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Abstract
The association between body composition parameters and toxicity associated with hepatic arterial
infusion (HAI) chemotherapy regimens has not been analyzed. We analyzed data from patients
with advanced cancer and liver metastases treated on a clinical trial of HAI oxaliplatin
combination regimen. Patient characteristics, response and toxicities were analyzed in relevance
with body composition data from CT images. Forty-eight of 57 patients (mean age 57 years; 60%
women) had available CT scans. The most common diagnosis was colorectal cancer (22/48, 46%);
30/48 patients (63%) had body mass index (BMI) ≥ 25 kg/m2. Twenty of 48 patients were
sarcopenic (42%). Grade 3–4 adverse events did not differ among patients with and without
sarcopeniaor according to BMI. The median survival (95% confidence interval [CI]) was 167
(128–206) days for sarcopenic and 280 (214–346) days for non-sarcopenic patients (p=0.271).
Among patients treated at the maximum tolerated dose, the median survival was 103 days for
sarcopenic and 312 days for non-sarcopenic patients (p=0.173). Sarcopenia was present in 30%
(6/20) of patients with reduction in tumor size post-treatment, and in 52% (14/27) of patients with
increased tumor size (p=0.171). In conclusion, body composition was not associated with
toxicities. Sarcopenia might be associated with shorter survival.
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INTRODUCTION
Body composition features have been associated with various aspects of cancer that relate to
prevention, etiology, and therapy. Obesity is an etiologic and factor in various cancers (1).
Weight loss is frequent among cancer patients, especially in advanced disease (2), and is a
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feature of cancer cachexia, which is characterized by loss of fat and muscle mass, decreased
muscle strength, low fat-free mass, fatigue, anorexia, elevated inflammatory markers,
anemia, and low serum albumin level (3). Cachexia, which occurs in up to 80% of cancer
patients (4), is a marker of poor prognosis (5–7), negatively impacts patients’ quality of life
(8, 9), and impairs normal physical function (10). Sarcopenia, which denotes severe muscle
depletion, has received special attention recently in the cancer literature because it is
associated with reduced physical ability and increased mortality in patients without cancer
(11–16). Sarcopenia was linked to dose-limiting toxicities in a phase I study of sorafenib in
renal cell carcinoma (17).

Hepatic arterial infusion (HAI) is used in the treatment of hepatic metastases from colorectal
cancer, on the basis that malignant lesions derive most of their blood supply from the
hepatic artery, in contrast to normal hepatocytes (portal venous circulation) (18, 19). HAI of
cytotoxic drugs is thought to be associated with higher antitumor activity in liver metastases
and fewer toxicities than systemic administration (18).

We previously published results of a phase I clinical trial of HAI oxaliplatin combined with
systemic 5-fluorouracil, leucovorin, and bevacizumab in patients with advanced solid
tumors predominantly metastatic to the liver (20). This regimen had promising antitumor
activity and 58% of patients had no toxicity > Grade 1 (20).

However, many other HAI studies have failed to show an advantage over usual treatments,
although selected trials demonstrated a survival advantage (18, 19), including high response
rates and improved survival of patients with colorectal cancer treated with HAI after hepatic
resection (19–21).

To our knowledge, the association between body composition parameters and toxicity
associated with HAI chemotherapy regimens has not been systematically analyzed. We
hypothesized that there is no relationship between body composition and HAI toxicities, due
to the very fact that body composition would most likely play a minor role when drug
delivery is less dependent on tissue distribution. The objectives of this study were to assess
body composition in patients with advanced solid tumors metastatic to the liver treated on a
study of HAI oxaliplatin combined with systemic 5-fluorouracil/leucovorin and
bevacizumab; determine the association, if any, between body composition and toxicities;
and determine the association between clinical outcomes and body composition and other
pretreatment characteristics.

PATIENTS AND METHODS
We conducted a retrospective analysis of data from patients who were treated on protocol, as
previously published (20). Briefly, a hepatic intraarterial catheter was placed by an
interventional radiologist before oxaliplatin administration. Cohorts of patients were treated
with escalating doses of HAI oxaliplatin 60–175 mg/m2 intraarterially over 2 hours on day 1
and 3000 units of heparin intraarterially on day 1; followed by leucovorin at 200 mg/m2

intravenously (IV) on days 1 and 2 and a 5-fluorouracil 300 mg/m2 bolus plus 600 mg/m2 in
250 mL of Dextrose 5% as a continuous IV infusion over 22 hours on days 1 and 2 and by
bevacizumab at 10 mg/kg IV over 60 minutes on day 3. Oxaliplatin dose escalation was as
follows: 60, 80, 100, 120, 140, 150, 160 and 175 mg/m2. Cycles were repeated every 3
weeks. There was no intrapatient dose escalation. All procedures were performed in
accordance with the guidelines of The University of Texas MD Anderson Cancer Center
Institutional Review Board.
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Study Design
The study was designed using a conventional “3 + 3” design, followed by an expansion
phase, with patients treated at the maximum tolerated dose (MTD).

