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STRESZCZENIE W JĘZYKU POLSKIM 
 

I. WYKAZ STOSOWANYCH SKRÓTÓW 
 

BIA  (ang. bioelectrical impedance analysis), analiza impedancji bioelektrycznej 

BMI  (ang. body mass index), wskaźnik masy ciała 

CT   (ang. computed tomography), tomografia komputerowa 

L  (ang. lumbar), lędźwiowy 

MR  (ang. magnetic resonance), rezonans magnetyczny 

MSD  MedStream Designer 

pMRI   parametric MRI 

PSMA (ang. paraspinal muscle area), powierzchnia mięśni przykręgosłupowych 

SAT  (ang. subcutaneous adipose tissue), tkanka tłuszczowa podskórna 

tMFI  (ang. total macroscopic fat infiltrations), całkowita powierzchnia 

makroskopowych infiltracji tkanki tłuszczowej w obrębie mięśni 

przykręgosłupowych  

tPMA   (ang. total psoas muscle area), całkowita powierzchnia mięśni lędźwiowych 

większych 

tPSMA  (ang. total paraspinal muscle area), całkowita powierzchnia mięśni 

przykręgosłupowych  

VAT  (ang. visceral adipose tissue), tkanka tłuszczowa wisceralna 

WtHR  (ang. waist to height ratio), stosunek obwodu talii do wysokości ciała 
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II. WPROWADZENIE 
 

Nadwaga i otyłość w populacji pediatrycznej są definiowane jako wartość BMI 

odpowiednio powyżej 85-go i 95-go percentyla względem norm właściwych dla wieku i płci 

zawartych w siatkach centylowych.1 Stanowią one niezależny czynnik ryzyka rozwoju chorób 

sercowo-naczyniowych, cukrzycy, depresji oraz chorób nowotworowych w wieku 

dorosłym.2,3 Sarkopenia u dzieci jest nowym pojęciem powiązanym z niedostateczną ilością 

tkanki mięśniowej względem wieku. Udowodniono, że sarkopenia wpływa na częstość 

występowania powikłań pooperacyjnych oraz komplikacji związanych z leczeniem 

przeciwnowotworowym.4–7 W związku z powyższym wczesne wykrycie zaburzeń składu ciała 

jest niezbędne dla zapewnienia prawidłowego rozwoju dzieci, szczególnie w przypadku 

współistnienia chorób przewlekłych i nowotworowych.8,9 Obecnie analiza składu ciała oraz 

dystrybucji tkanki tłuszczowej staje się istotnym elementem oceny stanu pacjenta w ramach 

opieki specjalistycznej. Podstawowymi narzędziami wykorzystywanymi w praktyce klinicznej 

są pomiary antropometryczne służące m.in. do określenia parametrów takich jak BMI czy 

WtHR. Metody te charakteryzują się jednak dużym błędem pomiaru i zaniżają rzeczywistą 

częstość występowania otyłości u dzieci.10–12 W dużych ośrodkach klinicznych skład ciała 

coraz częściej oceniany jest na podstawie pomiaru impedancji tkanek. BIA opiera się na 

założeniu stałości składu chemicznego beztłuszczowej masy ciała i w populacji osób 

zdrowych pozwala na uzyskanie dokładniejszych wyników niż przy użyciu pomiarów 

antropometrycznych.13,14 Jednakże interwencje chirurgiczne oraz stany patologiczne, takie 

jak wodobrzusze czy organomegalia, wpływają negatywnie na precyzję pomiarów.15 

Użyteczność badań CT oraz MR w ocenie tkanki mięśniowej i tłuszczowej została 

udowodniona zarówno u dzieci, jak i u osób dorosłych.16–19 Obie metody pozwalają nie tylko 

na bezpośrednią, ilościową ocenę tkanek, ale również na wydzielenie ich kompartymentów 

takich jak SAT i VAT w obrębie tkanki tłuszczowej. W związku z narażeniem na 

promieniowanie jonizujące badania CT u dzieci są wykonywane głównie w stanach 

zagrożenia życia, podczas gdy obrazowanie MR stanowi nieodłączoną cześć procesu 

diagnostycznego oraz badań kontrolnych w przebiegu wielu chorób u dzieci. Jest to metoda 

bezpieczna, która ze względu na wysoką rozdzielczość tkankową stanowi złoty standard 

wśród metod oceny składu ciała.19–21 Niemniej jednak ilościowa ocena tkanki tłuszczowej i 

mięśniowej w oparciu o badanie MR całego ciała nie została do tej pory wdrożona do 
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praktyki klinicznej. Związane jest to z wysokim kosztem badania, długim czasem akwizycji 

obrazów oraz potrzebą zaangażowania wysoko wyspecjalizowanego personelu medycznego 

do prawidłowej analizy obrazów przy użyciu narzędzi do ręcznej i półautomatycznej 

segmentacji tkanek. W świetle ostatnich doniesień ocena pojedynczych przekrojów na 

poziomie jamy brzusznej dobrze koreluje z całkowitą masą mięśniową oraz ilością SAT i 

VAT.21–24 Rozszerzenie oceny badań MR o segmentację tkanek na pojedynczych przekrojach 

może pozwolić na wcześniejsze wykrycie zaburzeń składu ciała i umożliwić adekwatne 

leczenie żywieniowe. 

 

III. CELE PRACY 
 

1. Stworzenie zależnych od płci i wieku wartości referencyjnych podskórnej oraz 

wisceralnej tkanki tłuszczowej w obrazach rezonansu magnetycznego w populacji 

pediatrycznej. 

2. Stworzenie zależnych od płci i wieku wartości referencyjnych mięśni lędźwiowych 

oraz przykręgosłupowych w obrazach rezonansu magnetycznego w populacji 

pediatrycznej. 

3. Wyznaczenie wartości referencyjnych infiltracji tkanki tłuszczowej w obrębie mięśni 

przykręgosłupowych w populacji pediatrycznej. 
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IV. OMÓWIENIE PUBLIKACJI WCHODZĄCYCH W SKŁAD ROZPRAWY DOKTORSKIEJ 

 

i. Publikacja 1. 
 

MRI-Derived Subcutaneous and Visceral Adipose Tissue Reference Values for Children Aged 

6 to Under 18 Years. 

 

Celem pierwszej publikacji było opracowanie wartości referencyjnych SAT i VAT w 

populacji pediatrycznej. Do pracy włączono 262 badania MR jamy brzusznej i miednicy 

mniejszej zdrowych dzieci w wieku od 6 do 18 lat (111 dziewczynek i 151 chłopców). Badania 

wykonane w latach 2010-2020 zostały wyszukane z lokalnej bazy danych przy pomocy 

oprogramowania MSD. Z ostatecznej analizy wykluczono badania dzieci w wieku od 0 do 5 

lat ze względu na zbyt małą liczebność grupy. Półautomatyczna segmentacja tkanki 

tłuszczowej została przeprowadzona przez dwóch obserwatorów w programie pMRI. 

Wyodrębniono tkankę tłuszczową umiejscowioną na zewnątrz od mięśni jamy brzusznej i 

grzbietu (SAT) oraz tkankę tłuszczową wewnątrz jamy brzusznej z wyłączeniem infiltracji 

wewnątrzmięśniowych (VAT). Segmentacja tkanki tłuszczowej w populacji osób dorosłych 

najczęściej przeprowadzana jest w oparciu o T1-zależne sekwencje Dixon. Cechują się one 

dużą podatnością na artefakty ruchowe, w związku z tym jakość badania jest silnie zależna 

od umiejętności wstrzymania oddechu podczas akwizycji obrazu. Niestety współpraca dzieci 

w czasie badania jest często ograniczona, a w przypadku zastosowania sedacji w najmłodszej 

grupie wiekowej niemożliwa. W związku z mniejszą ilością artefaktów ruchowych oraz 

porównywalną czułością i swoistością segmentacji tkanki tłuszczowej w obrazach T1- oraz 

T2-zależnych, do analizy wykorzystano obrazy T2-zależne. Ocenie poddany został przekrój 

poprzeczny na poziomie trzonu kręgu L2, który najlepiej odzwierciedla całkowitą ilość SAT i 

VAT u dzieci. Obaj obserwatorzy przeprowadzili segmentację badań 15 pacjentów. Na 

podstawie uzyskanych wyników oceniono powtarzalność pomiarów przy pomocy wykresów 

Blanda-Altmana. Różnice pomiędzy pomiarami tego samego obserwatora, jak również 

między dwoma obserwatorami wynosiły do 1% dla SAT (średnia różnica 0.07 cm2) oraz do 3% 

dla VAT (średnia różnica 0.04-0.08 cm2). Wysoka powtarzalność oznaczeń pozwoliła na 

wykorzystanie pomiarów SAT i VAT do stworzenia wartości referencyjnych. Siatki centylowe 

SAT, VAT i BMI zależne od płci i wieku zostały opracowane w oparciu o metodę lambda-mu-
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sigma przy użyciu programu LMSChartMaker. Analiza uzyskanych wartości referencyjnych 

wykazała podobny rozkład linii centylowych BMI w porównaniu z dostępnymi normami 

WHO. Dystrybucja linii centylowych SAT różniła się pomiędzy płciami. U chłopców 

obserwowano wzrost wartości we wszystkich grupach wiekowych (mediana 66.33 cm2 w 18. 

roku życia), natomiast u dziewczynek wartości ustabilizowały się około 14. roku życia 

(mediana 91.1 cm2). U obu płci wykazano ciągły wzrost pola powierzchni VAT w całym 

obserwowanym okresie, z osiągnieciem mediany 55.08 cm2 u chłopców i 48.41 cm2 u 

dziewczynek w 18. roku życia. Obserwowano różnicę dystrybucji tkanki tłuszczowej 

pomiędzy płciami z przewagą SAT u dziewczynek oraz VAT u chłopców. Wartości 85. i 95. 

percentyla na siatkach centylowych BMI uznawane są za punkty ocięcia dla nadwagi i 

otyłości. W związku z narastającym problemem nadmiernej masy ciała w populacji 

pediatrycznej wyznaczono korespondujące linie centylowe dla SAT i VAT.  

 

ii. Publikacja 2. 
 

Reference values for MRI-derived psoas and paraspinal muscles and macroscopic fat 

infiltrations in paraspinal muscles in children. 

