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Abstract 
Context: The relationship of visceral adipose tissue (VAT) and subcutaneous adipose tissue (SAT) with bone mineral density (BMD) is not well 
established.
Objective: To examine the associations of VAT and SAT with total body BMD in a large, nationally representative population with a wide range of 
adiposity.
Methods: We analyzed 10 641 subjects aged 20 to 59 years in National Health and Nutrition Examination Survey 2011-2018 who had undergone 
total body BMD and had VAT and SAT measured by dual-energy X-ray absorptiometry. Linear regression models were fitted while controlling for 
age, sex, race or ethnicity, smoking status, height, and lean mass index.
Results: In a fully adjusted model, each higher quartile of VAT was associated with an average of 0.22 lower T-score (95% CI, −0.26 to −0.17, P< 
0.001), whereas SAT had a weak association with BMD but only in men (−0.10; 95% CI, −0.17 to −0.04, P= 0.002). However, the association of 
SAT to BMD in men was no longer significant after controlling for bioavailable sex hormones. In subgroup analysis, we also found differences in 
the relationship of VAT to BMD in Black and Asian subjects, but these differences were eliminated after accounting for racial and ethnic 
differences in VAT norms.
Conclusions: VAT has a negative association with BMD. Further research is needed to better understand the mechanism of action and, more 
generally, to develop strategies for optimizing bone health in obese subjects.
Key Words: visceral adipose tissue, subcutaneous adipose tissue, bone density, osteoporosis
Abbreviations: BMD, bone mineral density; BMI, body mass index; CT, computed tomography; DXA, dual-energy X-ray absorptiometry; LMI, lean mass index; 
MRI, magnetic resonance imaging; NHANES, National Health and Nutrition Examination Survey; SAT, subcutaneous adipose tissue; TB, total body; VAT, 
visceral adipose tissue. 
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Although obesity has generally been thought to be protective 
against osteoporosis, we recently demonstrated that higher fat 
mass index was associated with lower bone mineral density 
(BMD) among more than 10 000 subjects in the National 
Health and Nutrition Examination Survey (NHANES) [1]. 
This observation could partly explain the higher risk of frac
ture at the ankle, humerus [2, 3], and possibly other fracture 
sites seen in subjects with obesity.

The cause of lower BMD is not clear, and it did not appear 
that sex hormones or fat distribution fully explained our ob
servations. One possibility is that adipokines and cytokines re
leased from adipose tissue negatively affect BMD. If true, we 
should expect differing associations between BMD and vis
ceral adipose tissue (VAT) vs subcutaneous adipose tissue 
(SAT). VAT is adipose tissue located within the abdominal 
cavity and within mesenteric fat, whereas SAT lies outside 
the abdominal cavity. VAT is known to be a secretory organ 
and is associated with metabolic syndrome, diabetes, cardio
vascular disease, and cancer [4]. Studies demonstrate that 
VAT releases high levels of proinflammatory cytokines, such 
as TNF-α and IL-6, which could increase bone resorption [5]. 

Simultaneously, it is believed that VAT releases less leptin, a 
hormone thought to stimulate proliferation and differentiation 
of osteoblasts [6]. Despite these theoretical effects, the effect of 
VAT on bone health remains unclear, with previous studies 
being relatively small and limited to younger age groups, specif
ic diseases, or homogeneous populations [7–11]. Similarly, the 
effect of SAT is not clear due to conflicting findings in prior 
studies [7, 12].

Although VAT and SAT have traditionally been measured 
by computed tomography (CT) or magnetic resonance im
aging (MRI), dual-energy X-ray absorptiometry (DXA) is 
able to quantify VAT and SAT and compares well with these 
modalities [13]. Thus, we sought to evaluate the associations 
between VAT, SAT, and total body BMD from NHANES 
2011-2018.

Materials and Methods
Subjects
Subjects who underwent total body DXA in NHANES 
2011-2018 were studied. Methods used in NHANES have 
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been reported previously [14], and our analytic methods were 
also previously described [1]. Briefly, NHANES is a nationally 
representative US sample that uses a complex survey design. A 
subset of subjects aged 8 to 59 years underwent total body 
DXA with Hologic Discovery model A densitometers 
(Hologic, Inc., Bedford, MA). NHANES staff also used 
Hologic APEX 4.0 software to evaluate VAT and SAT inside 
the abdominal cavity, measured at approximately the inter
space location of L4 and L5. In our analysis, we report VAT 
and SAT in grams and restricted the subjects to those with val
id data aged older than 20 years (ie, 20-59 years).

Total body (TB) BMD was used based on our previous work 
showing high correlation to regional DXA of the spine and prox
imal femur and similar associations with previous fracture as re
gional sites [15]. We calculated T-scores for total body DXA sites 
from reference data, as previously described [1]. For our main 
analysis, we also split VAT and SAT into quartiles for the whole 
study population of 10 641 and analyzed sex-specific and race- 
specific VAT and SAT quartiles as specified.