Toxicity and adverse event monitoring
Patients were monitored approximately every three weeks by physical examination,
hematology and chemistry laboratory studies, measurement of vital signs, and assessment of
adverse events. Patients were evaluated for adverse events > Grade 3 according to the
National Cancer Institute Common Terminology Criteria for Adverse Events (NCI CTCAE)
version 3.0 (22), and for the current study, all hematology and chemistry results of
laboratory tests (independent of CTCAE grade) were obtained by chart review. Patients
were restaged after every two cycles of therapy (1 cycle = 3 weeks).

Body composition assessment
Computed tomography (CT) imaging studies performed within four weeks before initiation
of therapy were used to compute skeletal muscle, visceral adipose tissue, subcutaneous
adipose tissue and intramuscular adipose tissue mass.

Body mass index (BMI) was calculated by dividing the patient’s weight in kilograms by
height in meters squared, as previously described (23). Patients with BMI ≤ 18.5 kg/m2 are
considered to be underweight, those with BMI > 18.5 kg/m2 and ≤ 25 kg/m2 were
considered to have normal weights, and those with BMI > 25 kg/m2 are classified as
overweight. Lean body mass and muscularity were calculated using the validated method
described below (24). Abdominal images at the level of the 3rd lumbar vertebra were
identified and saved for body composition analysis. The 3rd lumbar vertebra CT cross-
sectional image was chosen for analysis because it contains muscles that are optimal for
estimating lean body mass. The use of the 3rd lumbar vertebra as the landmark for body
composition analysis has been described previously and validated against dual x-ray
absorptiometry and bioimpedance analysis in healthy populations and in patients with
advanced cancer (24–26). Muscles, subcutaneous fat, and visceral fat were identified by an
operator trained in musculoskeletal anatomy using previously described Hounsfield unit
thresholds (27–29) and quantified with SliceOMatic software, version 4.3 (Tomovision,
Montreal, QC, Canada). Whole body composition as well as lean and fat body mass were
estimated by applying the values obtained for muscularity (LBM=lean body mass) and
adiposity (FM=fat mass) at the L3 level to the Mourtzakis et al. formulas
(

) with demonstrated reliability (r=0.94, p<0.0001 and r=0.88, p<0.0001, respectively) (24).
Patients were considered to be sarcopenic if they had a lumbar skeletal muscle index lower
than 38.5 cm2/m2 for women and less than 52.4 cm2/m2 for men, as previously described
(15).

Clinical outcomes
The clinical outcomes of this study were response and overall survival. Best response was
assessed by an MD Anderson radiologist and a physician team in the departmental RECIST
assessment clinic starting after 2 cycles of therapy, and then after every subsequent 2 cycles
(1 cycle = 3 weeks) using RECIST (30) guidelines. Survival was measured from start of
treatment on protocol until death from any cause or last follow-up. Patients still alive at the
last follow up were censored at that time point.
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Statistical methods
Descriptive statistics analysis was performed first. Lean body mass – normalized oxaliplatin
doses (mg/kg of lean body mass) were obtained by dividing the oxaliplatin dose
administered by the estimated amount of total lean body mass. Grade 3/4 adverse events
were described using contingency tables. Continuously scaled measures including body
composition variables were summarized with mean and standard deviation. Waterfall plot
analysis was used to illustrate antitumor activity (31). A t-test or Mann-Whitney test was
used to assess the body composition variables between different groups (grade 3/4 toxicity
versus no grade 3/4 toxicity, for example). Chi-square or Fisher’s exact tests (where
appropriate) were used to assess association between two categorical variables. We
estimated the overall survival distributions using Kaplan-Meier curves and compare these
distributions among groups using the log rank test. A p-value <0.05 was considered
statistically significant. Spearman coefficients were calculated to assess correlations
between body composition variables. Statistical analyses were performed using SPSS v.16
(SPSS Inc., Chicago, IL) and S-Plus, version 7.0 (Insightful Corp., Seattle, WA) software.