 

Celem drugiej publikacji było opracowanie wartości referencyjnych dla tPMA, tPSMA 

oraz tMFI w populacji pediatrycznej. Do pracy włączono 465 badań MR jamy brzusznej, 

miednicy mniejszej oraz kręgosłupa w odcinku lędźwiowym zdrowych dzieci w wieku od 1 do 

18 lat (233 dziewczynki i 232 chłopców). Badania wykonane w latach 2010-2021 zostały 

wyszukane z lokalnej bazy danych przy pomocy MSD. Z ostatecznej analizy wykluczono 

badania dzieci w pierwszym roku życia ze względu na zbyt małą liczebność grupy. 

Półautomatyczna segmentacja tkanek została przeprowadzona przez dwóch obserwatorów 

w programie pMRI. Wyodrębniono PSMA definiowane jako sumę powierzchni mięśni 

wielodzielnego, biodrowo-żebrowego lędźwi oraz najdłuższego lędźwi. Sumę powierzchni 

mięśni po obu stronach ciała oznaczono jako tPMA, tPSMA i tMFI. Pole powierzchni tMFI 

zostało wyłączone z analizy obszaru tPSMA. Segmentację tkanek przeprowadzono w oparciu 

o standardowe obrazy T2-zależne na poziomie krążka miedzykręgowego L4, który dobrze 

koreluje z całkowitą masą mięśniową. W przypadku objęcia krążka międzykręgowego L4 na 

więcej niż jednym przekroju do analizy wykorzystano obrazy zlokalizowane bliżej trzonu 
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kręgu L4. Powtarzalność pomiarów została oceniona przy pomocy wykresów Blanda-Altmana 

w oparciu o 40 badań segmentowanych przez obu obserwatorów. Różnice pomiędzy 

pomiarami tego samego obserwatora, jak również między dwoma obserwatorami wynosiły 

średnio 0.39-0.43 cm2 dla tPMA oraz 0.05-0.1 cm2 dla tPSMA. Wysoka powtarzalność 

segmentacji pozwoliła na wykorzystanie pomiarów tPMA, tPSMA i tMFA do stworzenia 

zależnych od płci i wieku siatek centylowych. Wartości referencyjne BMI, wagi, tkanki 

mięśniowej i tłuszczowej zostały opracowane w oparciu o metodę lambda-mu-sigma przy 

użyciu programu LMSChartMaker. Uzyskane siatki centylowe BMI porównano z narodowymi 

wartościami referencyjnymi (badanie Ola/Olaf).25,26 Włączona do badania populacja 

charakteryzowała się wyższym BMI, szczególnie dla zakresu +2SD i +1SD (do 2,7 jednostki u 

dziewczynek oraz 1,46 jednostki u chłopców). W pierwszych latach życia przebieg linii 

centylowych grup mięśniowych u obu płci był podobny, z następczą predominacją u 

chłopców od odpowiednio 8. i 10. roku życia dla tPMA i tPSMA. U dziewczynek zwracało 

uwagę wypłaszczenie linii centylowych od około 14. roku życia z osiągnieciem median 

równych 26.37cm2 dla tPMA i 40.76cm2 dla tPSMA na końcu obserwowanego zakresu. Taki 

przebieg krzywych może być związany z wcześniejszym zakończeniem okresu wzrastania w 

populacji żeńskiej. U chłopców dynamiczny wzrost pól powierzchni tPMA i tPSMA widoczny 

był we wszystkich grupach wiekowych, z osiągnieciem median równych 40.43cm2 i 56.66cm2 

w 18. roku życia. W porównaniu z wynikami kanadyjskiego badania opartego na 

obrazowaniu CT, wartości 75., 90., i 95. percentyli wykazały nieco większą wariancję, jednak 

ogólny przebieg linii centylowych był podobny.21 W wieku od 1 do 3 lat pole powierzchni 

tMFI było porównywalne u obu płci, w pozostałym obserwowanym zakresie większą ilość 

tkanki tłuszczowej obserwowano u dziewczynek. Średnia ilość tMFI była zbieżna z 

wcześniejszymi badaniami i wyniosła około 5% (SD ±3.65%) u dziewczynek i około 3.5% (SD 

±2.25%) u chłopców.  
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V. PODSUMOWANIE 
 

Wyniki przeprowadzonych badań umożliwiły stworzenie po raz pierwszy wartości 

referencyjnych SAT, VAT, tPMA, tPSMA i tMFI opartych na badaniach MR w populacji 

pediatrycznej. Ilościowa ocena tkanki tłuszczowej oraz tkanki mięśniowej w badaniu MR 

może pozwolić na wcześniejsze wykrycie zaburzeń składu ciała i personalizację planu 

leczenia. Szerokie wykorzystanie badań MR w standardowych protokołach diagnostycznych 

u dzieci otwiera możliwość wykorzystania zaproponowanej metody w praktyce klinicznej. 
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SUMMARY IN ENGLISH 
 

I. LIST OF ABBREVIATIONS 
 

BIA  bioelectrical impedance analysis 

BMI  body mass index 

CT   computed tomography 

L  lumbar 

MR  magnetic resonance 

MSD  MedStream Designer 

pMRI   parametric MRI 

PSMA paraspinal muscle area 

SAT  subcutaneous adipose tissue 

tMFI  total macroscopic fat infiltrations  

tPMA   total psoas muscle area 

tPSMA  total paraspinal muscle area  

VAT  visceral adipose tissue 

WtHR  waist to height ratio 
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II. INTRODUCTION 
 

Overweight and obesity in the pediatric population are defined as BMI values at the level 

of 85th and 95th percentiles based on age and sex dependent percentile charts.1 Childhood 

overweight and obesity have been recognized as an independent risk factor for the 

development of cardiovascular diseases, diabetes, depression and neoplastic diseases in 

adulthood.2-3 Pediatric sarcopenia is a new term associated with insufficient muscle mass at 

a given age and it affects prevalence of surgical and anticancer treatment complications.4-7 

Therefore, early detection of body composition disorders is essential to ensure the proper 

development of children, especially in the presence of chronic and neoplastic diseases.8-9 

Currently, body composition analysis and assessment of adipose tissue distribution are 

becoming an important part of the patients’ evaluation during hospitalization. In clinical 

practice the routine approaches include anthropometric measurements to determine 

parameters such as BMI or WtHR. These methods are characterized by a large measurement 

error, and therefore they underestimate the actual prevalence of obesity in children.10-12 In 

large clinical centers tissue impedance analysis has been increasingly used for body 

composition assessment. BIA is based on the assumption of constant chemical composition 

of fat-free-body and provides more precise results than anthropometric measurements in 

the healthy population.13-14 However, surgical interventions and pathological conditions such 

as ascites and organomegaly negatively affect its accuracy.15 The usefulness of CT and MR in 

the assessment of muscle and adipose tissue has already been proved in both adult and 

pediatric patients.16-19 Both methods allow for direct quantitative assessment of tissues and 

additionally enable segmentation of their compartments such as SAT and VAT within adipose 

tissue. In children due to radiation exposure the CT examinations are performed primarily 

during emergency, while diagnostic and control tests of multiple diseases are carried out 

using MR. MR is radiation-free technique, which due to its high tissue resolution is 

considered a gold standard among body composition assessment methods.19-21 

Nevertheless, quantitative evaluation of adipose and muscle tissues based on whole body 

MR examination has not been introduced into clinical practice yet. This is related to long 

acquisition time of the images, associated costs and dependence on highly qualified 

personnel for proper image analysis based on manual and semi-automatic tissue 

segmentation tools. According to recent reports the assessment of single cross-sections at 
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the abdominal level correlates with total muscle mass and the amount of SAT and VAT.21-24 

Incorporation of single cross-section tissue segmentation into standard MR images analysis 

may enable earlier detection of body composition disorders and adequate nutritional 

treatment. 

 

III. AIMS OF THE STUDY 

 
1. Establishment of sex and age-dependent MR-derived reference normative values for 

SAT and VAT in pediatric population. 

2. Establishment of sex and age-dependent MR-derived reference values for tPMA and 

tPSMA in pediatric population. 

3. Establishment of reference values for tMFI in pediatric population. 
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IV. DESCRIPTION OF THE PUBLICATIONS INCLUDED IN THE DOCTORAL THESIS 
 

i. Publication 1. 

 

MRI-Derived Subcutaneous and Visceral Adipose Tissue Reference Values for Children Aged 

6 to Under 18 Years. 

 

The first publication aimed to develop SAT and VAT reference values in the pediatric 

population. The study included 262 MR examinations of abdomen and pelvis of healthy 

children aged from 6 to 18 years (111 girls and 151 boys). The local database was searched 

for examinations conducted in years 2010-2020 by means of MSD. The examinations of 

children aged 0-5 years were excluded from the final analysis due to the insufficient sample 

size. Semi-automatic adipose tissue segmentation was performed by two observers with the 

use of pMRI. The adipose tissue was separated into SAT, which is located outside of the 

abdominal and back muscles, and VAT defined as the adipose tissue inside the abdominal 

cavity excluding intramuscular infiltrations. In most studies segmentation of adipose tissue in 

the adult population was based on T1-weighted Dixon sequences. These sequences are 

vulnerable to movement artefacts, therefore the quality of acquired images is strongly 

dependent on the ability to breath-hold during the examination. Unfortunately, full 

cooperation is difficult in young children, and impossible in case of sedation in the youngest 

age group. Due to the lower number of movement artifacts, as well as comparable 

sensitivity and specificity of T1- and T2-weighted sequences in the assessment of adipose 

tissue, the T2-weighted images were used for the analysis. The cross-section images at 

height of L2 vertebral body were chosen for segmentation, as this level most accurately 

reflects the total amount of SAT and VAT in children. The studies of 15 patients were 

segmented by both observers. Based on obtained data the reproducibility of measurements 

was assessed by using the Bland-Altman plots. The differences between observers and intra-

observer reproducibility were up to 1% for the SAT (mean difference 0.07 cm2) and up to 3% 

for VAT (mean difference 0.04-0.08 cm2). These results indicated reliability of SAT and VAT 

measurements for construction of reference values. The sex and age-dependent SAT, VAT 

and BMI percentile charts were developed based on the lambda-mu-sigma method and 

LMSChartMaker software. The analysis of the obtained references showed a similar 
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distribution of BMI percentile lines compared to the available WHO standards. Distribution 

of SAT percentile lines differed between sexes. In boys, a continuous increase was observed 

through all age groups (median 66.33 cm2 at 18 years of age), while in girls the values 

stabilized at the age of 14 (median 91.1 cm2). In both sexes, a continuous increase of VAT 

surface areas was demonstrated in the observed period reaching median of 55.08 cm2 in 

boys and 48.41 cm2 in girls at 18 years of age. The distribution of adipose tissue differed 

between sexes with a predominance of SAT in girls and VAT in boys. The 85th and 95th 

percentile values on the BMI charts are considered the cut-off points for overweight and 

obesity. Due to the growing problem of excess body weight in the pediatric population 

corresponding percentile lines for SAT and VAT were determined. 

ii. Publication 2. 