For our sensitivity analyses, we also examined associations of 
VAT and SAT with regional hip and spine BMD. These regional 
examinations had been done in years 2013-2014 (n = 1461) us
ing Hologic QDR-4500A fan-beam densitometers (Hologic, 
Inc). T-scores were calculated for these sites from reference 
data from NHANES 2005-2008 (n = 236-262). Menopause 
status was evaluated by questionnaire (available in 92.4% of 
women) and was considered present if women reported no 
menstrual periods in the past 12 months. The possible effect 
of biochemical parameters that were available in NHANES 
were explored and included vitamin D, high sensitivity 
C-reactive protein, ferritin, testosterone, and estradiol. 
Detailed laboratory methods for NHANES are publicly avail
able [16]. Briefly, vitamin D is tested using HPLC-tandem 
mass spectrometry, and we analyzed the sum of 25-OH vitamin 
D2 and 25-OH vitamin D3 (henceforth referred to as simply 
25-OH vitamin D). The high-sensitivity C-reactive protein re
agent was based on highly sensitive near-infrared particle im
munoassay rate methodology. It was measured using 
SYNCHRON systems on Beckman Coulter chemistry ana
lyzers. Ferritin was measured on the Roche Elecsys-170 using 
a sandwich principle. Testosterone and estradiol were per
formed in NHANES via isotope dilution liquid chromatog
raphy tandem mass spectrometry based on the National 
Institute for Standards and Technology’s reference method. 
SHBG measurement is based on the reaction of SHBG with im
mune antibodies and chemoluminescence. In our analysis, we 
calculated bioavailable testosterone and estradiol based on 
the methods of Södergard et al and described by De Ronde 
et al [17, 18]. Only testosterone measurements from 
NHANES 2013-2016 were used, as SHBG was not available 
in NHANES 2011-2012 for bioavailable hormone calculations.

Statistical Analysis
We used population-based sampling weights to account for 
NHANES’ complex survey design and conducted statistical 
analyses with Stata 17 (StataCorp, College Station, TX). 
Standard errors of the mean for all estimates were obtained us
ing a linearization method (Taylor series). In subpopulation 
analyses, strata with a single sampling unit were centered at 
the overall mean to calculate standard errors. Adjusted 
Wald tests were used to compare demographic variables and 
bone density by VAT quartile. Linear regression models 

were created with BMD T-score as the outcome, while exam
ining VAT and SAT and controlling for age, sex, race or eth
nicity, height, smoking status, and lean mass index (LMI; lean 
mass in kilograms divided by height squared). For the main 
analyses, when examining the associations with VAT quartile, 
SAT was entered as a continuous variable. When examining 
the associations with SAT quartile, VAT was entered as a con
tinuous variable. When examining sex- and race-specific quar
tiles, the quartiles were entered simultaneously into a single 
model. Age was entered in 5-year age groups to properly mod
el differences in how age affects BMD, particularly in those 
aged older than 50 years. “Other” race was not analyzed sep
arately because of likely heterogeneity of this group.

Fat mass index (fat mass in kilograms divided by height 
squared) and body mass index (BMI) were not included in re
gression models because of strong collinearities with VAT, 
SAT, and/or LMI (variance inflation factors >10). Strong col
linearity was not present between VAT, SAT, LMI, and height 
(variance inflation factors <2).

Results
Subjects
The subjects’ characteristics are presented in Table 1, stratified 
by VAT quartile. In general, the subjects in the highest VAT 
quartile were older, more male, more likely to be White, and 
had higher BMI, LMI, fat mass index, and SAT, but significant
ly lower BMD than quartiles 2 and 3. The mean and range of 
SAT by quartile were 692 g (range, 111-1018 g), 1254 g (range, 
1018-1491 g), 1773 g (range, 1491-2096g), and 2725 g (range, 
2096-5494 g). Women had lower VAT (461 ± 282 g vs 532 ± 
270 g, P < 0.001) and higher SAT (1915 ± 796 g vs 1314 ± 
678 g, P < 0.001) than men. We also found important racial/ 
ethnic differences in VAT and SAT as shown in Table 2. In par
ticular, Asian and Black subjects had the lowest VAT, whereas 
Mexican Americans had the highest VAT. Asian subjects had 
the lowest SAT, whereas Black and Mexican Americans had 
the highest SAT.

Associations Between TB BMD, VAT, and SAT
In univariate analyses, TB BMD was negatively associated 
with SAT, but not VAT, though this was substantially affected 
with covariate adjustment (Table 3). In a fully adjusted model, 
we found that each higher quartile of VAT was associated 
with an average of 0.22 lower T-score (95% CI, −0.26 to 
−0.17, P < 0.001). Effects were most prominent in the highest 
quartile (Fig. 1; −0.66 T-score in highest quartile of VAT vs 
quartile 1) though the highest quartile had the widest range 
of VAT. There was also a weak association of higher SAT 
with lower BMD (Fig. 1; 0.06 lower T-score per higher quar
tile of SAT, 95% CI, −0.10 to −0.01; P = 0.01). We further ex
amined the what appeared to be a nonlinear relationship of 
VAT and BMD (Fig. 1) by examining VAT in 100-g incre
ments, rather than by quartiles, and found that the relation 
was largely linear, even in the higher range (available in an on
line repository [19]).

Sex, Racial/Ethnic, and Age Differences in the 
Associations of VAT, SAT, and BMD
There were no significant differences in the association of 
VAT and BMD by sex (Table 4). However, we found the nega
tive association of SAT with BMD was present only in men 
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and not women, but the use of sex-specific quartiles substan
tially attenuated the association of SAT with BMD in men. 
Furthermore, adjusting for bioavailable estrogen, testoster
one, or both (in 2491 or 2526 with available data) eliminated 
the association of SAT and BMD in men.

