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Abstract: Background: Parkinson’s disease (PD) is a common neurodegenerative disease associated
with progressive gray matter atrophy. In addition to motor function disorder, frailty and decreased
muscle mass potentially contribute to increased morbidity risk. Objective: This study aimed to
investigate the associations between lean muscle loss and gray matter volume (GMV) in PD patients.
Methods: Thirty patients with PD and fifteen healthy controls underwent brain and bilateral thigh
MRIs. The IDEAL sequence was employed, measuring the regions of interest (ROI) of fat percentage
at the 50% point of femur length. Voxel-base morphometry (VBM) was used to assess regional gray
matter volume differences between groups. Further correlation analysis was performed to evaluate
the changes between gray matter volume and fatty percentage of the bilateral thigh after adjusting
for age and gender. Multiple linear regression analysis was applied to evaluate the risk factor of core
muscle loss in PD patients. Results: Compared with controls, patients with PD had significantly
higher thigh fat percentage and smaller gray matter volume of several brain locations of the default
mode network (DMN), specifically the left superior temporal gyrus, right uncus, and left inferior
temporal gyrus, revealing association with higher thigh fat percentage. Further multiple linear
regression analysis indicated that higher thigh fat percentage is associated with gender (female),
increased disease duration, and smaller gray matter volume of the left superior temporal gyrus
and right uncus in PD patients. Conclusions: Patients with PD experience core muscle loss in the
thigh, associated with default mode network (DMN) degeneration, longer disease duration, and
female gender. Identification of risk factors associated with lean muscle mass loss may assist in early
prevention of comorbidities such as sarcopenia.

Keywords: gray matter; muscle atrophy; neurodegenerative disorder; Parkinson’s disease;
voxel-based morphometry

1. Introduction

Parkinson’s disease (PD) is estimated to affect approximately 1% of the population over 60 years of
age [1]. The three cardinal motor features in PD are rest tremor, rigidity, and bradykinesia. In addition
to movement manifestations, several non-motor features, such as autonomic dysfunction, cognitive
and psychiatric changes, dementia, sensory symptoms, and sleep disturbances are also commonly
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presented during disease progression [2]. Recently, physical frailty related to reduced physical activity
has been identified as a predictor of decreased lifespan [3]. In PD, decreased physical activity and
subsequent weakness occurs with disease progression [4]. The decreased muscle force production and
general muscle weakness is associated with a deficit in the central activation of muscles [5]. Generalized
loss of skeletal muscle mass and strength lead to sarcopenia, increasing the risk of adverse outcomes [6].
Several mechanisms involving advanced age, immobility, neurodegeneration, malnutrition, endocrine
disorders, and cachexia in PD patients may be associated with the development of sarcopenia [7].
Therefore, it seems that neurologic deficits at various levels, from the brain to the neuromuscular
junctions, could result in this adverse condition. To date, however, the relationship between muscle
loss and neurological deficit has yet to be conclusively demonstrated.

PD is primarily associated with the loss of nigrostriatal dopaminergic neurons, which leads
to striatal dopamine deafferentation, and causes the classic extrapyramidal motor impairment [2].
Furthermore, brain atrophy related to decreased motor function is a consequence of muscle disuse [8].
Other brain area deficits include the executive attention network and default mode network (DMN)
deterioration [9–11]. The executive attention network dysfunction impairs both the processing of
motivational and gait function, leading to further decrease of physical activity [9]. Meanwhile,
default mode network dysfunction has been observed in many neurodegenerative disorders, including
Parkinson’s disease [10]. A recent study reported that movement disorders, including akinesia and
rigidity, are related to decreased activity in the default mode network in PD patients [11]. In addition,
studies of aging have revealed that frail subjects are associated with elevated gray matter volume
atrophy compared with non-frail subjects [12,13]. However, clarification of the pathophysiology within
the brain and the association with lean muscle loss in PD patients require further investigation.

Numerous imaging techniques may provide effective insight in body composition analysis.
Magnetic resonance imaging (MRI) techniques, such as chemical shift imaging techniques, effectively
separate fat and water proton signals according to their different precession velocities, and have
been widely applied for the classification of fat distribution into subcutaneous; visceral; and, more
recently, intermuscular fat [14]. The iterative decomposition of water and fat with echo asymmetry and
least-squares estimation (IDEAL) technique, may be particularly useful for evaluations of intramuscular
component alterations [15], and demonstrates potential as a promising new biomarker for early
sarcopenia detection in PD patients.

Frailty and decreased muscle mass have been observed in patients with PD, causing morbidity
and mortality [3]. It is known that many factors may influence muscle integrity [7], whereas the
central nervous system plays a crucial role for maintenance of muscle integrity. We hypothesized
that certain structural changes in the brain may be correlated with sarcopenia in PD patients. In the
present study, we applied the IDEAL technique to determine whether PD patients present with higher
percentages of fat content in core and extremity muscles, and lower muscle mass than normal controls;
furthermore, we deemed a comprehensive assessment of the structural changes within the entire brain
necessary to more effectively evaluate the relationship between core muscle loss and specific brain
structural changes.

2. Materials and Methods

To investigate the associations between lean muscle loss and gray matter volume (GMV) in PD
patients, 30 PD patients and 15 normal controls were enrolled in our study. All studies were reviewed
and approved by the Institutional Review Board of Chang Gung Memorial Hospital (Approval No.
103-6906A3) and conducted following the Declaration of Helsinki. All participants provided written
informed consent following a detailed explanation of the prospective studies.