RESULTS
Of the 57 patients who participated in the original phase I trial (20), data for determination
of body composition by CT scans were available for 48 patients. Of the remaining 9
patients, 8 had images that were of too poor quality to assess and another patient who was
11 years old had no CT analyzed because the technique has not been validated for patients
younger than 18 years.

Of 48 patients, the mean age was 56 years (range 32–76 years), and 29 (60%) participants
were women. The most common diagnosis was colorectal cancer (22 patients, 46%),
followed by melanoma (7 patients, 15%). Detailed demographic information is shown in
Table 1. No statistically significant differences were found between men’s and women’s
demographic data. In addition, when comparing patients in the expansion cohort with those
in other cohorts, the only statistically significant difference (p=0.003) was in the number of
patients with melanoma, which was none in the expansion cohort and seven in the other
cohorts.

Sarcopenia was present in 20 (42%) of 48 patients. Thirty (63%) of 48 patients had a BMI
higher than 25 kg/m2. Of 48 patients, six (13%) presented concurrently with a BMI higher
than 25 kg/m2 and sarcopenia. All body composition variables are described in Table 2. No
differences were found for patients on the expansion cohort compared to patients on the
other cohorts. Compared to men, women had significantly lower weights (mean ± SEM,
69.5 ± 2.9 kg versus 89.4 ± 4.7 kg, p=0.002), skeletal muscle area at L3 (mean ± SEM,
108.8 ± 3.6 cm2 versus 168.3 ± 7.0 cm2, p<0.001), visceral adipose area at L3 (mean ±
SEM, 76.9 ± 11.5 cm2 versus 152.2 ± 27.4 cm2, p=0.03), muscle index (mean ± SEM, 40.1
± 1.2 cm2/m2 versus 52.9 ± 2.1 cm2/m2, p<0.001), and total estimated lean body mass
(mean ± SEM, 38.7 ± 1.1 kg versus 52.9 ± 2.1 kg, p<0.001).

Toxicity
Grade 3–4 (G3–4) adverse events are summarized in Table 3 and Figure 1. No statistically
significant differences were found in the frequencies of toxicities between patients with and
without sarcopenia. No differences were found when comparing normalized oxaliplatin
doses between patients with and without grade 3–4 toxicities (p=0.237 for the difference
between normalized oxaliplatin doses for patients with or without any grade 3–4 toxicity).
No differences were found with regards to the frequency of toxicities when comparing
patients in the first and fourth quartiles of the normalized oxaliplatin doses distribution. The
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combined effects of muscularity and body mass index on toxicity are summarized in Figure
2. Most patients with G3–4 toxicities were classified as having BMI ≥ 25 kg/m2 without
sarcopenia (14/29 patients with toxicities, 48%). Nevertheless, no statistically significant
differences were found among the four combinations of BMI (cutoff 25 kg/m2) and presence
of sarcopenia (normalized gender-specific cutoff).

Survival
Median overall survival for the sarcopenic patients was 167 days (95% CI = 128 – 206),
whereas for the non-sarcopenic group it was 280 days (95% CI = 214 – 346, p = 0.271).
Median overall survival for patients with a BMI < 25 kg/m2 was 179 days (95% CI = 138 –
377), and it was 267 days for patients with a BMI ≥ 25 kg/m2 (95% CI = 173 –360, p =
0.778) (Figure 3a). Patients with concurrent BMI ≥ 25 kg/m2 and sarcopenia had a median
overall survival of 267 days (95% CI = 176 – 358) versus 240 days (95% CI = 140 – 465)
for all other patients (p = 0.541). Overall survival of patients treated at the MTD did not
differ from that of patients treated on the dose escalation cohorts (251 days [95%CI = 174 –
327] versus 220 days [95%CI = 39 – 401], respectively, p = 0.402). Among the patients
treated at the MTD, the 14 patients who were not sarcopenic seemed to have much longer
median survival (312 days [95% CI = 231 – 393]) compared to the 12 patients with
sarcopenia (103 days [95% CI = 100–358]) (Figure 3b); however, this apparent difference
was not statistically significant (p = 0.173) due to the small sample size. Patients with a BMI
< 25 kg/m2 and concurrent sarcopenia had no statistically significant differences in survival
compared to all other patients (median survival 167 days [95% CI = 26 – 308] versus 267
days [95%CI = 188 – 346], p=0.5). Survival of patients with BMI < 25 kg/m2 and
concurrent sarcopenia was not statistically different from the survival of patients with BMI ≥
25 kg/m2 without sarcopenia (167 days [95% CI = 26–308] versus 280 days [95% CI = 194–
366], respectively, p = 0.476).