 

Reference values for MRI-derived psoas and paraspinal muscles and macroscopic fat 

infiltrations in paraspinal muscles in children. 

 

The second publication aimed to develop tPMA, tPSMA and tMFI reference values in the 

pediatric population. The study included 465 MR examinations of abdomen, pelvis and 

lumbar spine of healthy children aged 1 to 18 years (233 girls and 232 boys). The local 

database was searched for examinations conducted in years 2010-2021 by means of MSD. 

The examinations of children in the first year of life were excluded from the final analysis 

due to the insufficient sample size. Semi-automatic tissue segmentation was performed by 

two observers with the use of pMRI. The PSMA was defined as the sum of multifidus, 

iliocostalis lumborum, and longissimus muscles. The tPMA, tPSMA, and tMFI represented 

the sum of muscle areas on both sides of the body. The tMFI surface area was excluded from 

the tPSMA analysis. Tissue segmentation was performed based on images from standard T2-

weighted sequences at level of L4 disc, which correlates well with total muscle mass. If the 

L4 intervertebral disc was displayed on more than one cross-section, the image closer to the 

L4 vertebrae body was selected for analysis. The reproducibility of the measurements was 

assessed by using the Bland-Altman plots based on 40 sets of MR examinations segmented 

by both observers. The differences between observers and intra-observer reproducibility 

averaged between 0.39-0.43 cm2 for tPMA and 0.05-0.1 cm2 for tPSMA. High reproducibility 
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of segmentation allowed for construction of sex and age-dependent percentile charts based 

on tPMA, tPSMA and tMFA measurements. The reference values for BMI, weight, muscle 

and adipose tissue were developed based on the lambda-mu-sigma method using the 

LMSChartMaker software. The obtained BMI percentile charts were compared with the 

national reference values (Ola / Olaf study).25-26 The population included in the study was 

characterized by a higher BMI, especially for the +2SD and +1SD ranges (up to 2.7 units in 

girls and 1.46 units in boys). In the first years of life the distribution of muscle percentile 

charts was similar in both sexes with subsequent predominance for tPMA and tPSMA in boys 

from 8 and 10 years of age, respectively. In girls, the flattening of the percentile lines at age 

of 14 years was noted, reaching median of 26.37 cm2 for tPMA and 40.76 cm2 for tPSMA at 

the end of the observed range. Such distribution of percentile charts may be associated with 

an earlier end of growth phase in female population. In boys, a dynamic increase of tPMA 

and tPSMA surface areas was observed through all age groups, with corresponding medians 

of 40.43 cm2 and 56.66 cm2 at 18 years of age. Compared to the Canadian study based on CT 

examinations, the 75th, 90th and 95th percentile values showed slightly greater variance, but 

the overall course of the percentile lines was similar.21 The surface area of tMFI in both sexes 

was comparable from age 1 to 3 years old, with subsequent predominance in girls in the rest 

of observed range. The mean value of tMFI was consistent with previous studies and 

reached up to 5% (SD ± 3.65%) in girls and 3.5% (SD ± 2.25%) in boys. 

 

V. SUMMARY 

 

The results of the conducted research enabled construction of MR-derived SAT, VAT, 

tPMA, tPSMA and tMFI reference values in the pediatric population. The quantitative 

assessment of adipose and muscle tissue in MR may allow for earlier detection of body 

composition disorders and personalization of the treatment plan. The widespread use of MR 

in pediatric standard diagnostic protocols creates the possibility of introducing the proposed 

method in clinical practice. 
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The assessment of body composition in pediatric population is essential for proper

nutritional support during hospitalization. However, currently available methods have

limitations. This study aims to propose a novel approach for nutrition status assessment

and introduce magnetic resonance imaging (MRI)-derived subcutaneous and visceral fat

normative reference values. A total of 262 healthy subjects aged from 6 to 18 years

underwent MRI examinations and anthropometric measurements. MRI images at the

second lumbar vertebrae were used by two radiologists to perform the semi-automatic

tissue segmentation. Based on obtained adipose tissue surface areas and body mass

index (BMI) scores sex-specific standard percentile curves (3rd, 10th, 25th, 50th, 75th,

90th, 97th) and z-scores were constructed using LMS method. Additionally, 85th and

95th centiles of subcutaneous and visceral adipose tissue were proposed as equivalents

of overweight and obesity. Bland-Altman plots revealed an excellent intra-observer

reproducibility and inter-observer agreement. In conclusion, our findings demonstrate

highly reproducible method and suggest that MRI-derived reference values can be

implemented in clinical practice.

Keywords: subcutaneous adipose tissue (SAT), visceral adipose tissue (VAT), magnetic resonance imaging,

nutritional assessment, age and sex dependent reference values, percentile charts, children

INTRODUCTION

Childhood overweight and obesity have been recognized as strong risk factors for the development
of cardiovascular disease, diabetes mellitus, depression, and cancer in adulthood (1, 2). Thus,
determining body tissue composition, particularly visceral, and subcutaneous adipose tissue
compartments can be useful for the assessment of patient risk stratification. A proper development
during the growth period requires an appropriate nutritional status, mainly in children with
coexisting chronic cardiovascular or oncological diseases (3, 4). In routine clinical practice, the
assessment of obesity grade and body fat content is based on anthropometric measures and indexes
such as skinfold thickness, body mass index (BMI), or waist to hip ratio (WtHR) in comparison
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to the healthy population. Currently, body impedance analysis
(BIA), which enables algorithm-based estimation of adipose
and lean body mass has been increasingly used. While
these methods are convenient and accessible in clinical
routine practice, their accuracy in reflecting malnutrition and
capability to differentiate visceral adipose tissue (VAT) and
subcutaneous adipose tissue (SAT) compartments are limited
(5–7). Anthropometric measurements tend to underestimate
the incidence of obesity and malnutrition, especially with the
coexistence of disease both during the initial assessment and
over the longer-term following the treatment (8, 9). BIA is
safe and demonstrates higher sensitivity than anthropometric
methods, but underestimates the amount of adipose tissue in lean
children and overestimates in obese ones (5). Although there are
imaging methods including dual-energy x-ray absorptiometry
(DXA) and computed tomography (CT) which directly discern
body compartments with high accuracy, their role in the pediatric
population is limited due to the radiation burden (10–12).
Another diagnostic tool frequently used in children is magnetic
resonance imaging (MRI). Due to the different magnetic
properties of water and fat-bound protons, this radiation-free
technique allows to assess lean and adipose tissue compartments
(13–17). However, a dedicated MRI whole-body protocol for
the assessment of nutritional status is highly costly and time-
demanding thus is limited in clinical use. In this context, it
seems crucial to establish a simple and fast method of VAT
and SAT quantification using MRI which can be obtained
during the regular diagnostic protocol. A method that meets
these requirements was already validated in adult population
fat quantification from a single CT and MRI slice at the L2-L3
vertebral level (18–22). With this approach, all adipose tissue
measurements can be obtained from routine diagnostic protocol
with high correlation to MRI whole-body examination adipose
tissue volumes.

Considering the limitation of currently available methods,
this study aimed to establish the gender-dependent reference
normative values of MRI-derived visceral and subcutaneous
adipose tissue in a healthy pediatric population, which can serve
as reference standards in the evaluation of body composition in
children and adolescence with nutrition disorders.

MATERIALS AND METHODS

Patients
This retrospective study was approved by the Institutional
Ethics Committee the approved number of our project is
NKBBN/443/2018. Eligible participants were children and
adolescence aged 0–18 who underwent MRI examination of the
abdomen or pelvis in the years 2010–2020. The local database
was searched by use of the dedicated search engine MedStream
Designer (MSD) and 1,315 records were found. Exclusion criteria
included incorrect search by MSD (281), examinations without
T2-weighted sequences (48), T2-weighted sequences distorted
by artifacts (47), a history of oncological or hematological
disease, hydronephrosis, ascites, glycogen storage diseases (520),
patients post nephrectomy, or other surgical procedure (59).
The remaining 24 MRI records were follow up studies thus

were excluded from the analysis (23). The MRI examinations of
children aged 0–5 were also excluded due to insufficient sample
size (74). The final analysis included a total of 262 children or
adolescence aged 6–18 years (111 girls, and 151 boys) without
changes or with changes of benign origin.

Demographic Characteristics
Demographic characteristics included patients’ age, weight, and
height at time of MRI examination. BMI was calculated for each
subject by dividing weight in kilograms by square of the height
in meters.

Imaging Method
Three different MRI systems were used: two 1.5T systems
Magnetom Aera and Magnetom Sola (Siemens Healthineers,
Erlangen, Germany) and one 3.0T system Philips Achieva 3.0
TX (Philips Medical Systems Nederlands, Best, Netherlands).
MRI examinations of the abdomen and/or pelvis were performed
by using the standard protocols. A standard TSE T2-weighted
sequence in the transverse plane was taken for analysis. A single
slice at the level of the second lumbar vertebra was selected for
visceral and subcutaneous adipose tissue evaluation.

Adipose Tissue Quantification
The fat tissue compartment was segmented into SAT and VAT.
The SAT was defined as subcutaneous fat externally of the
abdominal and back muscles. The VAT was defined as adipose
tissue inside of the abdominal cavity, excluding fat depots within
abdominal and back muscles and fat tissue extending beyond the
posterior outline of the vertebral body. Both arms visible on the
analysis page were excluded from adipose tissue quantification.