2.1. Study Patients

This prospective study enrolled 30 patients (10 men and 20 women; mean age: 64.90 ± 10.08 years;
Hoehn and Yahr 1–2; mean disease duration: 1.13 ± 1.36 years) with idiopathic PD as diagnosed by
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an experienced neurology specialist in the Chang Gung Memorial Hospital Neurology Department,
in accordance with the United Kingdom Brain Bank criteria from 2016 to 2017. Patients with history of
other neurologic or psychiatric illness, or psychotropic medication usage were excluded. The severity
of PD was evaluated using the United Parkinson Disease Rating Scale (UPDRS) [16], and modified
Hoehn and Yahr staging (H & Y) scale [17]. The UPDRS is evaluated via clinical observation and
interview for multiple aspects of PD, such as mental dysfunction and mood (Part I), motor disability
(Part II), and motor impairment (Part III). The modified H&Y scale (from stages 1 through 5, more
severe in later stages) provides an evaluation of functional disability. In addition, 15 healthy volunteers
(4 men and 11 women; mean age: 62.60 ± 4.85 years) with similar levels of education but no medical
history of brain trauma, substance abuse, neurological diseases, or psychiatric illnesses were enrolled
for comparison as normal controls.

2.2. Image Acquisition

2.2.1. Thigh MRI Data Acquisition

We performed magnetic resonance scanning on a 1.5T MRI system (Discovery 450, GE Healthcare,
Chicago, IL, USA). For signal excitation, a body coil was used; for signal reception, we used a 12-channel
body phased array coil.

We employed a multi-echo 3D SPGR IDEAL sequence with fly-back gradients (IDEAL IQ,
GE Healthcare) to evaluate the percentage of fat content in the thigh. The IDEAL IQ technique,
a T1-independent, T2*-corrected chemical shift-based method, is capable of separating fat and water with
multi-peak fat spectral modeling. Imaging parameters for IDEAL IQ were echo time = 1.3, 3.3, 5.3, 7.3,
9.3, and 11.3 milliseconds; flip angle = 5; bandwidth = 61.25 kHz; repetition time = 13.7 milliseconds;
field of view = 42 × 42 cm at thigh region; matrix size = 256 × 128; slice thickness = 10 mm; and number
of slices = 36 at thigh region. The IDEAL IQ produces water, fat, out-phase, in-phase, as well as
T2*-corrected fat, T2*-corrected water, and fat fraction maps. IDEAL is a fat suppression sequence with
the “in-and-out-of-phase” technique, which is based on Dixon’s method. The “in-and-out-of-phase”
technique is acquired with different echo times (TE). Clear separation of these tissues is achieved by
differences in chemical shift between water and fat. With the reduction of inhomogeneity of the B0 field,
this method is gradually modified and improved. To make obtaining the best fat saturation possible,
the lower extremities protocol included IDEAL sequences, as these sequences distinguish water from
fat tissue (Water Only sequences and Fat Only sequences), and provide adequate fat saturation [15].

The fat fraction in muscles is approximately equal to signal intensity in the IDEAL fat fraction
map image. The fat fraction of the thigh was estimated by calculating the signal intensity from
regions of interest (ROI) in an IDEAL fat fraction map image. To ensure the appropriate position of
regions of interest (ROI), all measurements were performed by two radiologists (LWC and WYN). The
measured level of thigh was at the 50% point of femur length. The measured regions of interest (ROI)
area included the anterior compartment of thigh (sartorius muscle and quadriceps femoris muscle:
vastus lateralis, rectus femoris, vastus medialis, and vastus intermedius), the medium compartment
of the thigh (gracilis muscle and adductor brevis, longus, minimus, and magnus), and the posterior
compartment of the thigh (semitendinosus; semimembranosus; hamstring biceps femoris).

2.2.2. Brain MRI Data Acquisition

A GE Signa 3T whole-body MRI scanner (General Electric Healthcare) using an 8-channel
phase array head coil was used to perform the volumetric structural MRI scans. With 110
contiguous axial slices aligned to the anterior and posterior commissure, whole-brain 3-dimensional
T1-weighted images of all participants were collected using an axial inversion-recovery prepared
fast-spoiled gradient-recalled echo pulse sequence. The scanning parameters were as follows,
repetition time = 9.5 m, echo time = 3.9 m; inversion time = 450 m, flip angle = 15◦; number of



J. Clin. Med. 2020, 9, 239 4 of 12

excitations = 1; field of view = 240 × 240 mm2; matrix size = 512 × 512; and voxel size = 0.47 × 0.47 ×
1.3 mm3 (without inter-slice gap and interpolation).

Voxel-based morphometry analysis was performed using the Statistical Parametric Mapping
software (SPM12 version 7219, Wellcome Institute of Neurology, University College London, London,
UK), and Matlab R2010a (Mathworks, Natick, MA, USA). First, all images were carefully checked by
an experienced radiologist to ensure that no scanner artifacts, motion problems, or gross anatomic
abnormalities existed for each participant. The default settings were used unless otherwise specified.
Whole brain T1-weighted images were bias-corrected and segmented into gray matter, white matter,
and cerebrospinal fluid using the New Segment Toolbox of SPM12. Then, the gray matter images were
rigid aligned to the tissue probability maps in the Montreal Neurological Institute (MNI) standard space
and averaged to create the study-specific tissue template using the high dimensional Diffeomorphic
Anatomical Registration Exponentiated Lie (DARTEL) algorithm. Subsequently, all native space gray
matter images were registered to this study-specific template and further spatially normalized into
standard MNI space (1.5 mm isotropic voxel). The resulting gray matter images were modulated by
Jacobian determinant of the corresponding deformation field to correct for volume changes. Finally, the
modulated gray matter images were smoothed using an isotropic Gaussian kernel of 8 mm full-width
at half maximum.

2.3. Statistical Analysis

All statistical analyses were performed using the Statistical Package for Social Sciences (SPSS)
software package (version 17, SPSS Inc. Chicago, IL, USA). Age data for the study groups was
compared using the independent t-test. Gender data for the study groups was compared using the
Pearson Chi-square test. Analysis of covariance (ANCOVA) was used to analyze difference in clinical
severity, percentage of fat content of the thigh, and global brain volume after adjustment for age and
sex. All data were reported as mean ± the standard deviation (SD). Statistical significance was set at p
< 0.05.