Treatment response
Treatment response data were available for 47 patients, and there was no association
between response and the presence of sarcopenia. Among the 27 patients without
sarcopenia, 14 (52%) had a reduction in tumor size, whereas only six of 20 (30%) patients
with sarcopenia achieved such a reduction (p=0.152) (Figure 4). In addition, treatment
response was not correlated with specific body composition variables (Figure 5) or with lean
body mass - normalized oxaliplatin doses (median 10.84 mg/kg [interquartile range 9.14–13]
for patients with any tumor decrease and 10.24 [interquartile range 8.22–12.48] for patients
who any tumor increase, p=0.38).

DISCUSSION
To our knowledge, this is the first study to explore the role of body composition variables in
adverse events and response to HAI therapy. Sarcopenia was not directly associated with the
side effect profile of HAI therapy or with response to therapy. In addition, we have shown
that other body composition estimates such as total lean body mass and total adipose body
mass were also not correlated with response to therapy.

All patients on the current study had advanced cancer and had been treated with an average
of four prior therapies before participation on the protocol of HAI oxaliplatin treatment
combined with systemic IV infusion of bevacizumab, leucovorin and fluorouracil (20).

We found an overall frequency of sarcopenia of 42%. This is similar to previous reports,
such as 56% sarcopenia in a sample of 111 patients with advanced pancreatic cancer (p=0.12
versus our population) (32), and 51% in a group of 104 patients with diverse solid tumors

Parsons et al. Page 5

Nutr Cancer. Author manuscript; available in PMC 2014 January 09.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



referred to our Phase I Clinical Trials Program (p=0.3 versus the patient population in the
current study) (33).

A wide range of adverse events was observed in our study patients (Table 3), and sarcopenia
was not associated with their presence, as depicted in Figure 1. Oxaliplatin is known to
cause several side effects, such as peripheral neuropathy, nausea, vomiting, diarrhea,
mucositis, and myelosupression (34). However, here we found no association between
toxicities and oxaliplatin administration, and also no differences between lean body mass-
normalized oxaliplatin doses and toxicities. We hypothesize that this is because the direct
HAI route of administration at least partially eliminates distribution to other body tissues,
reducing the systemic impact of the drug. Lower plasma concentrations of platinum were
previously reported in animal models receiving oxaliplatin by HAI compared to standard IV
administration (35). With respect to 5-fluorouracil and leucovorin, Prado et al. showed that
lower lean body mass predicted a higher frequency of toxicities in a study of 62 patients
with colorectal cancers treated with a 5-fluorouracil-based regimen (36). The Prado et al.
report, however, considered toxicities reported only during the first cycle of therapy,
whereas our study assessed all adverse events in all treatment cycles. In addition, patients on
the Prado et al. study received a higher total dose of 5-fluorouracil (2125 mg/m2 versus 1800
mg/m2 for patients on the current study), which might also have increased the frequency of
side effects. Although patients with a combination of sarcopenia and overweight seemed to
have a high frequency of G3–4 adverse events (83%) in our limited sample, as shown in
Figure 2, there is no statistically significant difference on adverse events among the 4
subgroups by sarcopenia and BMI (< 25 versus ≥ 25).

Patients with normal muscularity had an overall survival duration 68% longer
(approximately 3.5 months) than patients with sarcopenia (280 days [95%CI=214–346]
versus 167 days [95%CI=128–206]), as shown in Figure 3. Even though this difference had
practical importance, it did not attain statistical significance. Previously, it has been shown
that the combination of sarcopenia and BMI ≥ 25 kg/m2 was predictive of a shorter overall
survival (15, 32). In the current study, however, this was not the case as the overall survival
of patients with concurrent sarcopenia and BMI ≥ 25 kg/m2 was almost equal to that of the
other body composition groups (267 days [95%CI = 176 –358] versus 240 days [95% CI =
14–465], respectively, p=0.541). We hypothesize that this is due to the small number of
patients with concurrent sarcopenia and BMI ≥ 25 kg/m2 (n = 6 patients), which did not
allow meaningful statistical comparisons to be made. Further research in larger samples is
needed to fully evaluate this finding. Patients without sarcopenia who were treated at the
MTD and evaluated independently demonstrated a survival advantage of more than 6
months compared to patients with sarcopenia, but this was not statistically significant,
perhaps because of the small number of patients in this subgroup. Even though sarcopenia
might play a role in reducing survival, the survival differences might, in fact, be due to the
differences in underlying diseases. Some patients had shorter survival because of the greater
severity of their cancers, with sarcopenia being a consequence of more severe disease.
Causality cannot be proven by this small retrospective study.