When examining by race or ethnicity, we found that the as
sociation between VAT and BMD was stronger in Black and 
Asian than in White subjects (Table 5), but the interaction 
was eliminated when using race-ethnic specific VAT quartiles. 
Conversely, the relationship of SAT was not significantly asso
ciated with BMD in Asians (P for interaction <0.001) even 
when using race-specific quartiles.

Associations between SAT or VAT with BMD did not sig
nificantly differ by age group except there was a less negative 
relationship between VAT and BMD in those aged older than 

50 years (32% of total study population) than those aged 
younger than 50 years (−0.10 vs −0.27 T-score per quartile, 
P for interaction <0.001). In women, there was no interaction 
between VAT or SAT with menopause status.

Adjusting for Vitamin D or Inflammatory Markers
We also examined whether the relationship between VAT and 
BMD changed when adjusting for 25-OH vitamin D, 
C-reactive protein, or ferritin levels but found no substantial 
change (Table 6).

Sensitivity Analysis Using Regional BMD
Given previously noted differences in results between TB and 
regional BMD, we examined 1461 subjects aged 40 to 59 

Table 1. Demographics of subjects by VAT quartile

Lowest quartile of  
VAT (n = 2661)

Second quartile of  
VAT (n = 2660)

Third quartile of  
VAT (n = 2660)

Highest quartile of  
VAT (n = 2660)

Age, y 32.3 ± 10.6 37.4 ± 11.1 41.8 ± 10.9 45.8 ± 9.6

Male 40.1% 51.5% 53.7% 57.5%

Race or ethnicity 62.8% White 
15.1% Black 
4.9% MA 
6.5% other His 
7.3% Asian 
3.4% Other

57.8% White 
12.9% Black 
9.8% MA 
7.8% other His 
7.9% Asian 
3.9% Other

57.3% White 
10.3% Black 
13.1% MA 
8.5% other His 
6.6% Asian 
4.3% Other

67.0% White 
6.4% Black 
13.3% MA 
7.3% other His 
3.1% Asian 
2.9% Other

BMI, kg/m2, 
(range)

23.0 ± 3.8 
(13.6-63.4)

27.0 ± 4.3 
(17.4-55)

30.2 ± 5.3 
(17.9-65.5)

34.3 ± 6.1 
(20.6-64.2)

Lean mass index, 
kg/m2

15.9 ± 2.6 17.5 ± 2.8 18.8 ± 2.9 20.6 ± 3.0

Fat mass index, kg/m2 6.5 ± 2.5 8.8 ± 3.1 10.7 ± 3.8 13.0 ± 4.2

VAT, g 198 ± 55 361 ± 49 543 ± 58 871 ± 197

SAT, g 965 ± 534 1465 ± 639 1828 ± 724 2174 ± 707

Total body BMD T-score 0.45 ± 1.25 0.51 ± 1.23 0.50 ± 1.28 0.34 ± 1.22

Mean ± SD. Values in bold and italics are significantly different than all other VAT quartiles. 
Abbreviations: BMD, bone mineral density; BMI, body mass index; His, Hispanic; MA, Mexican American; SAT, subcutaneous adipose tissue; VAT, visceral 
adipose tissue.

Table 2. VAT and SAT by race or ethnicity

White Black Mexican American Other Hispanic Asian

VAT 509 ± 221 g 414 ± 317 g 566 ± 302 g 499 ± 310 g 412 ± 307 g

SAT 1603 ± 507 g 1712 ± 1378 g 1738 ± 872 g 1610 ± 892 g 1269 ± 818 g

Bold and italicized groups are significantly lower than all other racial and ethnic groups not in bold/italics. Underlined groups are significantly higher than all 
other racial groups not underlined. 
Abbreviations: SAT, subcutaneous adipose tissue; VAT, visceral adipose tissue.

Table 3. Regression coefficients of VAT and SAT quartile on total body BMD T-score with various model adjustments

Unadjusted Age- and 
sex-adjusted

LMI-adjusted Adjusted for all except 
VAT/SAT and LMI

Adjusted for all 
except VAT/SAT

Fully adjusted

VAT −0.03 (−0.07-0.00,  
P = 0.06)

−0.06 (−0.10 to 
−0.03, P < 0.001)

−0.34 (−0.38 to 
−0.30, P < 0.001)

−0.04 (−0.07 to 
−0.005, P = 0.03)

−0.29 (−0.33 to 
−0.25, P < 0.001)

−0.22 (−0.26 to 
−0.17, P < 0.001)

SAT −0.06 (−0.10 to 
−0.03, P = 0.001)

0.08 (0.05-0.11,  
P < 0.001)

−0.25 (−0.29 to 
−0.22, P < 0.001)

0.06 (0.02-0.09,  
P = 0.001)

−0.20 (−0.25 to 
−0.16, P < 0.001)

−0.06 (−0.11 to 
−0.01, P = 0.004)