To examine between-group differences in regional gray matter volume, a voxel-wise general
linear model was used to compare gray matter volume between PD group and normal control group
using 1-factor 2-level ANCOVA design with age, sex, and total intracranial volume as covariates.
The statistic threshold was set at cluster-level family-wise error (FWE) corrected p-value < 0.001,
with a cluster size of at least 187 voxels, based on the results of a Monte Carlo simulation using the
command-line tool of Analysis of Functional Neuro Images software (AFNI; Version AFNI_17.1.04;
http://afni.nimh.nih.gov/afni/; 3d Cluster Sim with the following parameters: voxel p-value < 0.005,
with explicit gray matter mask and 10,000 simulations). The regional gray matter volume of clusters
with significant between-group differences were extracted and averaged for further correlation analysis.

Partial correlation analysis was performed with age and gender adjustments to determine the
associations between the percentage of thigh fat content and regional gray matter volume. Furthermore,
linear regression analysis adjusted for age and gender was performed for a more complete modeling
of the relationship between the percentage of thigh fat content and gray matter volume changes.

3. Results

3.1. Demographic and Clinical Characteristics

The demographic and clinical data of the participants are shown in Table 1. The PD and normal
control groups had similar mean age and gender distribution (age: p = 0.409; gender: p = 0.649). The
mean UPDRS total score, modified H & Y, and disease duration (years) were 29.03, 1.30, and 1.13,
respectively, for patients with PD.

http://afni.nimh.nih.gov/afni/
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Table 1. Demographic and clinical data and fat percentage of core muscle of PD group and normal
control group.

Demographics PD (n = 30) NC (n = 15) p-Value

Age (years) 64.90 ± 10.08 62.60 ± 4.85 0.409
Gender (F/M) 20/10 11/4 0.649

GMV 564.3 ± 63.0 603.3 ± 50.5 <0.001
WMV 419.7 ± 64.3 422.7 ± 40.4 <0.001
TIV 1314.3 ± 129.6 1350.7 ± 135.9 <0.001

Disease Severity Scale

Disease duration 1.13 ± 1.36
HY stage 1.30 ± 0.45
UPDRS-I 2.90 ± 2.12
UPDRS-II 7.00 ± 4.30
UPDRS-III 19.13 ± 11.73
UPDRS-176 29.03 ± 16.10

Fat Percentage of Thigh (%)

Non-lesion side 11.80 ± 4.15 10.14 ± 2.40 * <0.001
Lesion side 12.23 ± 4.38 10.14 ± 2.40 * <0.001

Left side 12.10 ± 3.98 10.25 ± 2.47 <0.001
Right side 11.30 ± 4.04 10.03 ± 2.38 <0.001

Total 12.02 ± 4.18 10.14 ± 2.40 <0.001

Gender data were compared by Pearson Chi square test. Age and fat percentage of core muscle were compared by
independent t-test after controlling for age and gender. Data are presented as mean ± standard deviation. * The
values of non-lesion side and lesion side of fat percentage in normal control (NC) group were calculated with
the average on both side. PD = Parkinson’s disease, GMV = gray matter volume, WMV = white matter volume,
TIV = total intracranial volume, UPDRS = United Parkinson’s Disease Rating Scale, Modified H & Y = Modified
Hoehn and Yahr stages (maximum score is 5).

3.2. Group Differences in Thigh Fat Percentages

The thigh fat percentages of the study participants are listed in Table 1. Compared with the
normal control group, the PD group exhibited significantly elevated thigh fat percentage (mean ± SD:
12.02 ± 4.18 vs. 10.14 ± 2.40; p < 0.001).

3.3. Group Differences in Regional Gray Matter Volume Loss

As shown in Figure 1, the PD group had significantly smaller total intracranial volume, grey
and white matter volume than the normal control group. Furthermore, the PD group had a lower
gray matter volume in several brain locations of the default mode network (DMN), including the left
superior temporal gyrus, right uncus, and left inferior temporal gyrus compared to the normal control
group (Figure 1 and Table 2).
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Institute. The statistical criteria were set at joint voxel height uncorrected p < 0.001 and a cluster extent 
threshold of the family-wise error rate (PFWE) < 0.05. 
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The increased thigh fat percentage was associated with lower gray matter volume of the left 
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line in Figure 2). Furthermore, in patients with PD, increased thigh fat percentage was associated 
with lower gray matter volume of the left superior temporal gyrus (p = 0.014, r = −0.461), and right 
uncus (p = 0.037, r = −0.396) (shown by gray line in Figure 2). There was no significant correlation 
between thigh fat percentage and regional gray matter volume in healthy participants (shown by 
orange line in Figure 2). Furthermore, we performed regression analyses to investigate whether 
regional gray matter volume loss (left superior temporal gyrus, right uncus) or clinical variables such 
as age at disease onset, gender, and disease duration influenced the detected fat percentage of the 
thigh. The results revealed that the female gender (β = −0.304, p = 0.012) and disease duration (β = 
0.397, p = 0.002) were associated with thigh fat percentage. Of note, the regression analyses revealed 
no significant correlation between thigh fat percentage and volume of left inferior temporal gyrus. 

Figure 1. Voxel-based morphometry analysis between PD group and NC group. (A) Smaller gray
matter volume (GMV) in PD group versus normal control (NC) group in the right uncus. (B) Left
inferior temporal gyrus and left superior temporal gyrus (FWE corrected p-value < 0.001).

Table 2. Regions of statistically significant reduced gray matter volume (GMV) in early PD compared
to healthy control group.

Region
MNI

Coordinates Voxel Size
GMV, mm3

t-Value

X, Y, Z PD Group NC Group

Superior temporal
gyrus, L −42, 18, −28 890 399.64 ± 55.33 484.67 ± 68.41 4.83

Uncus, R 34, −4, −40 461 420.08 ± 53.75 501.25 ± 57.93 4.27
Inferior temporal

gyrus, L −34, −16, −34 188 446.43 ± 64.39 525.71 ± 49.64 4.07

GMV = grey matter volume, PD = Parkinson’s disease, L = left, R = right, MNI = Montreal Neurological Institute.
The statistical criteria were set at joint voxel height uncorrected p < 0.001 and a cluster extent threshold of the
family-wise error rate (PFWE) < 0.05.