Semi-automatic body composition analysis was performed
with the use of parametric Magnetic Resonance Imaging v1.2.31-
b (pMRI) software. The program is freeware available at the
website www.parametricmri.com. The T2-weighted sequence
was loaded into pMRI and processed with the volumetric region
of interest analysis module which allows for segmentation and
volumetric quantification of adipose tissues. A single slice at
the level of the second lumbar vertebra was selected for the
assessment of adipose tissue. For the analysis of SAT and
VAT signal intensity, thresholds were manually set. After signal
intensity-based segmentation, all data sets were visually revised
(Figure 1). Misclassified tissues were corrected by two operators.
One hundred seventy-two sets by KM (2nd year of specialization
in radiology) and ninety sets by MP (radiologist with 15 years
of experience in MRI). The average time needed for analysis and
correction of a single data set was ∼between 5 and 15min. The
example of segmented cross-section is presented in Figure 1.

Statistical Analysis
Statistical Analysis of MRI Images
Agreement of segmentation results between observers and intra-
observer reproducibility were assessed by using the Bland-
Altman plots. The limits of agreement of the Bland-Altman plots
were defined as the mean differences±90% confidence intervals.
Statistical analysis was performed in R version 4.1.0.
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FIGURE 1 | Example of tissue SAT (red) and VAT (blue) segmentation of 14

years old boy, BMI: 27.7 kg/m2 by MP. BMI, Body Mass Index, MP, second

radiologist; SAT, subcutaneous adipose tissue; VAT, visceral adipose tissue.

Statistical Analysis of Percentile Charts
Sex-specific BMI-for-age, SAT-for-age and VAT-for-age
percentile curves and z-scores were constructed using the
lambda-mu-sigma (LMS) method (24) and LMSChartMaker
Light version 2.54 software (23). Identification of outliers was
made by inspecting the z-score plot of each variable. None of
the outliers were considered to be made due to mistakes of data
recording or transferring. Following WHO guidelines (25, 26),
derivation of percentiles was enabled only within the interval
of z-scores between −3.0 and 3.0. To avoid assumptions about
the distribution of data beyond the limits of observed values, the
standard deviation at each age beyond this limit was fixed at the
distance −2.5 SD and 2.5 SD correspondingly. In boys four SAT,
three VAT, and one BMI values were fixed; in girls-only one SAT,
two VAT, and one BMI values were fixed.

The LMS is based on the assumption that by use of Box-
Cox transformation any anthropometric data such as BMI can
be converted to a normal distribution for any given age (age was
used as a continuous variable). Natural cubic splines with knots
at each distinct age t were fitted to create three smooth curves
representing the skewness L(t) [Box-Cox transformation], the
median M(t), and the coefficient of variation S(t) of the original
data as they vary with age:

Cα(t) = M(t)x[1+ L(t)xS(t)xZα]1/L(t)

where Zα is the α-quantile of a standard normal distribution and
Cα(t) is a percentile corresponding to Zα. Equivalent degrees of
freedom (edf) L(t), M(t), and S(t) measure the complexity of each
fitted curve. In our limited sample size, for each data set the
standard edf of L3, M5, S3 was chosen, as further fitting made
no significant improvements to our model (23).

RESULTS

The inter-observer agreement was assessed based on 15 sets of
randomly selected MRI examinations segmented separately by
both radiologists (KM and MP) (Supplementary Figures 1, 2).

The same set of images was subsequently resegmented
by one radiologist (K.M.) for the evaluation of the
intra-observer reproducibility. Results in form of Bland-
Altman plots are presented in the supplementary material
(Supplementary Figures 3, 4). For SAT both intra- and inter-
observer mean differences were at the level of 0.07 cm2. The
actual differences were up to 2 cm2 for intra- and 0.5 cm2 for
inter-observer measurements which represents disagreement
at a level of 1% for corresponding measurements. Slightly
higher intra- and inter-observer disagreement was noted in VAT
segmentation reaching accordingly up to 2.4 cm2 (mean −0.04
cm2) and 2.7 cm2 (mean 0.08 cm2). In those cases maximum
difference in measurements was around 3%.

For the adjustment of BMI-for-age, SAT-for-age, and VAT-
for-age percentiles the 262 MRI pediatric examinations (111
girls, and 151 boys) aged 6–18 (mean age of 12.49 years) were
enrolled. The SAT and VAT reference values in each age group for
boys and girls are presented in Tables 1–4. Based on the results
percentile curves for SAT and VATwere calculated and presented
in Figures 2–5.

Corresponding BMI growth charts are presented
in the supplementary material in correlation to age
(Supplementary Figures 5, 6). Among both genders, BMI
increased continuously during childhood and adolescence,
reaching a median of 22.5 kg/m2 in boys and 21.7 kg/m2 in girls
at the end of the observed age range (18 years). In the groups
between 8 and 10 years old, the flattening of the centile curves for
BMI was observed, especially noticeable in the percentile range
from 3 to 50.

The distribution of SAT percentiles were different between
both genders. In boys, a continuous increase was observed
throughout all age groups, reaching themedian of 66.33 cm2 at 18
years of age. In girls, at the beginning of maturity-onset (from age
7 to 11 years), a dynamic increase of SAT surface area was noted,
which then stabilized at the age of 14 years (median of 91.1 cm2).

For SAT, the difference between the 3rd and 97th
percentile reached a maximum of 307.85 cm2 for
boys 12 years of age, while the maximum difference
for girls (287.54 cm2) was attained at 13 years of age
(Tables 1, 2).

The distribution of VAT percentiles was comparable for both
genders. Both boys and girls showed a continuous increase in
surface areas in all age groups, reaching the median of 55.08 cm2

in boys and 48.41 cm2 in girls at 18 years of age, respectively.
The difference of VAT areas between extreme percentiles

increased continuously until age of 12 years in girls and until the
end of the observed age range in boys. At this age, the difference
of 81.15 and 137.14 cm2, respectively, was attained, however in
girls from 11 years onwards no substantial differences were noted
(Tables 3, 4).

DISCUSSION

This the first study which demonstrates the reference values of the
subcutaneous and visceral adipose tissue as the percentile charts
for girls and boys from 6 to 18 years of age.
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TABLE 1 | SAT-for-age (cm2 ) references for boys.

Age

(years)

-2 SD -1SD 1 SD 2 SD P3 P5 P10 P25 P50 P75 P85 P90 P95 P97

6 12.59 16.65 32.90 50.62 13.00 13.86 15.34 18.37 22.84 29.03 33.38 36.86 43.04 47.88

7 11.93 17.64 47.90 94.22 12.47 13.63 15.71 20.29 27.80 39.65 48.96 57.03 72.69 86.13

8 12.37 20.17 71.96 174.74 13.07 14.60 17.45 24.06 35.83 56.40 74.04 90.25 123.97 155.09

9 13.82 23.94 100.41 274.09 14.69 16.64 20.33 29.19 45.72 76.26 103.69 129.70 185.76 239.42

10 15.10 27.26 123.36 342.98 16.13 18.45 22.89 33.69 54.22 92.71 127.52 160.58 231.70 299.44

11 15.53 28.92 135.35 368.56 16.66 19.20 24.08 36.05 58.90 101.63 139.91 175.90 252.16 323.41

12 15.35 29.27 139.05 367.50 16.52 19.15 24.23 36.72 60.54 104.67 143.67 179.89 255.33 324.37

13 15.12 29.39 140.52 360.87 16.31 19.00 24.21 37.04 61.42 106.13 145.11 180.88 254.24 320.19

14 15.04 29.69 142.40 357.15 16.26 19.02 24.37 37.55 62.53 107.89 146.98 182.51 254.45 318.21

15 15.04 30.07 144.48 355.74 16.29 19.12 24.61 38.13 63.70 109.76 149.07 184.53 255.64 317.96

16 15.06 30.43 146.40 355.33 16.34 19.23 24.84 38.67 64.76 111.45 151.01 186.47 257.04 318.37

17 15.08 30.72 147.97 355.13 16.38 19.32 25.03 39.12 65.63 112.84 152.59 188.07 258.23 318.79

18 15.09 30.95 149.23 354.93 16.40 19.38 25.18 39.47 66.33 113.95 153.86 189.33 259.14 319.09

P, percentile; SAT, subcutaneous adipose tissue; SD, standard deviation.

TABLE 2 | SAT-for-age (cm2 ) references for girls.

Age

(years)

-2 SD -1SD 1 SD 2 SD P3 P5 P10 P25 P50 P75 P85 P90 P95 P97

6 15.01 18.77 34.93 56.73 15.38 16.18 17.55 20.38 24.64 30.84 35.44 39.33 46.70 52.96

7 13.94 21.32 61.34 121.92 14.62 16.11 18.81 24.79 34.69 50.41 62.75 73.41 93.97 111.47

8 18.75 33.82 118.62 231.60 20.09 23.06 28.58 41.20 62.52 96.01 121.48 142.78 181.99 213.50

9 19.40 37.72 141.25 271.92 21.00 24.57 31.29 46.81 73.12 114.04 144.67 169.91 215.57 251.54

10 20.97 41.60 158.17 303.46 22.77 26.78 34.34 51.86 81.57 127.65 162.00 190.22 241.06 280.94

11 22.57 44.82 170.59 237.12 24.51 28.83 36.99 55.90 87.96 137.68 174.72 205.14 259.92 302.87

12 23.37 46.34 175.94 337.23 25.38 29.84 38.26 57.75 90.80 142.03 180.19 211.54 267.98 312.23

13 23.59 46.67 176.64 338.17 25.61 30.10 38.56 58.14 91.30 142.66 180.90 212.30 268.83 313.15

14 23.64 46.66 176.02 336.58 25.65 30.13 38.57 58.09 91.11 142.22 180.26 211.48 267.68 311.72

15 23.60 46.53 175.01 334.14 25.61 30.07 38.48 57.89 90.72 141.47 179.21 210.18 265.88 309.52

16 23.57 46.43 174.20 332.08 25.57 20.03 38.41 57.75 90.42 140.88 178.37 209.12 264.39 307.67

17 23.59 46.43 173.82 330.93 25.59 30.04 38.41 57.73 90.33 140.64 177.98 208.59 263.60 306.65

18 23.63 46.47 173.69 330.31 25.63 30.08 38.46 57.77 90.35 140.57 177.84 208.37 263.22 306.12

P, percentile; SAT, subcutaneous adipose tissue; SD, standard deviation.

Currently, the importance of adequate nutritional status
during illness is strongly emphasized. Over the years a wide
variety of VAT metabolic activity was confirmed highlighting
the importance of the body composition assessment during
treatment (27–29). Volume and distribution of adipose tissues
determinate the type and intensity of malnutrition and therefore
enable adequate nutritional support (30, 31).