95% CI in parentheses. Statistically significant values have 95% CI that do not cross 0. Fully adjusted is adjusted for age (5-y groups), sex, race, height, smoking 
status, LMI, VAT, or SAT (continuous adjustment of VAT or SAT). 
Abbreviations: LMI, lean mass index; SAT, subcutaneous adipose tissue; VAT, visceral adipose tissue.
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years in NHANES 2013-2014 who had also undergone spine, 
total hip, and femoral neck BMD. The characteristics of these 
1461 are available in an online repository and significantly 
differed from the rest of the study population in age, fat 
mass index, and VAT [19]. Among these subjects, VAT and 
SAT, measured by total body DXA, did not have significantly 
different associations with TB BMD than the rest of the sub
jects. However, when adjusting for age, sex, race or ethnicity, 
height, smoking status, and lean mass, the association of VAT 
with spine and femoral neck T-score was less striking when 
compared with TB BMD and was generally limited to the 
highest quartile of VAT (−0.45 and −0.46 T-score vs Q1, P 
= 0.02 and P = 0.008). Total hip T-score was not associated 
with VAT. There were also no significant associations be
tween regional BMD and SAT among these subjects.

We also examined arm BMD because this site may have less 
soft-tissue interference than other regions. Similar to total 
body BMD, we found that VAT had a strong negative rela
tionship with arm BMD, whereas SAT had a slightly negative 
relationship with BMD (−0.23 T-score per quartile; 95% CI, 

0
.2

.4
.6

.8
T

ot
al

 B
od

y 
B

M
D

 T
−s

co
re

 (
P

re
di

ct
ed

)

1 2 3 4
VAT or SAT Quartile

VAT SAT

Figure 1. Total body BMD T-scores by VAT or SAT quartile, as predicted 
by a model that adjusts for age, sex, race/ethnicity, smoking status, 
height, LMI, and SAT or VAT, respectively. There is a decrease in BMD 
T-score with increasing VAT that appears most prominent in quartile 4 
(highest VAT).

Table 4. Regression coefficients of VAT and SAT on total body BMD T-score by sex

Quartile 1 Quartile 2 Quartile 3 Quartile 4

Women VAT Reference −0.09 (−0.19 to 0.008) −0.24 (−0.35 to −0.12) −0.60 (−0.75 to −0.45)
SAT Reference 4.1 × 10−4 (−0.16 to 0.15) 0.05 (−0.09 to 0.19) −0.004 (−0.18 to 0.17)
SAT (sex specific) Reference 0.09 (−0.02 to 0.20) 0.06 (−0.07 to 0.18) −0.07 (−0.22 to 0.08)

Men VAT Reference −0.20 (−0.33 to −0.08) −0.30 (−0.44 to −0.15) −0.74 (−0.95 to −0.54)
SAT Reference −0.002 (−0.10 to 0.10) −0.14 (−0.31 to 0.03) −0.35 (−0.55 to −0.16)
SAT (sex specific) Reference −0.02 (−0.15 to 0.10) −0.03 (−0.16 to 0.11) −0.22 (−0.41 to −0.04)

95% CI in parentheses. Statistically significant values have 95% CI that do not cross 0. Italics denote a statistically significant trend. Bold denotes statistical 
significance compared with the reference group. There was a statistically significant interaction between sex and SAT quartile (P = 0.002) but this was 
eliminated with the use of sex-specific quartiles. All values adjusted for age (5-y groups), sex, race, height, smoking status, LMI, and VAT/SAT (continuous). 
Abbreviations: BMD, bone mineral density; SAT, subcutaneous adipose tissue; VAT, visceral adipose tissue.

Table 5. Regression coefficients of VAT on total body BMD T-score by race or ethnic group

Quartile 1 Quartile 2 Quartile 3 Quartile 4

White VAT Reference −0.12 (−0.23 to −0.007) −0.21 (−0.34 to −0.07) −0.62 (−0.82 to −0.43)
VAT (ethnic specific) Reference −0.13 (−0.25 to −0.02) −0.25 (−0.40 to −0.10) −0.67 (−0.86 to −0.48)

Black VAT Reference −0.24 (−0.38 to −0.11) −0.39 (−0.54 to −0.24) −0.76 (−0.98 to −0.55)
VAT (ethnic specific) Reference −0.07 (−0.22 to 0.08) −0.25 (−0.41 to −0.09) −0.55 (−0.76 to −0.34)

Asian VAT Reference −0.26 (−0.44 to −0.09) −0.54 (−0.78 to −0.30) −0.91 (−1.18 to −0.63)
VAT (ethnic specific) Reference −0.16 (−0.33 to 0.02) −0.39 (−0.64 to −0.13) −0.75 (−1.06 to −0.44)

95% CI in parentheses. All trends were statistically significant. Bold denotes statistical significance compared with the reference. There was a statistically 
significant interaction between VAT and Black and Asian race-ethnicity (P = 0.02, and P = 0.01, respectively) as compared with White but this interaction was 
eliminated when using race-ethnic-specific VAT quartiles. All values adjusted for age (5-y groups), sex, race, height, smoking status, LMI, and SAT. 
Abbreviations: BMD, bone mineral density; LMI, lean mass index; SAT, subcutaneous adipose tissue; VAT, visceral adipose tissue.