3.4. Examination of the Relationship between Thigh Fat Percentage and Regional Gray Matter Volume

The increased thigh fat percentage was associated with lower gray matter volume of the left
superior temporal gyrus (p = 0.001, r = −0.476), and right uncus (p = 0.002, r = −0.461) (shown by blue
line in Figure 2). Furthermore, in patients with PD, increased thigh fat percentage was associated with
lower gray matter volume of the left superior temporal gyrus (p = 0.014, r = −0.461), and right uncus
(p = 0.037, r = −0.396) (shown by gray line in Figure 2). There was no significant correlation between
thigh fat percentage and regional gray matter volume in healthy participants (shown by orange line in
Figure 2). Furthermore, we performed regression analyses to investigate whether regional gray matter
volume loss (left superior temporal gyrus, right uncus) or clinical variables such as age at disease
onset, gender, and disease duration influenced the detected fat percentage of the thigh. The results
revealed that the female gender (β = −0.304, p = 0.012) and disease duration (β = 0.397, p = 0.002)
were associated with thigh fat percentage. Of note, the regression analyses revealed no significant
correlation between thigh fat percentage and volume of left inferior temporal gyrus.
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4. Discussion 

4.1. Summary 
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Using the MRI chemical shift analysis in the present study, we found that PD patients presented 
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consistent with a previous study which reported that PD patients have a higher prevalence rate of 
physical frailty than the normal aging population [18]. Notably, the fat infiltration in PD patients was 
not presented at the lesion side only. The non-lesion side of the thigh also showed a higher fat 
percentage; in fact, no significant differences were observed between the lesion side and the non-

Figure 2. Relationship between thigh fat percentage and regional gray matter volume (GMV). (A)
Lower gray matter volume of the left superior temporal gyrus was associated with increase in fat
percentage of thigh. (B) Lower gray matter volume of the right uncus was associated with increase in
fat percentage of thigh.

4. Discussion

4.1. Summary

Consistent with previous studies and in confirmation of our hypothesis, we found that compared
with healthy controls, PD patients have increased fat infiltration of core muscle, globally decreased gray
matter, white matter, and intracranial volume, particularly in the left superior temporal gyrus, right
uncus, and left inferior temporal gyrus. Furthermore, the study also revealed correlations between fat
infiltration of core muscle, which represents core muscle loss, and grey matter atrophy. The results
of this study indicate grey matter atrophy in the superior temporal gyrus and uncus, are associated
with core muscle loss. Finally, linear regression study revealed small superior temporal gyrus volume,
female gender, and longer disease duration are associated with core muscle loss in patients with PD.

4.2. Muscle Atrophy of PD Patients May Not Solely Result from PD-Related Movement Symptoms

Using the MRI chemical shift analysis in the present study, we found that PD patients presented
elevated fatty infiltrates in the bilateral thigh as compared to healthy controls. This finding is consistent
with a previous study which reported that PD patients have a higher prevalence rate of physical
frailty than the normal aging population [18]. Notably, the fat infiltration in PD patients was not
presented at the lesion side only. The non-lesion side of the thigh also showed a higher fat percentage;
in fact, no significant differences were observed between the lesion side and the non-lesion side
within the PD group. This indicates the muscle loss may not directly come from the PD-related
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movement symptoms only; there may be other pathophysiology shared between PD and the muscular
system affecting the muscle loss in patients with PD. Factors such as lifestyle alteration caused by
decreasing motor function [8], malnutrition caused by movement and swallowing problems [19],
and neuroinflammation [20] may also be involved. To be clear, the link between PD and core
muscle loss may initially be driven by neuroinflammation. According to a previous study, elevated
levels of inflammatory mediators have been detected in both early-stage PD and sarcopenia, [19].
Moreover, alpha-synuclein deposition, the histologic hallmark of PD, is evident not only in the central
nervous system but also involves structures belonging to the peripheral nervous system [21]. Finally,
the deterioration of the associated brain networks, such as the executive attention network [9] or default
mode network [10,11] may lead to movement problems in PD patients, thereby further lessening
physical activity and causing a higher risk of core muscle loss.

4.3. Effects of Clinical Variables on Core Muscle Fatty Infiltration in PD Patients

To verify the cause and predictive factor of fatty infiltration in PD patients, we used two statistical
methods: partial correlation analysis and linear regression analysis. Prior to those, VBM was used to
measure the total and regional brain volume difference between PD patients and healthy volunteers.
The results indicate that PD patients had globally decreased gray matter volume, especially in left
superior temporal gyrus, right uncus, and left inferior temporal gyrus compared to healthy controls.
This is indeed consistent with previous studies reporting that physical frailty and sarcopenia are
linked to brain structure changes [22,23], suggesting the role of the central nervous system in the
pathophysiology of physical frailty [12]. Partial correlation analysis revealed the gray matter volume
reductions in specific regions, such as the uncus and superior temporal gyrus, were significantly
associated with fatty infiltration in PD patients. Further linear regression analysis revealed that aside
from volume reduction in those specific regions, female gender and longer disease duration were factors
predictive of core muscle fatty infiltration in patients with PD. Of note, disease progression may affect
both muscle loss and brain damage. Although this study revealed correlations between fat infiltration
of core muscle and grey matter atrophy, the specific cause and effect relationship remains unclear.

