over the past year, and may
not reflect dietary changes made during pregnancy. The HEI
was not constructed for pregnancy and may not adequ-
ately account for dietary components that contribute to
weight-related pregnancy outcomes. Although a posteriori
dietary components were created using frequencies and quan-
tities from the FFQ, scores were not calculated based on
energy density; thus, despite adjusting models for energy in-
take, higher a posteriori scores may partly reflect total intake.

For women without a measured weight at £12 weeks of
gestation, we used self-report to capture prepregnancy
weight. We also used self-report to measure physical
activity, which limited our ability to determine meaningful
categories of physical activity or calculate intensity.
Finally, our cohort of pregnant Hispanic women with low
incomes, in an urban environment, and with lower GWG
than other US Hispanic cohorts may not be generalizable to
other Hispanic populations.

Conclusions
Among pregnant Hispanic women with low incomes,

those born outside the United States had a greater adher-
ence to healthy dietary patterns. There were no associa-
tions between dietary patterns and measures of GWG or
adequacy for gestational age. Greater adherence to healthy
dietary patterns was modestly associated with increased
birthweight z-score, with sex-specific associations evident
only in male infants. These findings are consistent with
previous studies in diverse populations, suggesting that
healthy prenatal dietary patterns are positively associated
with fetal growth. Future studies with larger sample sizes
are needed to further investigate associations with

Table 5. Associations of Maternal Dietary Patterns With Birthweight z-Score by Infant Sex,
Starting Early Trial, 2012–2014

PCA-derived scores

HEI-2015 total scoreWestern Fruits and vegetables

Male Female Male Female Male Female

b (95% CI)a b (95% CI)a b (95% CI)a b (95% CI)a b (95% CI)a b (95% CI)a

Birthweight
z-scoreb

T1 Ref. Ref. Ref. Ref. Ref. Ref.

T2 0.07 (-0.3 to 0.3) -0.05 (-0.3 to 0.2) 0.03 (-0.3 to 0.3) 0.1 (-0.1 to 0.4) 0.2 (-0.09 to 0.5) 0.1 (-0.2 to 0.3)

T3 -0.02 (-0.5 to 0.4) 0.1 (-0.3 to 0.5) 0.4 (0.03 to 0.7)* 0.2 (-0.1 to 0.5) 0.3 (0.03 to 0.6)* 0.1 (-0.1 to 0.4)

aAll models are adjusted for maternal age (years), parity, marital status, education, prepregnancy BMI (kg/m2), physical activity, and total energy

(kilocalories).
bN = 498; calculated from infant birthweight, gestational age and sex based on Fenton growth curves.

*p < 0.05.
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clinically relevant birth outcomes, such as adequacy for
gestational age.

Impact Statement
Among a cohort of culturally diverse Hispanic women,

adherence to healthy dietary patterns during pregnancy
was modestly associated with increased birthweight, with
sex-specific associations evident only in male infants.
These findings contribute to the growing literature that
suggests that healthy prenatal dietary patterns are posi-
tively associated with fetal growth.
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