Table 6. Regression coefficients of VAT quartile on total body BMD T-score before and after adjustment for 25-OH vitamin D or inflammatory 
markers

Marker Number of subjects Before adjusting for marker After adjusting for marker

25-OH vitamin D 10 235 −0.21 (−0.26 to −0.17) −0.21 (−0.25 to −0.16)

C-reactive protein 4638 −0.24 (−0.30 to −0.17) −0.23 (−0.30 to −0.17)

Ferritin 3039 −0.23 (−0.30 to −0.15) −0.23 (−0.31 to −0.16)

95% CI in parentheses. All values adjusted for age (5-y groups), sex, race, height, smoking status, LMI, and SAT. 
Abbreviations: BMD, bone mineral density; LMI, lean mass index; SAT, subcutaneous adipose tissue; VAT, visceral adipose tissue.
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−0.27 to −0.18, P < 0.001 for VAT and −0.05 T-score per 
quartile; 95% CI, −0.10 to −0.001, P = 0.02 for SAT). 
Finally, given an increase in ankle fractures in those with obes
ity [20], we examined leg BMD and found relatively similar 
associations as with total body BMD (−0.18 T-score per quar
tile; 95% CI, −0.22 to −0.13, P < 0.001 for VAT and 
−0.07 T-score per quartile; 95% CI, −0.12 to −0.01, 
P = 0.01 for SAT).

Discussion
In a large, diverse US sample, we found that VAT had a nega
tive association with BMD, whereas SAT had slightly negative 
or no association with BMD. These observations were found 
across sex and racial or ethnic lines and at all age ranges. 
Although simple definitions of obesity, such as those using 
BMI, generally show higher BMD [2, 21], including in our 
study, our study adds to the evidence that adiposity, in particu
lar visceral adiposity, and lean mass have divergent effects on 
bone health. This study is among the largest examinations of 
the relationship of VAT and SAT to BMD and included large 
numbers of men, US racial or ethnic subgroups, and subjects 
with higher weights than previous studies. Our study results 
expand the understanding of how adiposity affects bone 
mass and suggests further research to aid in the development 
of screening strategies for osteoporosis in obese individuals.

Previous studies have demonstrated a negative relationship 
between VAT and bone density, though this is not a uniform 
finding [22]. A study of 509 predominantly White subjects 
(57% men) by Ng et al demonstrated a negative association 
between VAT and cortical thickness at the ultradistal radius 
and volumetric BMD at the ultradistal radius, lumbar spine, 
and femoral neck but only in young men and not in other 
groups after adjustment [10]. Gilsanz et al demonstrated 
that visceral abdominal fat had a negative impact on 
CT-derived femoral cross-section area, cortical bone area, 
and moments of inertia in 100 healthy young women, though 
lean mass was not examined [7]. Finally, while controlling for 
body mass but not lean mass or SAT, Zhu et al demonstrated a 
negative relationship between DXA-derived VAT and total 
body and axial bone density in 4865 older, predominantly 
White Australian subjects [11]. Although these are important 
contributions, omitting lean mass and the lack of racial diver
sity are important limitations. On the other hand, George et al 
studied Black and Asian Indian subjects and found relation
ships between visceral adiposity and subtotal BMD but the ef
fects of visceral adiposity were 25- to 30-fold weaker than that 
of lean mass [23]. In contrast, our study showed VAT’s nega
tive association to be approximately 60% that of the positive 
association of lean mass. Therefore, our study substantially 
adds to the evidence base for VAT as a negative correlate of 
BMD by demonstrating a clinically relevant effect size, while 
studying a unique population in size and in racial and ethnic 
diversity. Indeed, the population in NHANES is representa
tive of the United States and includes substantial numbers of 
racial and ethnic minorities, and subjects with chronic medical 
conditions and higher weights than in previous studies.

The impact of SAT has differed across studies, and this may 
be related to the various adjustments made in each study. SAT, 
VAT, LMI, BMI, and body weight are all correlated to one an
other, and care must be taken to avoid including variables 
with excess collinearity [24]. LMI, as previously shown in 
multiple studies, has a strong, positive relationship with 

BMD [25, 26]. However, if studying SAT and VAT and not 
considering LMI, SAT may appear to have a positive relation
ship with BMD because of omitted variable bias [27]. As seen 
in Table 3, adding LMI to the model dramatically altered the 
relationship between SAT and BMD. Although we did see a 
slight negative relationship between SAT and BMD in men, 
this was a tenuous relationship and was no longer present 
when further adjusting for bioavailable sex hormones.

Although we found a strong negative association of VAT 
with total body BMD, the relationship was less striking for 
dedicated BMD sites such as the spine, total hip, and femoral 
neck. This mirrors the weaker relationship we and others 
have found for the association of fat mass with regional 
BMD vs total body BMD [1, 28, 29]. It is possible that these 
differences represent truly different actions of adipokines or 
cytokines throughout the skeleton, as has been seen with estro
gen [30]. Another possibility is that the number of subjects in 
the regional BMD sample is substantially smaller, which could 
make it more difficult to demonstrate the effect. Although the 
dedicated sites are used in formal definitions of osteoporosis, 
studies, including our own, have demonstrated that total 
body BMD also is highly associated with fracture [15, 31, 
32]. The differences between skeletal sites could also relate 
to artifacts of tissue thickness at the regional sites, which 
have been shown to affect the accuracy of BMD at axial sites 
[33]. We also examined arm BMD, a site likely with lower tis
sue interference compared with axial sites and found a similar 
relationship as with a total body BMD. Given the differences 
by BMD site, a larger study that measures VAT and examines 
fracture as the outcome would be important to verify the gen
eralizability of our findings.