Appropriate assessment of VAT in the pediatric population is
considered to be a serious problem. Most of currently available
measurement methods have limitations as discussed in the
introduction (8, 9). In contrast, MRI enables direct, accurate,
quantitative assessment of all compartments of body fat and
is a radiation-free technique which allows safe and long-term
observation in body composition changes during growth when
compared to CT.

Our study plan was to use the safest method with high
efficiency in the quantitative assessment of VAT and SAT.
This can be done with MRI imaging which is a commonly
used technique in pediatric population during the routine
diagnostic process. The accuracy and reproducibility of the MRI
examination in the assessment of adipose tissue have already
been proved in both adult and pediatric patients (14, 32). The
semi-automatic methodology used in our study is consistent
with previous studies. In our study, SAT and VAT surface area
results obtained by both radiologists on slices at the level of
second lumbar vertebrae of randomly selected patients showed
high intra-observer reproducibility and inter-observer agreement
(Supplementary Figures 1–4). Both in SAT and VAT plots, the
mean difference between radiologists was insignificant up to 2.5
cm2 indicating that one of them selected larger areas as adipose
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TABLE 3 | VAT-for-age (cm2) references for boys.

Age

(years)

-2 SD -1SD 1 SD 2 SD P3 P5 P10 P25 P50 P75 P85 P90 P95 P97

6 13.00 19.35 31.61 37.60 13.77 15.28 17.58 21.38 25.54 29.65 31.38 33.31 35.48 36.89

7 12.38 20.06 43.99 61.09 13.16 14.82 17.64 23.13 30.46 39.22 44.55 48.42 54.58 58.85

8 13.60 21.46 53.64 84.95 14.36 15.99 18.87 24.91 33.91 46.20 54.55 61.05 72.15 80.42

9 16.56 25.87 68.35 116.36 17.44 19.35 22.76 30.07 41.46 57.89 69.64 79.12 95.95 109.01

10 18.53 28.76 77.50 136.57 19.50 21.58 25.33 33.42 46.23 65.17 79.04 90.41 110.97 127.27

11 19.97 30.68 82.99 149.33 20.97 23.16 27.08 35.59 49.18 69.55 84.69 97.22 120.21 138.69

12 20.74 31.57 85.23 155.52 21.76 23.96 27.93 36.55 50.37 71.29 86.99 100.10 124.36 144.08

13 21.29 32.16 86.46 159.30 22.31 24.52 28.50 37.16 51.07 72.25 88.26 101.70 126.77 147.32

14 21.87 32.82 87.88 163.08 22.90 25.13 29.13 37.86 51.91 73.40 89.72 103.49 129.30 150.60

15 22.45 33.52 89.44 166.92 23.49 25.74 29.79 38.61 52.84 74.67 91.32 105.41 131.95 153.97

16 22.98 34.17 90.91 170.48 24.03 26.31 20.40 39.32 53.72 75.87 92.83 107.22 134.44 157.11

17 23.43 34.72 92.17 173.53 24.49 26.79 30.92 39.92 54.47 76.90 94.12 108.77 136.56 159.79

18 23.80 35.18 93.21 176.05 24.87 27.19 31.35 40.42 55.08 77.75 95.18 110.04 138.30 162.01

P, percentile; SD, standard deviation; VAT, visceral adipose tissue.

TABLE 4 | VAT-for-age (cm2) references for girls.

Age

(years)

-2 SD -1SD 1 SD 2 SD P3 P5 P10 P25 P50 P75 P85 P90 P95 P97

6 14.83 20.56 36.84 47.88 15.44 16.70 18.80 22.75 27.82 33.69 37.20 39.73 43.71 46.45

7 15.15 20.94 42.31 62.16 15.74 16.97 19.08 23.35 29.46 37.52 42.89 47.03 54.07 59.29

8 17.92 24.76 54.25 88.73 18.59 20.02 22.52 27.75 35.68 47.01 55.15 61.79 73.77 83.29

9 19.15 26.40 58.89 99.56 19.85 21.36 24.01 29.59 38.18 50.71 59.91 67.53 81.56 92.95

10 20.90 28.88 63.92 106.31 21.68 23.34 26.26 32.37 41.71 55.21 65.01 73.07 87.74 99.52

11 22.40 31.12 68.38 111.08 23.25 25.07 28.27 34.92 44.98 59.29 69.51 77.80 92.67 104.40

12 22.89 32.03 70.12 111.84 23.79 25.70 29.05 35.99 46.39 60.98 71.25 79.49 94.09 105.44

13 22.81 32.13 70.24 110.56 23.73 25.68 29.09 36.15 46.65 61.21 71.35 79.42 93.58 104.47

14 22.73 32.19 70.38 109.79 23.67 25.65 29.11 36.26 46.85 61.41 71.48 79.44 93.31 103.89

15 22.77 32.38 70.81 109.79 23.72 25.73 29.26 36.50 47.21 61.85 71.91 79.83 93.57 104.00

16 22.87 32.63 71.38 110.18 23.83 25.88 29.46 36.81 47.64 62.38 72.48 80.40 94.09 104.44

17 22.98 32.88 71.93 110.66 23.96 26.04 29.66 37.11 48.05 62.90 73.03 80.97 94.64 104.95

18 23.08 33.09 72.42 111.09 24.07 26.17 29.84 37.37 48.41 63.35 73.52 81.47 95.13 105.42

P, percentile; SD, standard deviation; VAT, visceral adipose tissue.

tissue. In both intra- and inter-observer Bland-Altman plots,
greater differences between measurements were noted in VAT
groups. However, actual differences in measured adipose tissue
areas were up to 2.5 cm2, which makes this difference almost
negligible. The high correlation between observers obtained in
our study indicates the reliability of SAT and VATmeasurements
suggesting that these findings can be used to build models of the
percentile charts.

Considering the purpose of our study and pediatric
population, we had to change the current MRI image
sequence approach which is commonly used for adipose
tissue quantification. To date, the majority of published studies
have used T1-weighted water-fat sequences (called Dixon
sequence). While these sequences have a short acquisition time,
the quality of acquired images are strongly dependent on the

ability to breath-hold during the examination. The sufficiently
long breath-hold is difficult for young children and impossible
in case of sedation. Thus, Dixon images of abdomen and pelvis
acquired in children are frequently burdened by movement
artifacts, making this impossible to evaluate the change in body
composition (33). To overcome this limitation, our study used
T2-weighted sequences. In the study of Pescatori et al. has
shown that the sensitivity and specificity of T1- and T2-weighted
sequences in the assessment of adipose tissue are comparable
but the results of T2-weighted sequences tended to be more
reproducible (32). Furthermore, T2-weighted sequences are
included in all standard examination protocols of the abdominal
and/or pelvis cavity. Thus, utilizing these sequences for the
assessment of SAT and VAT has no major impact on examination
and sedation time
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FIGURE 2 | SAT-for-age (cm2) percentile charts for boys aged from 6 to 18 years. SAT, subcutaneous adipose tissue.

FIGURE 3 | SAT-for-age (cm2) percentile charts for girls aged from 6 to 18 years. SAT, subcutaneous adipose tissue.
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FIGURE 4 | VAT-for-age (cm2 ) percentile charts for boys aged from 6 to 18 years. VAT, visceral adipose tissue.

FIGURE 5 | VAT-for-age (cm2 ) percentile charts for girls aged from 6 to 18 years. VAT, visceral adipose tissue.
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Proper assessment of obtained images requires the
involvement of highly qualified personnel. Although tools
for manual or semi-automatic SAT and VAT quantification
are widely available, segmentation throughout all slices at the
level of abdominal or pelvis cavities is time-consuming and
impractical (34). Therefore, the quantity of particular adipose
tissue depots is usually estimated based on a single cross-section
image (18–22, 35, 36). According to the current knowledge,
in children cross-sections at the height of L2 vertebrae are the
most accurate and correlate to the total amount of SAT and
VAT (35, 36). Although in the future artificial intelligence (AI)
algorithms may simplify the adipose tissue segmentation process,
the current utilization of the single-slice approach is the most
optimal solution.

In this context, in the present study by creating the SAT
and VAT percentile charts we provide a tool that can be widely
and easily implemented in clinical practice. The percentile charts
are costless, easy, quick to apply, and enable observation of the
growth tendencies over the longer term. Themost used percentile
charts in pediatric populations are weight, height, and BMI charts
(37). However, BMI percentile curves are created by averaging
not only SAT and VAT, but also muscle and internal organs mass.
As a result, the BMI percentile charts cannot properly illustrate
changes in the adipose tissue during children’s growth (6, 38).
Regardless of gender, the BMI values presented a continuous
increase from 6 to 18 years of age both in data presented byWHO
(39), as well as in our study. However, only the value of VAT
showed a similar upward trend. The SAT surface area stabilized
around the age of 12 for both boys and girls. The distribution
of BMI standard deviations scores in our population was similar
to the regional reference values (40). However, flattening of the
BMI curves in the age range from 8 to 10 years in both sexes was
noticeable which may be related to the size of our study group.

It should be emphasized that in the same age range, in the
contrary to BMI, the SAT, and VAT percentile curves showed
a continuous increase. These findings may indicate that our
method is more sensitive and precise at reflecting the actual
changes in the amount and distribution of body fat.

In our study, data from children with known disorders
affecting growth were excluded. The presented standard
deviation scores and percentiles should be considered as
growth references (not growth standards according to the
WHO terminology) because we did not identify environmental
conditions “likely to favor the achievement of children’s full
genetic growth potential” (25). To better monitor, the growing
problem of overweight and obesity among children and
adolescents in the recommendations of the pediatric obesity
experts committee the cut-off values have been determined at
the level of 85th and 95th percentiles as the best equivalents of
adults’ 25th and 30th BMI values (41). Similarly, in our study for
the SAT and VAT percentile charts, we proposed the 85th and
95th percentile curves as warning points, above which attention
for overweight is required. Determining the exact percentile cut-
off for SAT and VAT overweight and obesity requires further
research on a larger population.

This study has several limitations. Firstly, the number
of participants was relatively small, as percentile charts are
usually created during population-based prospective studies. Our
study was conducted at a single-center, therefore our results
only refer to the Caucasian population. Additionally, semi-
automatic adipose tissue assessment is time-consuming and
further research on a larger study group would require the
implementation of fully automatic tools based on AI deep
learning algorithms. Further limitation of this study is the lack
of centile charts for children from birth to 5 years of age.
Since percentile charts for the youngest children are commonly
presented in monthly intervals, our study did not include a
sufficient number of healthy participants in these age groups to
obtain reliable results.