Female gender as a risk factor of core muscle loss may be influenced by a multifactorial process,
including hormonal alterations and nutrition [24]. Androgen plays an important role in the maintenance
of muscle mass, whereas low plasma testosterone levels can cause or accelerate muscle- and age-related
diseases, such as sarcopenia [25]. Previous studies have shown that the healthy female population
generally has higher fat mass percentage, extremity fat and subcutaneous fat, with lower lean mass
and skeletal muscle mass compared to men; meanwhile, males have higher visceral adipose tissue and
intramyocellular lipids than women [26–29]. Given these gender body composition differences, it is
problematic to determine whether the association of fat percentage with female gender identified in
this study is normal or due to disease pathology. Therefore, gender should be considered a control
factor in future studies. Furthermore, in this study there were only 10 male patients in the PD group
and four male normal controls, potentially biasing the results due to imbalanced sample size.

Longer disease duration is also a risk factor of core muscle loss. As the disease progresses, PD
patients may develop several comorbidities, such as gastrointestinal dysfunction, dysphagia [19],
gastroparesis [30], constipation [31], cognitive impairment, and depression [32], which cause inadequate
energy input in PD patients. In contrast, tremors, rigidity, and dyskinesia increase energy output [33].
Decreasing energy input and increasing energy output results in weight loss and muscle mass reduction
in PD patients over time [34].

4.4. Possible Effects of Brain Structural Changes on Core Muscle Fatty Infiltration in PD

Volume reductions in several brain regions, such as the uncus and superior temporal gyrus are a
risk factor of core muscle loss in PD patients. Although studies have reported that these brain regions
are associated with decreased muscle mass, weakness, muscle dysfunction, and sarcopenia [12,22,23],
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the precise associations between these brain regions, and the mechanisms causing core muscle loss in
PD patients, have yet to be elucidated.

The performance of motor functions depends on the synergetic interaction between different
networks of the brain, among which the default mode network plays a critical role [35]. The default
mode network is comprised of the medial prefrontal cortex, inferior parietal cortex, precuneus, posterior
cingulate cortex [36,37], and the medial temporal lobe [38,39]. In this study, fat infiltration in PD
patients was associated with decreased volumes of the superior temporal gyrus and uncus, which are
also constituent parts of the default mode network [40]. It has been reported that the default mode
network region has higher blood flow than other brain regions in the resting state [41]; however, during
task performance, the cerebral blood flow in the default mode network region is reduced, while the
blood flow in other task-related networks is increased [42]. As such, the default mode network acts as
a “functional preserver” in the brain. It has been suggested that brain volume loss is associated with
decreased cerebral blood flow [43]. In the healthy brain, the task-related network increases activation
in response to external stimuli [44], while default mode network activity is suppressed. However,
in PD patients the volume of default mode network is reduced [45,46], equating to a decreased role
as a “functional preserver” [43], causing the task-related network to not effectively activate when
performing a task, consequently resulting in poor motor function. This may be one of the reasons for
core muscle loss in PD patients. However, more evidence is required to clarify the network interactions
within the brain of PD patients.

4.5. Limitations

Although this study achieved some meaningful findings, limitations indeed exist. First, although
MRI scans can precisely estimate lean mass change, it is difficult to apply to a large sample of subjects,
and as participants were recruited from a single center, they may not be representative of the PD
population as a whole. Second, while there were 30 PD patients, only 15 normal controls were
enrolled in our study; as such, caution regarding interpretation of the results is warranted due to
imbalanced sample size. Finally, future longitudinal studies may be necessary to further clarify the
causal relationship between gray matter volume loss and sarcopenia.

5. Conclusions

Core muscle loss is common in PD patients, the identification of which may lead to morbidity
and mortality, potentially altering individual patient treatment plans. The present study reveals an
association between core muscle loss and brain structural changes to the superior temporal cortex,
uncus cortex, and inferior temporal cortex, indicating that the pathophysiology of PD and core muscle
loss may be consequentially related processes involving specific pathways and factors. These may act
as biomarkers for the early identification and prevention of sarcopenia in PD patients.

Author Contributions: Conceptualization, Y.-N.W., M.-H.C., and W.-C.L.; Data curation, Y.-N.W., P.-L.C., C.-H.L.,
and Y.-Y.C.; Formal analysis, Y.-N.W., P.-L.C., and C.-C.Y.; Funding acquisition, W.-C.L.; Investigation, Y.-N.W.;
Methodology, Y.-N.W., H.-L.C., and P.-L.C.; Project administration, W.-C.L.; Resources, C.-H.L. and Y.-Y.C.;
Software, P.-L.C. and Y.-S.C.; Supervision, W.-C.L.; Validation, M.-H.C. and W.-C.L.; Writing—original draft,
Y.-N.W.; Writing—review & editing, M.-H.C. and W.-C.L. All authors have read and agreed to the published
version of the manuscript.

Funding: This research was funded by the National Science Council (grant number NMRPG8J6021 MOST
108-2314-B-182A-014-MY3, CMRPG8K0221, CMRPG8K0131, and CMRPG8J0111).

Acknowledgments: The authors wish to thank the MRI Core Facility of Chang Gung Memorial Hospital, and
all the subjects who participated in this study. The authors would also like to thank James Waddell for the
proofreading and revision of this manuscript.

Conflicts of Interest: The authors declare no conflict of interest.



J. Clin. Med. 2020, 9, 239 10 of 12

References

1. Rajput, A.H. Frequency and cause of Parkinson’s disease. Can. J. Neurol. Sci. 1992, 19, 103–107. [CrossRef]
2. Samii, A.; Nutt, J.G.; Ransom, B.R. Parkinson’s disease. Lancet 2004, 363, 1783–1793. [CrossRef]
3. Leme, D.E.D.C.; Thomaz, R.P.; Borim, F.S.A.; Brenelli, S.L.; Oliveira, D.V.; Fattori, A. Survival of elderly

outpatients: Effects of frailty, multimorbidity and disability. Cien. Saude Colet. 2019, 1, 137–146. [CrossRef]
4. Speelman, A.D.; van de Warrenburg, B.P.; van Nimwegen, M.; Petzinger, G.M.; Munneke, M.; Bloem, B.R.