Adipokines and cytokines could be the link between bone 
density and visceral fat, although we were not able to demon
strate this in our study. Inflammatory cytokines, such as IL-6 
and TNF-α, are secreted by adipocytes and have been associ
ated with bone loss in obesity and autoimmune diseases [34]. 
Adiponectin, which is secreted by adipocytes and is present 
in measurable levels in the serum, has been found to regulate 
bone turnover and is negatively associated with BMD 
[35, 36]. Leptin, best known for its role in appetite regulation, 
also has effects in osteoblast development and has been shown 
to be positively associated with BMD in a meta-analysis 
[35, 37]. Because cytokine and adipokine information was 
not available in NHANES, we examined the available markers 
of inflammation, C-reactive protein and ferritin. We did not 
find significant associations of these with BMD, and neither af
fected the relationship of BMD to VAT, suggesting that these 
markers may not be sensitive enough to detect inflammation 
related to obesity that could affect bone. Further studies exam
ining VAT and specific adipokines and cytokines, as well as 
hormonal influences, may be needed to clarify the relationship 
with BMD.

We did not find sex differences in the relationship of VAT 
and BMD. In our previous work, we had found that fat mass 
index had a stronger negative association with BMD in 
men than women [1]. Our findings suggest then that visceral 
adiposity does not explain the sex differences noted for fat 
mass index, and that there could potentially be other mech
anisms leading to worse bone density loss in men with high 
levels of adiposity. For example, there could be sex differen
ces in comorbid illnesses, physical activity, or other factors 
that affect the relationship between overall fat mass and 
BMD.
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We noted the importance of racial or ethnic norms of VAT 
or SAT. These differences have been explored in previous stud
ies and have largely shown lower VAT in Black subjects com
pared with White subjects [38–40], though work in Asians has 
demonstrated higher VAT in some studies. Given the sampling 
methods used in NHANES, this population may represent a 
more US representative sample, though the breakdown of 
Asian ethnicity would be important. When examining by quar
tile without regard to race, there was a stronger association be
tween VAT and BMD in Black and Asian subjects. However, 
when using race-specific quartiles, these differences were no 
longer present. The differences in racial and ethnic norms in 
VAT likely need to be considered by investigators when study
ing other outcomes, such as cardiovascular events or cancer. 
The differences noted with VAT by race or ethnicity are quite 
similar to BMI, where, for example, the risk of diabetes at a giv
en BMI differs by race or ethnicity [41].

Our study has significant strengths. We used a large, diverse 
population drawn from a US representative sample that in
cluded a large number of men and subjects in racial or ethnic 
subgroups. This allowed us to examine differences by sex or 
race-ethnicity. NHANES uses a sophisticated method of sam
pling to find a US representative sample; thus, this population 
is not prone to the referral bias that may result from recruiting 
from provider clinics. Even the size of the study population is a 
notable strength because VAT measurement is not a routine 
clinical measurement and requires either total body DXA or 
CT or MRI. Because of this, few studies are of the size as 
our study. Finally, NHANES used a densitometer with a 
450-lb weight limit, which is higher than many previous mod
els, allowing for a wide range of VAT and BMI in the study.

There are limitations of this work. Although we attempted 
to control for important variables related to BMD, we cannot 
rule out residual confounding. Second, we used DXA for VAT 
and SAT measurements and, even though this has been well 
validated against MRI in multiple studies [13, 42–44], it is still 
a relatively new modality for VAT assessment. One study, us
ing the same densitometer used in NHANES, showed higher 
accuracy of VAT assessment in overweight and obese individ
uals than normal weight or underweight individuals with CT 
used as the gold standard [13, 45]. The BMI range in the study 
was 15.6- to 47.5 kg/m2, a large range that encompasses more 
than 98% of the subjects included in our analysis. Another 
limitation is that we used total body BMD, rather than the ax
ial sites, which are not used in clinical practice for fracture risk 
assessment. However, we have shown in a subset of these sub
jects that total body BMD correlated well with axial sites and 
was similarly related to previous fracture and, thus, could be 
used to investigate the effects of adiposity on bone health 
[15]. Finally, we did not have measurements of specific adipo
kines or cytokines, which could have helped us better under
stand how VAT may affect BMD.

In conclusion, we found that VAT was negatively associ
ated with BMD, regardless of sex or race, whereas SAT had 
a weak relationship with BMD in men. Our findings add to 
the body of evidence that adiposity may have negative reper
cussions on bone. More work is needed to both understand 
mechanisms of action and develop strategies to optimize 
bone health in obese patients.

Funding
None declared.

Disclosure
R.K.J. receives grant support from the Amgen Foundation and 
is an investigator for Ascendis and Radius Health. T.V. is an 
investigator for Radius Health, consultant for Takeda, and in
vestigator for Ascendis.

Data Availability
Some or all datasets generated during and/or analyzed during 
the current study are not publicly available but are available 
from the corresponding author on reasonable request.

References
1. Jain RK, Vokes T. Fat mass has negative effects on bone, especially 

in men: a cross-sectional analysis of NHANES 2011-2018. J Clin 
Endocrinol Metab. 2022;107(6):e2545-e2552.