In conclusion, for the first time, we have shown reference
values of SAT and VAT in form of percentile charts for boys
and girls during childhood and adolescence. Frequent utilization
of MRI examinations in the pediatric population may enable
the implementation of our method in clinical practice for
body composition assessment and proper nutritional support.
In the view of the rapid development of AI deep learning
algorithms, there seems to be a high possibility of automatization
and incorporation of MRI-based adipose tissue assessment into
standard diagnostic protocols.
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1.1 Supplementary Figures 

 

Supplementary Figure 1. Bland-Altman plot of the difference in interobserver SAT segmentation 

(cm2) against the mean SAT segmentation (cm2). KM, first radiologist; MP, second radiologist; SAT, 

subcutaneous adipose tissue; SD, standard deviation. 
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Supplementary Figure 2. Bland-Altman plot of the difference in interobserver VAT segmentation 

(cm2) against the mean VAT segmentation (cm2). KM, first radiologist; MP, second radiologist; SD, 

standard deviation; VAT, visceral adipose tissue. 
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Supplementary Figure 3. Bland-Altman plot of the difference in intraobserver SAT segmentation 

(cm2) against the mean SAT segmentation (cm2). KM1, first radiologist, first measurement; KM2, 

first radiologist, second measurement; SAT, subcutaneous adipose tissue; SD, standard deviation. 
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Supplementary Figure 4. Bland-Altman plot of the difference in intraobserver VAT segmentation 

(cm2) against the mean VAT segmentation (cm2). KM1, first radiologist, first measurement; KM2, 

first radiologist, second measurement; SD, standard deviation; VAT, visceral adipose tissue. 
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Supplementary Figure 5. BMI-for-age (kg/m2) percentile charts for boys aged from 6 to 18 years. 

BMI, Body Mass Index. 
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Supplementary Figure 6. BMI-for-age (kg/m2) percentile charts for girls aged from 6 to 18 years. 

BMI, Body Mass Index. 

 



Reference values for MRI-derived psoas and
paraspinal muscles and macroscopic fat infiltrations in
paraspinal muscles in children
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Abstract

Background Sarcopenia, defined as loss of skeletal muscle mass, is a novel term associated with adverse outcomes in
children. Magnetic Resonance Imaging (MRI) is a safe and precise technique for measuring tissue compartments and is
commonly used in most routine paediatric imaging protocols. Currently, there is a lack of MRI-derived normative data
which can help in determining the level of sarcopenia. This study aimed to introduce reference values of total psoas
muscle area (tPMA), total paraspinal muscle area (tPSMA), and total macroscopic fat infiltrations of the PSMA (tMFI).
Methods In this retrospective study, the local database was searched for abdominal and pelvic region MRI studies of
children aged from 1 to 18 years (mean age (standard deviation (SD)) of 9.8 (5.5) years) performed in the years 2010–
2021. Children with chronic diseases and a history of surgical interventions were excluded from the analysis. Finally, a
total of 465 healthy children (n = 233 girls, n = 232 boys) were enrolled in the study. The values of the tPMA, tPMSA,
and tMFI were measured in square centimetres (cm2) at the level of the L4/L5 intervertebral disc as the sum of the left
and right regions. Age-specific and sex-specific muscle, fat, and body mass index percentile charts were constructed
using the LMS method. Inter-observer agreement and intra-observer reproducibility were assessed using the Bland–
Altman plots.
Results Both tPMA and tPSMA showed continuous increases in size (in cm2) throughout all age groups. At the age of
18, the median tPMA areas reached 26.37 cm2 in girls and 40.43 cm2 in boys. Corresponding tPSMA values were
higher, reaching the level of 40.76 cm2 in girls and 56.66 cm2 in boys. The mean value of tMFI within the paraspinal
muscles was 5.0% (SD 3.65%) of their total area in girls and 3.5% (SD 2.25%) in boys with the actual difference be-
tween sexes up to 0.96 cm2. Excellent intra-observer reproducibility and inter-observer agreement were noted. Actual
mean differences for tPMA were at the level of 0.43 and 0.39 cm2, respectively. Mean bias for tPSMA was 0.1 cm2 for
inter-observer and 0.05 cm2 for intra-observer measurements.
Conclusions Our findings demonstrate novel and highly reproducible sex-specific MRI-derived reference values of
tPMS, tPSMA, and tMFI at the level of the L4/L5 intervertebral disc for children from 1 to 18 years old, which may
guide a clinician in the assessment of sarcopenia, a prognostic outcome marker in children.
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Introduction

Malnutrition is a well-known phenomenon during the treat-
ment of childhood cancer and multiple acute or chronic
diseases.1–5 Loss of skeletal muscle mass and strength or exer-
cise capacity (physical performance) in the adult population is
called sarcopenia and has been described as a component of
malnutrition. In the literature, paediatric sarcopenia is a new
term associated with insufficient muscle mass at a given age
and is an independent risk factor for surgical complications
and neoplasm associated with severe adverse events.1,2,5–9

There are many approaches for the initial assessment of
muscle mass and nutritional status. The most readily avail-
able are anthropometric measures [body mass index (BMI),
waist to height ratio (WtHR), mid-arm circumference, or
skinfold thickness] as well as biochemical markers. Although
anthropometric measurements are easy to use and less
costly, they assess muscle mass indirectly with a high
inter-observer variance which may limit sensitivity for detect-
ing changes in these methods.10–13 A good correlation of
muscle mass with biochemical markers has already been
proven in a healthy population. However, their values may
be imprecise due to disease-related complications such as or-
gan failure or dietary factors.13,14

The need for more precise measurements has resulted in
the use of other methods such as bioelectrical impedance ab-
sorptiometry (BIA) and dual-energy X-ray absorptiometry
(DXA). BIA is based on the assumption of the constant chem-
ical composition of a fat-free-body.15 DXA uses two different
energy spectra to differentiate bone and soft tissues based
on tissue X-ray absorption.16 However, changes in body com-
position caused by disease-related complications such as asci-
tes, organomegaly, organ failure, abnormalities in hydration
status, or post-surgery changes limit their reproducibility in
patients with chronic diseases.10,15,17

Computed tomography (CT) overcomes these limitations
by direct quantification of body compartments. The utility
of CT in the assessment of sarcopenia based on a single slice
at the abdominal level was already proven both in the adult
and paediatric populations.2–4,6,8,18,19 Recently Eberhard
et al. published normative values of psoas muscle area at
the L3/L4 and L4/L5 intervertebral lumbar levels.20 However,
due to radiation exposure, the CT examination of abdominal
and pelvic levels in children and adolescents is performed pri-
marily during an emergency. Diagnostic and control tests of
chronic diseases in these areas are performed using magnetic
resonance imagining (MRI). MRI is a radiation-free technique
and is considered the gold standard technique in soft tissues
segmentation. It enables the assessment of muscle area as
well as the measurement of intramuscular adipose tissue.
As a measurement of cross-selectional muscle area at the
L4/L5 intervertebral disc correlates with whole-body muscle
mass and MRI is increasingly available in clinical centres,
the evaluation of sarcopenic status can be included in the

routine diagnostic protocols of abdominal/pelvis cavity
examinations.8,20,21 This study, therefore, was performed in
a healthy paediatric population to establish the
sex-dependent reference normative values of MRI-derived
psoas and paraspinal muscles area and display a normal
range of macroscopic fat infiltration into paraspinal muscles.

Material and methods

Patients

This retrospective, cross-sectional single-centre study was ap-
proved by the Institutional Ethics Committee (NKBBN/443/
2018). The sample population included MRI examinations of
the abdomen, pelvis, and lumbar spine in children and ado-
lescents aged 0 to 18 years.

The dedicated search engine MedStream Designer (MSD)
was used to search the local database for examinations per-
formed in the years 2010–2021 where 2175 records were
found. Exclusion criteria consisted of other body regions stud-
ies incorrectly found by MSD (n = 433), examinations without
T2-weighted sequences in the transverse plane (n = 27), T2-
weighted sequences distorted by artefacts (n = 6), children
with a history of the oncological or haematological disease,
ascites, glycogen storage diseases, muscular dystrophies, a
chronic inflammatory/connective tissue diseases (n = 637),
patients post nephrectomy or other surgical procedure
(n = 92), children with severe scoliosis, bone or spinal canal
disorders, and cerebral palsy (n = 47). Only the first MRI ex-
amination of changes with benign origin (e.g. liver
haemangioma) was included while the rest of the follow-up
studies were excluded from the analysis (n = 104). Initially
found records included 364 examinations of children in the
first year of life. Most of them were excluded due to malig-
nancy and vesicoureteral reflux (n = 328), and only 16 records
were considered healthy infants. Due to insufficient sample
size, all data of children during infancy was excluded from
further processing.

The final analysis included a total of 465 healthy children
and adolescents aged 1 to 18 years (n = 233 girls, n = 232
boys). The patients’ age, weight, and height at the time of
MRI examination were obtained from DICOM header tags.
Body mass index (BMI) was calculated for each subject by di-
viding weight in kilograms by the square of the height in me-
ters. The differentiation of the study cohort by sex and age is
available in the supplementary material (Supporting Informa-
tion, Figure S8).

Imaging method

For evaluation of psoas muscle, paraspinal muscle, and
paraspinal intramuscular fat areas, one slice at the level of
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the L4/L5 intervertebral disc was chosen from the standard
TSE T2-weighted sequence in the transverse plane. The im-
ages were obtained from different MRI systems: Philips
Achieva 3.0 TX (Philips Medical Systems Nederlands, Best,
the Netherlands) and two 1.5 T systems, Magnetom Aera
and Magnetom Sola (Siemens Healthineers, Erlangen,
Germany).

Muscle and fat tissue quantification

Images of all selected patients were retrieved from the local
picture archiving and communication system. The first fully
separated intervertebral space above the sacral bone was
considered the L5/S1 level. On sagittal and coronal sequence
images the L4/L5 intervertebral disc was identified and the
corresponding axial image was selected. If the intervertebral
disc was displayed on more than one cross-section, the image
closer to the L4 vertebrae body was selected.