How might physical activity benefit patients with Parkinson disease? Nat. Rev. Neurol. 2011, 7, 528–534.
[CrossRef]

5. Stevens-Lapsley, J.; Kluger, B.M.; Schenkman, M. Quadriceps Muscle Weakness, Activation Deficits, and
Fatigue with Parkinson Disease. Neurorehabil. Neural Repair 2012, 5, 533–541. [CrossRef]

6. Goodpaster, B.H.; Park, S.W.; Harris, T.B.; Kritchevsky, S.B.; Nevitt, M.; Schwartz, A.V.; Simonsick, E.M.;
Tylavsky, F.A.; Visser, M.; Newman, A.B. The loss of skeletal muscle strength, mass, and quality in older
adults: The health, aging and body composition study. J. Gerontol. Ser. A 2006, 61, 1059–1064. [CrossRef]

7. Cruz-Jentoft, A.J.; Baeyens, J.P.; Bauer, J.M.; Boirie, Y.; Cederholm, T.; Landi, F.; Martin, F.C.; Michel, J.P.;
Rolland, Y.; Schneider, S.M.; et al. Sarcopenia: European consensus on definition and diagnosis: Report of
the European Working Group on Sarcopenia in Older People. Age Ageing 2010, 39, 412–423. [CrossRef]

8. Mazzoni, P.; Shabbott, B.; Cortés, J.C. Motor Control Abnormalities in Parkinson’s Disease. Cold Spring Harb.
Perspect. Med. 2012, 6, a009282. [CrossRef]

9. Amboni, M.; Barone, P.; Hausdorff, J.M. Cognitive contributions to gait and falls: Evidence and implications.
Mov. Disord. 2013, 28, 1520–1533. [CrossRef]

10. Van Eimeren, T.; Monchi, O.; Ballanger, B.; Strafella, A.P. Dysfunction of the Default Mode Network in
Parkinson Disease: A Functional Magnetic Resonance Imaging Study. Arch. Neurol. 2009, 7, 877–883.
[CrossRef]

11. Karunanayaka, P.R.; Lee, E.Y.; Lewis, M.M.; Sen, S.; Eslinger, P.J.; Yang, Q.X.; Huang, X. Default mode
network differences between rigidity- and tremor- predominant Parkinson’s disease. Cortex 2016, 81, 239–250.
[CrossRef]

12. Chen, W.T.; Chou, K.H.; Liu, L.K.; Lee, P.L.; Lee, W.J.; Chen, L.K.; Wang, P.N.; Lin, C.P. Reduced Cerebellar
Gray Matter Is a Neural Signature of Physical Frailty. Hum. Brain Mapp. 2015, 36, 3666–3676. [CrossRef]

13. Fried, L.P.; Tangen, C.M.; Walston, J.; Newman, A.B.; Hirsch, C.; Gottdiener, J.; Seeman, T.; Tracy, R.; Kop, W.J.;
Burke, G.; et al. Frailty in older adults: Evidence for a phenotype. J. Gerontol. A Biol. Sci. Med. Sci. 2001, 56,
146–156. [CrossRef]

14. Gallagher, D.; Kuznia, P.; Heshka, S.; Albu, J.; Heymsfield, S.B.; Goodpaster, B.; Visser, M.; Harris, T.B.
Adipose tissue in muscle: A novel depot similar in size to visceral adipose tissue. Am. J. Clin. Nutr. 2005, 81,
903–910. [CrossRef]

15. Costa, D.N.; Pedrosa, I.; McKenzie, C.; Reeder, S.B.; Rofsky, N.M. Body MRI using IDEAL. AJR Am.
J. Roentgenol. 2008, 190, 1076–1084. [CrossRef]

16. Gasser, T.; Bressman, S.; Dürr, A.; Higgins, J.; Klockgether, T.; Myers, R.H. State of the art review: Molecular
diagnosis of inherited movement disorders. Movement Disorders Society task force on molecular diagnosis.
Mov. Disord. 2003, 18, 3–18. [CrossRef]

17. Goetz, C.G.; Poewe, W.; Rascol, O.; Sampaio, C.; Stebbins, G.T.; Counsell, C.; Giladi, N.; Holloway, R.G.;
Moore, C.G.; Wenning, G.K.; et al. Movement Disorder Society Task Force report on the Hoehn and Yahr
staging scale: Status and recommendations. Mov. Disord. 2004, 19, 1020–1028. [CrossRef]

18. Ahmed, N.N.; Sherman, S.J.; Vanwyck, D. Frailty in Parkinson’s disease and its clinical implications.
Parkinsonism Relat. Disord. 2008, 14, 334–337. [CrossRef]

19. Laudisio, A.; Vetrano, D.L.; Meloni, E.; Ricciardi, D.; Franceschi, F.; Bentivoglio, A.R.; Bernabei, R.; Zuccalà, G.
Dopaminergic agents and nutritional status in Parkinson’s disease. Mov. Disord. 2014, 12, 1543–1547.
[CrossRef]

20. Scalzo, P.; Kümmer, A.; Cardoso, F.; Teixeira, A.L. Serum levels of interleukin-6 are elevated in patients with
Parkinson’s disease and correlate with physical performance. Neurosci. Lett. 2010, 468, 56–58. [CrossRef]

21. Comi, C.; Magistrelli, L.; Oggioni, G.D.; Carecchio, M.; Fleetwood, T.; Cantello, R.; Mancini, F.; Antonini, A.
Peripheral nervous system involvement in Parkinson’s disease: Evidence and controversies. Parkinsonism
Relat. Disord. 2014, 12, 1329–1334. [CrossRef] [PubMed]

http://dx.doi.org/10.1017/S0317167100041457
http://dx.doi.org/10.1016/S0140-6736(04)16305-8
http://dx.doi.org/10.1590/1413-81232018241.04952017
http://dx.doi.org/10.1038/nrneurol.2011.107
http://dx.doi.org/10.1177/1545968311425925
http://dx.doi.org/10.1093/gerona/61.10.1059
http://dx.doi.org/10.1093/ageing/afq034
http://dx.doi.org/10.1101/cshperspect.a009282
http://dx.doi.org/10.1002/mds.25674
http://dx.doi.org/10.1001/archneurol.2009.97
http://dx.doi.org/10.1016/j.cortex.2016.04.021
http://dx.doi.org/10.1002/hbm.22870
http://dx.doi.org/10.1093/gerona/56.3.M146
http://dx.doi.org/10.1093/ajcn/81.4.903
http://dx.doi.org/10.2214/AJR.07.3182
http://dx.doi.org/10.1002/mds.10338
http://dx.doi.org/10.1002/mds.20213
http://dx.doi.org/10.1016/j.parkreldis.2007.10.004
http://dx.doi.org/10.1002/mds.25991
http://dx.doi.org/10.1016/j.neulet.2009.10.062
http://dx.doi.org/10.1016/j.parkreldis.2014.10.010
http://www.ncbi.nlm.nih.gov/pubmed/25457816