There was no statistically significant difference on frequent reduction in tumor size by
RECIST between patients with and without sarcopenia (6/20, 30% versus 14/27, 52%,
respectively, p=0.152) (Figure 4). Several factors could be causal, including differences in
disease severity, with patients suffering from more aggressive diseases being more likely to
have sarcopenia, and the altered distribution of drugs across body tissues in patients with
sarcopenia. Further investigation is needed to determine the effects of sarcopenia on survival
and response in this treatment setting.
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Other continuous body composition variables (total body adipose tissue and total body lean
tissue) did not correlate with response to treatment, as shown in Figure 5.

In conclusion, the present study suggests that sarcopenia is likely not associated with
treatment toxicities when treatment is given via the HAI route. Although it has been recently
proposed that more precise body composition variables should be used to determine drug
dosing for cancer treatment (15, 16, 36), such factors might not have significant clinical
importance for patients receiving HAI-based treatments. Because systemic effects are
attenuated when drugs are administered by the HAI route, variables such as sarcopenia,
which might contribute to toxicity after IV or oral drug administration, might assume less
importance when treatment is given via hepatic infusion. Indeed, a considerable amount of
literature suggests that repeated infusion is associated with less intense toxicities (18, 20, 21)
while maintaining an increasing concentration of chemotherapy at the tumor bed in the liver.
Our current data further suggest that patients with sarcopenia are not at higher risk for
toxicity after HAI treatment, which broadens the utility of HAI for the treatment of patients
with advanced cancer.
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Figure 1.
Frequency of grade 3–4 adverse events according to sarcopenia status (a) All participants (b)
Only participants in the expansion cohort. No statistically significant differences were
found.
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Figure 2. Frequency of patients with grade 3–4 adverse events according to BMI and presence of
sarcopenia
Patients with grade 3–4 adverse events (black circles) are depicted along with patients
without such events (empty diamonds). Muscle index cutoffs for sarcopenia were
normalized according to gender on a scale in which 100% matches the gender-specific
cutoff. The vertical dashed line marks the cutoff of 24.9 kg/m2 for BMI, and the horizontal
line depicts the 100% cutoff for sarcopenia. No statistically significant differences in
frequency of grade 3–4 adverse events were found among the 4 quadrants (p=0.381)
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Figure 3. Survival analyses
Survival analyses were performed using Kaplan-Meier curves and log-rank tests to detect
differences in survival. (a) Overall survival of all patients (n=48) according to sarcopenia
status (p=0.778). (b) Overall survival for patients in the expansion cohort (n=26) according
to sarcopenia status, p=0.173.
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Figure 4. Waterfall plot depicting best response by RECIST
Changes in tumor size from baseline are shown. Change in the tumors of patients who
progressed clinically but had no RECIST measurements available is arbitrarily shown as an
increase of 21% from the baseline. Black bars represent patients without sarcopenia, while
light grey bars represent patients with sarcopenia (p=0.171).
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Figure 5. Waterfall plots depicting best response by RECIST and its correlation with body
composition variables
Changes in tumor size from baseline are shown. Change in the tumors of patients who
progressed clinically but had no RECIST measurements available is arbitrarily shown as an
increase of 21% from the baseline. Black dots depict the body composition variables
(estimated amounts of lean body mass and adipose body mass) for each patient. The black
lines represent a fitted regression line for the body composition variables in each graph.
Changes in tumor size are depicted in the left vertical axis, while the estimated amounts of
lean body mass and adipose body mass are shown in the secondary (right) vertical axis. The
Spearman correlations between each body composition variable and RECIST responses
were not statistically significant (p=0.655 and p=0.283 for adipose and lean body mass,
respectively).
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Table 1

Patient characteristics

Expansion cohort (N=26) Escalation cohorts (N=22) All patients (N=48)

n (%) n (%) n (%)

Age, years [mean (SD)] 57 (11) 54 (10) 56 (11)

Gender

 Female 16 (62%) 13 (59%) 29 (60%)

 Male 10 (38%) 9 (41%) 19 (40%)