The muscle tissue was segmented into psoas (PMA) and
paraspinal muscle (PSMA) compartments. The paraspinal
compartment included multifidus, iliocostalis lumborum,
and longissimus muscles. Both arms and other abdominal
muscles were excluded from muscle tissue quantification.
Macroscopic fat infiltrations into PSMA (MFI) were identified
and excluded from final muscle areas.

Parametric Magnetic Resonance Imaging v1.2.31-b (pMRI)
freeware available at the website www.parametricmri.com
was used for semi-automatic body composition analysis.

The T2-weighted sequence was loaded into the volumetric
region of interest (ROI) analysis module of pMRI software and
processed for segmentation and volumetric quantification of
selected tissues. Bilateral PMA and PSMA were delineated on
corresponding axial cross-sectional images by the use of the
free hand ROI mode. Signal intensity thresholds were manu-
ally set for the analysis of MFI. After corresponding free hand

and signal intensity-based segmentation, all data sets were
visually revised and misclassified tissues were corrected.

The total PMA (tPMA), PSMA (tPMSA), and MFI (tMFI) rep-
resent the sum of the right and left ROIs (in cm2). Total mus-
cle area (TMA) indicates the sum of tPMA and tPSMA muscles
(in cm2).

Three hundred fifteen sets were segmented by K. M. (3rd
year of specialization in radiology) and 150 sets by M. P. (radi-
ologist with 15 years of experience in MRI). Additionally, the
average time needed for analysis and correction of a single
data set was approximately between 5 and 8min. The example
of the segmented cross-section is presented in Figure 1A,B.

Statistical analysis

Reproducibility of image segmentation

The inter-observer segmentation reproducibility between
two independent radiologists (K. M. and M. P.) was assessed
based on 40 sets of randomly selected MRI examinations. The
evaluation of intra-observer reproducibility was conducted by
re-segmentation (the time interval to first segmentation was
at least 2 weeks) of the same set of images by one of the ra-
diologists (K. M.) Based on these data, intra-observer and
inter-observer agreement of the segmentation was assessed,
using Bland–Altman plots with 95% agreement limits.22 Anal-
ysis was performed using R, version 4.1.0.

Statistical analysis of percentile charts

Sex-specific BMI-for-age, tPMA-for-age, tPSMA-for age, TMA-
for-age and tMFI-for-age z-scores and percentile curves were
analysed using the LMSChartMaker Light version 2.54
software.23 The creation of growth centile standards was

Figure 1 A 17-year-old boy (BMI: 19.4 kg/m
2
). (A) Native MRI T2-weighted sequences in the transverse plane at the level of L4/L5 intervertebral disc.

(B) Example of tissue segmentation at the same level: Right PMA (red), left PMA (blue), right PSMA (purple), left PSMA (yellow) and tMFI (green). BMI,
body mass index; PMA, psoas muscle area; PSMA, paraspinal muscle area; tMFI, total macroscopic fat infiltrations into PSMA.
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Figure 2 (A) BMI-for-age (kg/m2) SD percentile charts for boys and girls aged from 1 to 16 years of actual study in comparison with national reference
standards (OLA/OLAF study).26,27 BMI, body mass index; SD, standard deviation. (B) Weight-for-age (kg) percentile charts for boys and girls aged from 1
to 16 years in comparison with weight reference standards published by Eberhard et al.17 (C) MRI-derived total-psoas-for-age (cm2) percentile charts
for boys and girls aged from 1 to 16 years in comparison with tPMA CT-derived reference standards published by Eberhard et al.17 tPMA, total psoas
muscle area.
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based on the lambda-mu-sigma method.24 The LMS parame-
ters consist of the median (M), the generalized coefficient of
variation (S), and the power in the Box-Cox transformation
(L). By the use of Box-Cox, power transformation measure-
ment for any given age can be brought closest to normality,
where age is used as a continuous variable. In the prepara-
tion stage, the z-score plot of each variable was inspected
for the identification of outliers. None of the outliers were
considered to be made due to mistakes in data recording or
transferring.

Following WHO guidelines,25 derivation of percentiles was
enabled only within the interval of z-scores between �3.0
and 3.0. To prevent distortions of percentile charts due to
outliers, the data beyond the limits of observed values were
fixed at the distance of �2.5 standard deviation (SD) and
2.5 SD at each age correspondingly. Both in boys and girls
only two BMI values were fixed. All muscles and tMFI values
were within the range of set limits.

The age-dependent variation of three smooth curves repre-
senting L(t), M(t), and S(t) were created from the original data
by fitting natural cubic splines with knots at each distinct age t:

Cα tð Þ ¼ M tð Þ � 1þ L tð Þ � S tð Þ � Zα½ �1=L tð Þ

where Zα is the α-quantile of a standard normal distribution
and Cα(t) is a percentile corresponding to Zα. Equivalent de-
grees of freedom (edf) L(t), M(t), and S(t) measure the com-
plexity of each fitted curve. In our data set, each model was
fitted with the loop option. As further fitting made no signifi-
cant improvements to our models, the standard edf of L3,
M5, and S3 was chosen.23

Results

The image segmentation reproducibility analysis showed
good agreement for the measurements at the L4/L5 interver-
tebral level. For tPMA, the mean intra-observer and
inter-observer disagreements were at the level of 0.43 and
0.39 cm2, respectively. On the Bland–Altman intrarater plot,
4 outliners can be spotted, however, most measurements var-
ied up to 1.2 cm2. Between independent radiologists, almost
all of the actual differences were within the range of 1 cm2.
The variation and maximal differences of tPSMA actual mea-
surements were slightly higher than tPMA reaching 2 cm2 for
inter-observer and to 1.75 cm2 for the intra-observer differ-
ence. However, the bias of mean differences was lower with
corresponding values of 0.1 and 0.05 cm2. The mean tMFI
intra-observer and inter-observer differences were at levels
of 0.77 and 0.91 cm2, respectively. On the Bland–Altman
plots, a few outliners can be spotted; however, most actual
disagreements were within the range of 1.2 cm2 for
intra-observer and 1.9 cm2 for inter-observer measurements.
The differences between observers in the form of Bland–Alt-
man plots are available in the supplementary material
(Figures S1–S6).

The BMI-for-age, tPMA-for-age, tPSMA-for-age, TMA-for-
age, and tMFI-for-age percentile charts were constructed
based on the 465 MRI examinations of children (233 girls
and 232 boys) aged 1 to 18 years (mean age (SD) of 9.8
(5.5) years). For male subjects mean age (SD) was 9.46
(5.31) years. For female subjects mean age (SD) was 10.11
(5.68) years.

The current charts of BMI increase in correlation with age,
including SD curves (-2SD, -1SD, median, +1SD, +2SD) and a

Figure 3 Psoas-for-age (cm
2
) percentile charts for (A) boys and (B) girls aged from 1 to 18 years. tPMA, total psoas muscle area.
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comparison with the largest BMI study of the Polish popula-
tion, “Ola/Olaf” are shown in Figure 2A.26,27 The present
study found that the BMI z-scores were higher compared
with the national Ola/Olaf reference values, especially in
the range of +2 SD and +1 SD, where the differences reached
2.7 units in girls and 1.46 units in boys. As the study popula-
tion of currently available CT-derived norms for total psoas
muscle area is defined by weight,20 the comparison of
weights with our results is presented in Figure 2B.

The tPMA and tPSMA reference values for boys and girls in
each age group are presented in Tables S1 and S2. Correspond-
ing data for TMA is included in Table S3. Based on the results,
percentile charts were created for each muscle compartment
(Figures 3A,B, 4A,B, and S7A,B). In all age groups, there was
a continuous increase in both tPMA and tPSMA. The sex per-
centiles values were similar in the first 8 years of life for tPMA
and the first 10 years of life for tPSMA, with a later predomi-
nance of boys in the following years. In girls, the most dynamic
increase in tPMA area was recorded between the ages of 9 and
14, reaching a median of 26.37 cm2 at the age of 18. In boys, a
dynamic increase of tPMA was observed until the end of the
observed range. At this age, a median of 40.43 cm2 was
reached. The sex distribution of tPSMA percentiles was differ-
ent in children 14 years of age and older. In boys, an increase
was noted within all age groups, while in girls, stability was
reached around the age of 15 years. The medians of tPSMA
surface at the end of the observed age reached values of
56.66 and 40.76 cm2, respectively.

No substantial differences between sexes were noted in the
surface area of tMFI from age 1 to 3 years old. In older chil-
dren, female predominance was observed, especially promi-
nent during adolescence (for medians, the difference of
0.34–0.96 cm2). The mean value of tMFI reached up to 5%
(SD 3.65%) in girls and 3.5% (SD 2.25%) in boys. The distribu-

tion of percentile charts in our population showed a continu-
ous increase observed across all age groups with a steep in-
crease in girls from the age of 8 years onwards (Table S4,
Figure 5A,B).

Discussion

This study proposed sex-specific MRI-derived reference
values as percentile charts of the psoas muscle, paraspinal
muscles, and macroscopic fat infiltrations in paraspinal mus-
cles areas for children aged from 1 to 18 years. This is the first
study that demonstrates normative values of paraspinal mus-
cle and macroscopic fat infiltrations in paraspinal muscles in-
cluded in the whole single-slice muscle area. Until now, intra-
muscular fat of children’s paraspinal muscles was only
described as circular ROI fat fraction.28

With skeletal muscle mass increasing during growth, many
pathological states such as malignancies, post-surgery, or in-
flammatory diseases may lead to inadequate muscle mass
for a given age.1,2,14 This state, called sarcopenia, is associ-
ated with adverse health outcomes during treatment and a
decrease of life quality, mainly described in the adult
population.14,18,19,29 However, this phenomenon has been
described more and more recently in paediatric
populations.2,5–7,9

Currently available methods of measuring sarcopenia are
often implicated in disease-related conditions and appear to
be inadequate to meet the demands of personalized medi-
cine that is easily incorporated into clinical practice.30

Radiological direct measurements of cross-sectional mus-
cle area at the lumbar level are proven objective and feasible
methods to assess sarcopenia.3,5,6 In a recently published

Figure 4 Paraspinal muscle-for-age (cm
2
) percentile charts for (A) boys and (B) girls aged from 1 to 18 years. tPSMA, total paraspinal muscle area.
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study, the reference values for total psoas muscle area were
established in a group of children 1–16 years old who re-
quired emergency abdominal CT examination after paediatric
trauma.20 However, most malnutrition abnormalities leading
to sarcopenia are diagnosed with MRI. Unlike CT, this imaging
method is a preferred part of many paediatric diagnostic pro-
tocols, free from ionizing radiation, with much better ‘soft tis-
sue contrast’ than CT.