J. Clin. Med. 2020, 9, 239 11 of 12

22. Callisaya, M.L.; Beare, R.; Phan, T.G.; Blizzard, L.; Thrift, A.G.; Chen, J.; Srikanth, V.K. Brain structural change
and gait decline: A longitudinal population-based study. J. Am. Geriatr. Soc. 2013, 61, 1074–1079. [CrossRef]
[PubMed]

23. Gallucci, M.; Piovesan, C.; Di Battista, M.E. Associations between the Frailty Index and Brain Atrophy: The
Treviso Dementia (TREDEM) Registry. J. Alzheimers Dis. 2018, 62, 1623–1634. [CrossRef] [PubMed]

24. Cruz-Jentoft, A.J.; Landi, F.; Schneider, S.M.; Zúñiga, C.; Arai, H.; Boirie, Y.; Chen, L.K.; Fielding, R.A.;
Martin, F.C.; Michel, J.P.; et al. Prevalence of and interventions for sarcopenia in ageing adults: A systematic
review. Report of the International Sarcopenia Initiative (EWGSOP and IWGS). Age Ageing 2014, 43, 748–759.
[CrossRef] [PubMed]

25. Basualto-Alarcón, C.; Varela, D.; Duran, J.; Maass, R.; Estrada, M. Sarcopenia and Androgens: A Link
between Pathology and Treatment. Front. Endocrinol. (Lausanne) 2014, 5, 217. [CrossRef] [PubMed]

26. Melton, L.J., 3rd; Khosla, S.; Crowson, C.S.; O’Connor, M.K.; O’Fallon, W.M.; Riggs, B.L. Epidemiology of
sarcopenia. J. Am. Geriatr. Soc. 2000, 48, 625–630. [CrossRef]

27. Janssen, I.; Heymsfield, S.B.; Wang, Z.M.; Ross, R. Skeletal muscle mass and distribution in 468 men and
women aged 18–88 yr. J. Appl. Physiol. (1985) 2000, 89, 81–88. [CrossRef]

28. Schorr, M.; Dichtel, L.E.; Gerweck, A.V.; Valera, R.D.; Torriani, M.; Miller, K.K.; Bredella, M.A. Sex differences
in body composition and association with cardiometabolic risk. Biol. Sex Differ. 2018, 9, 28. [CrossRef]

29. Bredella, M.A. Sex Differences in Body Composition. Adv. Exp. Med. Biol. 2017, 1043, 9–27. [CrossRef]
30. Goetze, O.; Nikodem, A.B.; Wiezcorek, J.; Banasch, M.; Przuntek, H.; Mueller, T.; Schmidt, W.E.; Woitalla, D.

Predictors of gastric emptying in Parkinson’s disease. Neurogastroenterol. Motil. 2006, 18, 369–375. [CrossRef]
31. Stirpe, P.; Hoffman, M.; Badiali, D.; Colosimo, C. Constipation: An emerging risk factor for Parkinson’s

disease? Eur. J. Neurol. 2016, 23, 1606–1613. [CrossRef] [PubMed]
32. Aarsland, D.; Påhlhagen, S.; Ballard, C.G.; Ehrt, U.; Svenningsson, P. Depression in Parkinson

disease-epidemiology, mechanisms and management. Nat. Rev. Neurol. 2011, 8, 35–47. [CrossRef]
[PubMed]

33. Broussolle, E.; Borson, F.; Gonzalez de Suso, J.M.; Chayvialle, J.A.; Beylot, M.; Chazot, G. Increase of energy
expenditure in Parkinson’s disease. Rev. Neurol. (Paris) 1991, 147, 46–51. [PubMed]

34. Ma, K.; Xiong, N.; Shen, Y.; Han, C.; Liu, L.; Zhang, G.; Wang, L.; Guo, S.; Guo, X.; Xia, Y.; et al. Weight
Loss and Malnutrition in Patients with Parkinson’s Disease: Current Knowledge and Future Prospects.
Front. Aging Neurosci. 2018, 10, 1. [CrossRef] [PubMed]

35. Rodriguez-Sabate, C.; Morales, I.; Sanchez, A.; Rodriguez, M. The functional interaction of the brain default
network with motor networks is modified by aging. Behav. Brain Res. 2019, 372, 112048. [CrossRef] [PubMed]

36. Raichle, M.E.; MacLeod, A.M.; Snyder, A.Z.; Powers, W.J.; Gusnard, D.A.; Shulman, G.L. A default mode of
brain function. Proc. Natl. Acad. Sci. USA 2001, 98, 676–682. [CrossRef]

37. Greicius, M.D.; Krasnow, B.; Reiss, A.L.; Menon, V. Functional connectivity in the resting brain: A network
analysis of the default mode hypothesis. Proc. Natl. Acad. Sci. USA 2003, 100, 253–258. [CrossRef]

38. Greicius, M.D.; Srivastava, G.; Reiss, A.L.; Menon, V. Default-mode network activity distinguishes Alzheimer’s
disease from healthy aging: Evidence from functional MRI. Proc. Natl. Acad. Sci. USA 2004, 101, 4637–4642.
[CrossRef]