Diagnosis

 Colorectal 14 (54%) 7 (32%) 21 (44%)

 Melanoma 0 (0%) 7 (32%)* 7 (15%)

 Ovarian 1 (4%) 2 (9%) 3 (6%)

 Breast 1 (4%) 1 (5%) 2 (4%)

 Cholangiocarcinoma 2 (8%) 0 - 2 (4%)

 Other** 8 (32%) 5 (25%) 13 (27%)

ECOG PS

 0 7 (27%) 10 (45%) 17 (35%)

 1 18 (69%) 12 (55%) 30 (63%)

 2 1 (4%) 0 - 1 (2%)

Number of prior therapies [mean (SD)] 4 (3) 3 (2) 4 (2)

*
expansion versus escalation cohort, p=0.003

**
“Other” includes adenocarcinoma of the duodenum, cervical cancer, cholangiocarcinoma combined with hepatocellular carcinoma,

hepatocellular carcinoma, gastric cancer, hemangioperycitoma, neuroendocrine cancer, pancreatic cancer, prostate cancer, small cell lung cancer,
and unknown primary.

SD = standard deviation; ECOG = Eastern Cooperative Oncology Group; PS = performance status
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Table 2

Body composition variables

Expansion cohort (N=26) Escalation cohorts (N=22) All patients (N=48)

Average (SEM) Average (SEM) Average (SEM)

Female (n=29)

 Weight (kg) 72.8 (4.1) 65.5 (3.8) 69.5 (2.9)

 Skeletal muscle area at L3 (cm2) 108.2 (5.1) 109.6 (5.3) 108.8 (3.6)

 Intramuscular adipose area at L3 (cm2) 13.5 (1.9) 11.0 (2.2) 12.4 (1.4)

 Visceral adipose area at L3 (cm2) 84.9 (17.6) 67.0 (13.9) 76.9 (11.5)

 Subcutaneous adipose area at L3 (cm2) 184.0 (27.4) 173.7 (32.2) 179.4 (20.5)

 BMI (kg/m2) 26.5 (1.4) 24.7 (1.6) 25.7 (1.0)

 Muscle index (cm2/m2) 39.4 (1.6) 41.0 (1.9) 40.1 (1.2)

 Total estimated lean body mass (kg) 38.5 (1.5) 38.9 (1.6) 38.7 (1.1)

 Total estimated fat body mass (kg) 18.9 (1.2) 18.5 (1.4) 18.7 (0.9)

 Sarcopenic [n (%)] 4 (30%) 7 (40%) 11 (38%)

 BMI categories [n (%)]

 <18.5 kg/m2 0 (0%) 2 (15%) 2 (7%)

 18.5–24.9 kg/m2 7 (44%) 4 (31%) 11 (38%)

 25–29.9 kg/m2 5 (31%) 5 (39%) 10 (34%)

 ≥30 kg/m2 4 (25%) 2 (15%) 6 (21%)

Male (n=19)

 Weight (kg) 86.7 (5.6) 92.4 (8.1) 89.4 (4.7)

 Skeletal muscle area at L3 (cm2) 167.8 (10.7) 168.9 (9.4) 168.3 (7.0)

 Intramuscular adipose area at L3 (cm2) 14.0 (3.6) 13.3 (2.7) 13.7 (2.2)

 Visceral adipose area at L3 (cm2) 124.8 (43.4) 182.6 (31.5) 152.2 (27.4)

 Subcutaneous adipose area at L3 (cm2) 159.7 (26.8) 230.6 (49.6) 193.3 (27.9)

 BMI (kg/m2) 26.8 (1.5) 29.2 (1.8) 27.9 (1.2)

 Muscle index (cm2/m2) 51.9 (3.1) 54.1 (2.9) 52.9 (2.1)

 Total estimated lean body mass (kg) 56.4 (3.2) 56.7 (2.8) 56.6 (2.1)

 Total estimated fat body mass (kg) 17.9 (1.1) 20.9 (2.1) 19.3 (1.2)

 Sarcopenic [n (%)] 5 (50%) 5 (55%) 10 (53%)

 BMI categories [n (%)]

 <18.5 kg/m2 0 (0%) 0 (0%) 0 (0%)

 18.5–24.9 kg/m2 4 (40%) 1 (11%) 5 (26%)

 25–29.9 kg/m2 3 (30%) 4 (44%) 7 (37%)

 ≥30 kg/m2 3 (30%) 4 (44%) 7 (37%)
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