2. Johansson H, Kanis JA, Odén A, et al. A meta-analysis of the asso
ciation of fracture risk and body mass index in women. J Bone 
Miner Res. 2014;29(1):223-233.

3. Prieto-Alhambra D, Premaor MO, Fina Avilés F, et al. The associ
ation between fracture and obesity is site-dependent: a population- 
based study in postmenopausal women. J Bone Miner Res. 
2012;27(2):294-300.

4. Silveira EA, Kliemann N, Noll M, Sarrafzadegan N, de Oliveira C. 
Visceral obesity and incident cancer and cardiovascular disease: an 
integrative review of the epidemiological evidence. Obes Rev. 
2021;22(1):e13088.

5. Park HS, Park JY, Yu R. Relationship of obesity and visceral adi
posity with serum concentrations of CRP, TNF-α and IL-6. 
Diabetes Res Clin Pract. 2005;69(1):29-35.

6. Sheu Y, Cauley JA. The role of bone marrow and visceral fat on 
bone metabolism. Curr Osteoporos Rep. 2011;9(2):67-75.

7. Gilsanz V, Chalfant J, Mo AO, Lee DC, Dorey FJ, Mittelman SD. 
Reciprocal relations of subcutaneous and visceral fat to bone struc
ture and strength. J Clin Endocrinol Metab. 2009;94(9): 
3387-3393.

8. Russell M, Mendes N, Miller KK, et al. Visceral fat is a negative pre
dictor of bone density measures in obese adolescent girls. J Clin 
Endocrinol Metab. 2010;95(3):1247-1255.

9. Choi HS, Kim KJ, Kim KM, et al. Relationship between visceral adi
posity and bone mineral density in Korean adults. Calcif Tissue Int. 
2010;87(3):218-225.

10. Ng AC, Melton LJ III, Atkinson EJ, et al. Relationship of adiposity 
to bone volumetric density and microstructure in men and women 
across the adult lifespan. Bone. 2013;55(1):119-125.

11. Zhu K, Hunter M, James A, Lim EM, Cooke BR, Walsh JP. 
Relationship between visceral adipose tissue and bone mineral 
density in Australian baby boomers. Osteoporos Int. 2020;31 
(12):2439-2448.

12. Yamaguchi T, Kanazawa I, Yamamoto M, et al. Associations be
tween components of the metabolic syndrome versus bone mineral 
density and vertebral fractures in patients with type 2 diabetes. 
Bone. 2009;45(2):174-179.

13. Bredella MA, Gill CM, Keating LK, et al. Assessment of abdominal 
fat compartments using DXA in premenopausal women from ano
rexia nervosa to morbid obesity. Obesity. 2013;21(12):2458-2464.

14. NHANES—questionnaires, datasets, and related documentation. 
2017. Accessed November 19, 2017.  https://wwwn.cdc.gov/nchs/ 
nhanes/ContinuousNhanes/Default.aspx?BeginYear=2005

15. Jain RK, Vokes T. BMDs derived from total body DXA are strongly 
correlated with dedicated hip and spine BMD and are associated 
with prior fractures in NHANES. J Clin Densitom. 2022;25(3): 
349-356.

16. Center for Disease Control and Prevention. NHANES 2015-2016 
laboratory methods. Accessed September 25, 2022. https://wwwn. 

https://wwwn.cdc.gov/nchs/nhanes/ContinuousNhanes/Default.aspx?BeginYear=2005
https://wwwn.cdc.gov/nchs/nhanes/ContinuousNhanes/Default.aspx?BeginYear=2005
https://wwwn.cdc.gov/nchs/nhanes/continuousnhanes/labmethods.aspx?BeginYear=2015


Journal of the Endocrine Society, 2023, Vol. 7, No. 4                                                                                                                                       7

cdc.gov/nchs/nhanes/continuousnhanes/labmethods.aspx?BeginYe 
ar=2015

17. Södergard R, Bäckström T, Shanbhag V, Carstensen H. Calculation 
of free and bound fractions of testosterone and estradiol-17β to hu
man plasma proteins at body temperature. J Steroid Biochem. 
1982;16(6):801-810.

18. De Ronde W, Van Der Schouw YT, Muller M, et al. Associations of 
sex-hormone-binding globulin (SHBG) with non-SHBG-bound lev
els of testosterone and estradiol in independently living men. J Clin 
Endocrinol Metab. 2005;90(1):157-162.

19. Jain RK, Vokes T. Visceral adipose tissue is negatively associated 
with bone mineral density in NHANES 2011-2018 supplemental 
material. Figshare 2022. Deposited November 13, 2022. https:// 
doi.org/10.6084/m9.figshare.21548640.v1

20. Compston JE, Flahive J, Hosmer DW, et al. Relationship of weight, 
height, and body mass index with fracture risk at different sites in 
postmenopausal women: the global longitudinal study of osteopor
osis in women (GLOW). J Bone Miner Res. 2014;29(2):487-493.

21. De Laet C, Kanis JA, Odén A, et al. Body mass index as a predictor 
of fracture risk: a meta-analysis. Osteoporos Int. 2005;16(11): 
1330-1338.

22. Liu C-T, Broe KE, Zhou Y, et al. Visceral adipose tissue is associated 
with bone microarchitecture in the Framingham Osteoporosis Study. 
J Bone Miner Res. 2017;32(1):143-150.