39. Andrews-Hanna, J.R.; Reidler, J.S.; Sepulcre, J.; Poulin, R.; Buckner, R.L. Functional-anatomic fractionation of
the brain’s default network. Neuron 2010, 65, 550–562. [CrossRef]

40. Buckner, R.L.; Andrews-Hanna, J.R.; Schacter, D.L. The brain’s default network: Anatomy, function, and
relevance to disease. Ann. N. Y. Acad. Sci. 2008, 1124, 1–38. [CrossRef]

41. Zou, Q.; Wu, C.W.; Stein, E.A.; Zang, Y.; Yang, Y. Static and dynamic characteristics of cerebral blood flow
during the resting state. Neuroimage 2009, 48, 515–524. [CrossRef] [PubMed]

42. Pfefferbaum, A.; Chanraud, S.; Pitel, A.L.; Müller-Oehring, E.; Shankaranarayanan, A.; Alsop, D.C.;
Rohlfing, T.; Sullivan, E.V. Cerebral blood flow in posterior cortical nodes of the default mode network
decreases with task engagement but remains higher than in most brain regions. Cereb. Cortex 2011, 21,
233–244. [CrossRef] [PubMed]

43. Zonneveld, H.I.; Loehrer, E.A.; Hofman, A.; Niessen, W.J.; van der Lugt, A.; Krestin, G.P.; Ikram, M.A.;
Vernooij, M.W. The bidirectional association between reduced cerebral blood flow and brain atrophy in the
general population. J. Cereb. Blood Flow Metab. 2015, 35, 1882–1887. [CrossRef] [PubMed]

http://dx.doi.org/10.1111/jgs.12331
http://www.ncbi.nlm.nih.gov/pubmed/23796055
http://dx.doi.org/10.3233/JAD-170938
http://www.ncbi.nlm.nih.gov/pubmed/29504533
http://dx.doi.org/10.1093/ageing/afu115
http://www.ncbi.nlm.nih.gov/pubmed/25241753
http://dx.doi.org/10.3389/fendo.2014.00217
http://www.ncbi.nlm.nih.gov/pubmed/25566189
http://dx.doi.org/10.1016/S0025-6196(19)30635-4
http://dx.doi.org/10.1152/jappl.2000.89.1.81
http://dx.doi.org/10.1186/s13293-018-0189-3
http://dx.doi.org/10.1007/978-3-319-70178-3_2
http://dx.doi.org/10.1111/j.1365-2982.2006.00780.x
http://dx.doi.org/10.1111/ene.13082
http://www.ncbi.nlm.nih.gov/pubmed/27444575
http://dx.doi.org/10.1038/nrneurol.2011.189
http://www.ncbi.nlm.nih.gov/pubmed/22198405
http://www.ncbi.nlm.nih.gov/pubmed/2014381
http://dx.doi.org/10.3389/fnagi.2018.00001
http://www.ncbi.nlm.nih.gov/pubmed/29403371
http://dx.doi.org/10.1016/j.bbr.2019.112048
http://www.ncbi.nlm.nih.gov/pubmed/31288062
http://dx.doi.org/10.1073/pnas.98.2.676
http://dx.doi.org/10.1073/pnas.0135058100
http://dx.doi.org/10.1073/pnas.0308627101
http://dx.doi.org/10.1016/j.neuron.2010.02.005
http://dx.doi.org/10.1196/annals.1440.011
http://dx.doi.org/10.1016/j.neuroimage.2009.07.006
http://www.ncbi.nlm.nih.gov/pubmed/19607928
http://dx.doi.org/10.1093/cercor/bhq090
http://www.ncbi.nlm.nih.gov/pubmed/20484322
http://dx.doi.org/10.1038/jcbfm.2015.157
http://www.ncbi.nlm.nih.gov/pubmed/26154865


J. Clin. Med. 2020, 9, 239 12 of 12

44. Dosenbach, N.U.; Visscher, K.M.; Palmer, E.D.; Miezin, F.M.; Wenger, K.K.; Kang, H.C.; Burgund, E.D.;
Grimes, A.L.; Schlaggar, B.L.; Petersen, S.E. A core system for the implementation of task sets. Neuron 2006,
50, 799–812. [CrossRef] [PubMed]

45. Martin, W.R.W.; Wieler, M.; Gee, M.; Camicioli, R. Temporal lobe changes in early, untreated Parkinson’s
disease. Mov. Disord. 2009, 24, 1949–1954. [CrossRef]

46. Lucas-Jimenez, O.; Ojeda, N.; Pena, J.; Díez-Cirarda, M.; Cabrera-Zubizarreta, A.; Gomez-Esteban, J.C.;
Gomez-Beldarrain, M.A.; Ibarretxe-Bilbao, N. Altered functional connectivity in the default mode
network is associated with cognitive impairment and brain anatomical changes in Parkinson’s disease.
Parkinsonism Relat. Disord. 2016, 33, 58–64. [CrossRef]

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1016/j.neuron.2006.04.031
http://www.ncbi.nlm.nih.gov/pubmed/16731517
http://dx.doi.org/10.1002/mds.22680
http://dx.doi.org/10.1016/j.parkreldis.2016.09.012
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Study Patients 
	Image Acquisition 
	Thigh MRI Data Acquisition 
	Brain MRI Data Acquisition 

	Statistical Analysis 

	Results 
	Demographic and Clinical Characteristics 
	Group Differences in Thigh Fat Percentages 
	Group Differences in Regional Gray Matter Volume Loss 
	Examination of the Relationship between Thigh Fat Percentage and Regional Gray Matter Volume 

	Discussion 
	Summary 
	Muscle Atrophy of PD Patients May Not Solely Result from PD-Related Movement Symptoms 
	Effects of Clinical Variables on Core Muscle Fatty Infiltration in PD Patients 
	Possible Effects of Brain Structural Changes on Core Muscle Fatty Infiltration in PD 
	Limitations 

	Conclusions 
	References