The reproducibility of MRI examination of tPMA was al-
ready demonstrated in the literature.5,31 Excellent
intra-observer and inter-observer agreements were observed
in our study (Figures S1–S4). The mean disagreement of
tPMA surface area at the level of the L4/L5 intervertebral disc
obtained by the use of a semi-automatic method was higher
than tPSMA by 0.33 cm2 in intra-observer and by 0.34 cm2 in
the inter-observer group. However, actual maximal differ-
ences were higher in the group of paraspinal muscles. It indi-
cates a greater variety of measurements with a similar spread
on both sides of the middle line. In both muscle groups, the
reader (M. P.) selected slightly larger muscle areas than the
second reader (K. M.), but the difference was insignificant.
The high inter-observer agreement obtained in our study in-
dicates the feasibility of tissue area percentile charts based
on our results.

Accurate and reproducible measurement of adipose and
muscle areas based on MRI examinations requires the in-
volvement of personnel experienced with this method. The
assessment of full muscle length is time-consuming and often
impossible due to the limitation of the area included in the
examination. Moreover, adding dedicated sequences to fully
appreciate selected muscles will increase the time of exami-
nation and cost, as well as sedation time in younger children.

Following previous studies, estimation of muscle mass
based on a single cross-section is highly accurate; therefore,

such an approach is currently the most cost and
time-efficient option.21,29,32,33 In the paediatric population,
the utility of manual measurement was already proven for
tPMA and tPSMA.2–4,6 Additionally, previous studies noted a
continuous increase of both tPMA and tPSMA during the first
20 years of life.34 In comparison, accurate quantification of
smaller muscles (e.g. abdominal oblique muscles) is possible
only when bordering tissues have different signal intensity
such as fat. The abdominal wall in the youngest and thinnest
children contains little adipose tissue, which limits the proper
identification of muscle margins.

In the published articles, few paediatric measurement sites
were proposed, with the level of the third lumbar vertebrae
being most frequently used.1,2,5,6,8 Recent studies introduced
the level of the L4/L5 intervertebral disc as a feasible cross-sec-
tion for single-slice measurements in children.3,20 Lurz et al.20

proved the interchangeability of L3/L4 and L4/L5 interverte-
bral disc levels for tPMA measurement in both sexes
(r = 0.95–0.98, P < 0.001–0.01). According to authors, the
tPMA differs depending on themeasured level with the largest
area noted at the level of the upper L5 vertebrae endplate. In
comparison, the largest tPSMAwas reported at the level of the
upper L3 vertebrae endplate, whereas the area was slightly
smaller at levels of L4 and L5 vertebrae, but not significant.34

In clinical settings, paediatric MRI examination of both pelvis
and abdominal region usually covers the L4/L5 level which al-
lows utilization of percentile charts in a greater variety of path-
ological conditions. Therefore, we had chosen this region as a
reference level in our study.

The results of BMI SD scores for children from 1 to 4 years
old present a similar configuration to WHO normative
values.25,35 The distribution of BMI percentile lines of older
children in comparison with national Ola/Olaf BMI standards
was similar, however, our results for the majority of the time

Figure 5 tMFI-for-age (cm2) percentile charts for (A) boys and (B) girls aged from 1 to 18 years. tMFI, total macroscopic fat infiltrations in paraspinal
muscles.
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were higher26,27 (Figure 2A). This was particularly observed
for girls from the fifth year of life onwards. The disagreement
may be related to our patient study population which in-
cluded only the Caucasian race. On the other hand, an in-
crease in mean weight and BMI was reported over the
years.36 The WHO and Ola/Olaf BMI data represent standards
from before the year 2010 which may create a slight bias in
comparison with the current weight distribution. Bodyweight
percentile lines also showed a noticeable difference com-
pared with the Canadian study, while the children included
in our study were heavier20 (Figure 2B).

A further interesting observation in our study is a notice-
able difference between sexes for both tPMA and tPSMA per-
centile lines. In the early years of life, the differences in mus-
cle areas between boys and girls are small; however, from the
age of 8 for tPMA and the age of 10 for tPSMA, a greater dif-
ference can be noticed in boys. At the end of observed age,
flattening of both muscle percentile curves in girls is notice-
able, which may be associated with an earlier end of growth
phase than in boys. At the end of the observed age range, the
slope of percentile lines of tPMA in our study is similar to pre-
viously published norms in CT20 (Figure 2C). When compared
with the Canadian study,20 our 75th, 90th, and 95th tPMA
percentile lines tend to have a little bit greater differences
in older children. It may be the result of an insufficient sam-
ple size and also a greater variance of results of enrolled chil-
dren. However, considering the difference in populations,
tPMA growth tendencies between both studies showed high
convergence overall.

Measurement of muscle area in the paediatric population
was already conducted by the use of both T1-weighted and
T2-weighted sequences,5,31 while MFI was only evaluated in
T1-weighted water-fat sequences (called Dixon sequence).28

T1-weighted Dixon sequence is characterized by short acqui-
sition time, however, is vulnerable to movement and breath-
ing artefacts, which occur much more often in children than
adults especially if children are sedated. Hence, for MFI eval-
uation, we decided to use regular T2-weighted sequences
which are part of standard abdominal and pelvis examination
and their sensitivity and specificity in the assessment of adi-
pose tissue are comparable with T1-weighted sequences.37

During adolescence and early adulthood, greater quantities
of intramuscular fat were observed in girls than boys, which
is compatible with higher fat content in females. The mean
value of tMFI in our study (3.5% in boys and 5% in girls) is
consistent with available data.38 As body fat fraction in-
creases during chronic diseases, malignancies, and treatment
with specific drugs (e.g. steroids),39 area-for-age normative
values may be used to estimate the degree of fat infiltration.
In those cases, it is especially important to measure fat-free
muscle area as the inclusion of MFI may delay the diagnosis
of sarcopenia. Additionally, it was reported that the function-
ality of lower extremity muscles seems to be disturbed by fat
infiltrations.40 We suspect that similar changes occur in

paraspinal muscles, which alongside muscle loss in sarcope-
nia may further decrease physical performance. It indicates
that the assessment of MFI may become part of the initial
evaluation during hospitalization in the future.

This study also has several limitations. Firstly, our study
was performed at a single institution; therefore, our results
only refer to the Caucasian population. Secondly, there is a
lack of percentile charts for children in the first year of life.
It was caused by an insufficient number of healthy partici-
pants because most MRI examinations of the abdomen and
pelvis were performed for oncological reasons. Further, the
tPMA, tPSMA, and tMFI were not standardized by height,
which limits the consistency of measurements across the
range of growing deficits. However, height in children de-
pends on both constitutional and health-related variables.
Growth deficits and sarcopenia are often related to the same
underlying conditions. Height-standardization, may improve
the performance of charts but also introduce overcorrection,
especially in long-lasting diseases which are affecting the sub-
ject’s height. Currently, there is a lack of MRI-derived refer-
ence values in the paediatric population, and in CT-based per-
centile charts height correction was not performed.20

Additionally, the distribution of BMI charts in our group was
similar to the national growth charts which reflect the gen-
eral population of Poland26,27 (Figure 2A). Therefore, no cor-
rection for height was performed, and we accepted the
methodology consistent with previous studies.20 Instead, we
rather recommend the clinical use of percentile charts taking
into account the broader clinical context. The last limitation
includes the inability to estimate confidence intervals for
each percentile line during the construction of charts and
the time necessary to perform semi-automatic segmentation
of tissues. Multicentre studies on larger populations may re-
quire the implementation of fully automatic tools such as cur-
rently rapidly developing deep learning algorithms.

In conclusion, our study is the first to define MRI-derived
reference values of tPMA and tPSMA in the form of percen-
tile charts for children aged from 1 to 18 years. Additionally,
tMFI was measured and first age-dependent norms for boys
and girls during childhood and adolescence were presented.
In the view of personalized medicine, early detection of sar-
copenia and macroscopic fat infiltrations into paraspinal mus-
cles seems to be one of the important directions in paediatric
medicine. Incorporation of our method into standard diag-
nostic protocols may enable a precise initial assessment of
sarcopenic status and appropriate nutritional support.
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Supplementary figure 1. Bland-Altman plot of the difference in interobserver tPMA segmentation 

(cm2) against the mean tPMA segmentation (cm2). KM, first radiologist; MP, second radiologist; 

tPMA, total Psoas Muscle Area; SD, standard deviation. 

 

 

 

 

 

 

 

 

 

 

 

 

 



Supplementary figure 2. Bland-Altman plot of the difference in interobserver tPSMA segmentation 

(cm2) against the mean tPSMA segmentation (cm2). KM, first radiologist; MP, second radiologist; 

tPSMA, total Paraspinal Muscle Area; SD, standard deviation. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Supplementary figure 3. Bland-Altman plot of the difference in interobserver tMFI segmentation 

(cm2) against the mean tMFI segmentation (cm2). KM, first radiologist; MP, second radiologist; tMFI, 

total Macroscopic Fat Infiltrations of the paraspinal muscle area; SD, standard deviation. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Supplementary figure 4. Bland-Altman plot of the difference in intraobserver tPMA segmentation 

(cm2) against the mean tPMA segmentation (cm2). KM1, first radiologist, first measurement; KM2, first 

radiologist, second measurement; tPMA, total Psoas Muscle Area; SD, standard deviation. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Supplementary figure 5. Bland-Altman plot of the difference in intraobserver tPSMA segmentation 

(cm2) against the mean tPSMA segmentation (cm2). KM1, first radiologist, first measurement; KM2, 

first radiologist, second measurement; tPSMA, total Paraspinal Muscle Area; SD, standard deviation. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Supplementary figure 6. Bland-Altman plot of the difference in intraobserver tMFI segmentation 

(cm2) against the mean tMFI segmentation (cm2). KM1, first radiologist, first measurement; KM2, first 

radiologist, second measurement; tMFI, total Macroscopic Fat Infiltrations of the paraspinal muscle 

area; SD, standard deviation. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Supplementary figure 7. Total muscle area-for-age (cm2) percentile charts for a. boys and b. girls 

aged from 1 to 18 years. TMA, Total Muscle Area. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Supplementary figure 8. Study cohort differentiated by sex and age. 
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