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[Abstract] Objective: To analyze the correlation between lumbar bone mineral density (BMD)
and body composition and other related indexes in maintenance hemodialysis (MHD) patients by
quantitative computed tomography (QCT) technique. Methods: A total of 106 patients with mainte-
nance hemodialysis in Yijishan Hospital from July 2014 to August 2022 were retrospectively analyzed.
QCT was used to measure the BMD of L1 and L.2,and the body composition information of 1.3 central
level,including visceral adipose tissue (VAT),subcutaneous adipose tissue (SAT),total adipose tissue
(TAT),L3-skeletal muscle area (L3-SMA),and L3-intramuscular fat (L3-IMAT).At the same time,
the age,gender,dialysis duration and blood biochemical indicators of the patients were recorded.Pear-
son correlation analysis was used to analyze the correlation between lumbar BMD and various indica-
tors in MHD patients. According to the results of BMD measurement,106 MHD patients were divided
into normal bone mass group (n=61) and abnormal bone mass group (n=45).The differences in body
composition and various clinical indicators between the two groups were compared, and multivariate

logistic regression was used to analyze the risk factors of abnormal bone mass in MHD patients.
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Results: Among the 106 patients with MHD,57.55% (61 cases) had normal bone mass and 42.45%
(45 cases) had abnormal bone mass,including 26.41% (28 cases) with reduced bone mass and 16.04 %
(17 cases) with osteoporosis. The age, total cholesterol (TC), LDL-C, Phosphorus (P), VAT, SAT,
TAT,L3-SMA and L3-IMAT in the abnormal bone mass group were higher than those in the normal
bone mass group and the difference was statistically significant (P <C0.05).The differences in gender,
dialysis age, triglyceride (TG),HDL-C,ALB and Ca levels between the two groups were not statisti-
cally significant (P >>0.05). Lumbar BMD in MHD patients was positively correlated with L3-SMA
(r=0.264,P<0.05),and negatively correlated with age, VAT,SAT,TAT,L3-IMAT and TC (P <<
0.05).No correlation was found between lumbar BMD and dialysis age, TG, HDL-C, LDL-C,ALB,Ca
and P in MHD patients (P >>0.05).Multivariate logistic regression showed that high blood phosphor-
us,advanced age and high L3-IMAT were risk factors for the development of bone mass abnormalities
in patients with MHD.Conclusion ; There is a correlation between lumbar BMD and body composition,
age and TC in MHD patients. High blood phosphorus,advanced age and high LL3-IMAT are independ-
ent risk factors for the development of bone mass abnormalities in MHD patients.
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