23. George JA, Micklesfield LK, Norris SA, Crowther NJ. The associ
ation between body composition, 25 (OH) D, and PTH and bone 
mineral density in black African and Asian Indian population 
groups. J Clin Endocrinol Metab. 2014;99(6):2146-2154.

24. Reid IR. Fat and bone. Arch Biochem Biophys. 2010;503(1):20-27.
25. Leslie WD, Orwoll ES, Nielson CM, et al. Estimated lean mass and 

fat mass differentially affect femoral bone density and strength in
dex but are not FRAX independent risk factors for fracture. J 
Bone Miner Res. 2014;29(11):2511-2519.

26. Ho-Pham LT, Nguyen UD, Nguyen TV. Association between lean 
mass, fat mass, and bone mineral density: a meta-analysis. J Clin 
Endocrinol Metab. 2014;99(1):30-38.

27. Wilms R, Mäthner E, Winnen L, Lanwehr R. Omitted variable bias: 
a threat to estimating causal relationships. Meth Psychol. 2021;5: 
100075.

28. Leslie WD, Weiler HA, Lix LM, Nyomba BG. Body composition 
and bone density in Canadian White and Aboriginal women: the 
first nations bone health study. Bone. 2008;42(5):990-995.

29. Zhu K, Hunter M, James A, Lim EM, Walsh JP. Associations be
tween body mass index, lean and fat body mass and bone mineral 
density in middle-aged Australians: the Busselton Healthy Ageing 
Study. Bone. 2015;74:146-152.

30. Gallagher JC, Rapuri PB, Haynatzki G, Detter JR. Effect of discon
tinuation of estrogen, calcitriol, and the combination of both on 
bone density and bone markers. J Clin Endocrinol Metab. 2002;87
(11):4914-4923.

31. Melton LJ, Looker AC, Shepherd JA, et al. Osteoporosis assessment 
by whole body region vs. site-specific DXA. Osteoporos Int. 
2005;16(12):1558-1564.

32. Schott AM, Cormier C, Hans D, et al. How hip and whole-body 
bone mineral density predict hip fracture in elderly women: the 
EPIDOS Prospective Study. Osteoporos Int. 1998;8(3):247-254.

33. Yu EW, Thomas BJ, Brown JK, Finkelstein JS. Simulated increases 
in body fat and errors in bone mineral density measurements by 
DXA and QCT. J Bone Miner Res. 2012;27(1):119-124.

34. Braun T, Schett G. Pathways for bone loss in inflammatory disease. 
Curr Osteoporos Rep. 2012;10(2):101-108.

35. Biver E, Salliot C, Combescure C, et al. Influence of adipokines and 
ghrelin on bone mineral density and fracture risk: a systematic re
view and meta-analysis. J Clin Endocrinol Metab. 2011;96(9): 
2703-2713.

36. Mohiti-Ardekani J, Soleymani-Salehabadi H, Owlia MB, Mohiti A. 
Relationships between serum adipocyte hormones (adiponectin, 
leptin, resistin), bone mineral density and bone metabolic markers 
in osteoporosis patients. J Bone Miner Metab. 2014;32(4):400-404.

37. Gordeladze JO, Drevon CA, Syversen U, Reseland JE. Leptin stim
ulates human osteoblastic cell proliferation, de novo collagen syn
thesis, and mineralization: impact on differentiation markers, 
apoptosis, and osteoclastic signaling. J Cell Biochem. 2002;85(4): 
825-836.

38. Hill JO, Sidney S, Lewis CE, Tolan K, Scherzinger AL, Stamm ER. 
Racial differences in amounts of visceral adipose tissue in young 
adults: the CARDIA (Coronary Artery Risk Development in 
Young Adults) study. Am J Clin Nutr. 1999;69(3):381-387.

39. Després J-P, Couillard C, Gagnon J, et al. Race, visceral adipose tis
sue, plasma lipids, and lipoprotein lipase activity in men and wom
en: the Health, Risk Factors, Exercise Training, and Genetics 
(HERITAGE) family study. Arterioscler Thromb Vasc Biol. 
2000;20(8):1932-1938.

40. Hoffman DJ, Wang Z, Gallagher D, Heymsfield SB. Comparison of 
visceral adipose tissue mass in adult African Americans and whites. 
Obes Res. 2005;13(1):66-74.

41. Aggarwal R, Bibbins-Domingo K, Yeh RW, et al. Diabetes screen
ing by race and ethnicity in the United States: equivalent body mass 
index and age thresholds. Ann Intern Med. 2022;175(6):765-773.

42. Bea JW, Chen Z, Blew RM, et al. MRI based validation of abdom
inal adipose tissue measurements from DXA in postmenopausal 
women. J Clin Densitom. 2022;25(2):189-197.

43. Neeland IJ, Grundy SM, Li X, Adams-Huet B, Vega GL. 
Comparison of visceral fat mass measurement by dual-X-ray ab
sorptiometry and magnetic resonance imaging in a multiethnic co
hort: the Dallas heart study. Nutr Diabetes. 2016;6(7):e221.

44. Kaul S, Rothney MP, Peters DM, et al. Dual-energy X-ray absorp
tiometry for quantification of visceral fat. Obesity. 2012;20(6): 
1313-1318.

45. Goldberg EK, Fung EB. Precision of the Hologic DXA in the assess
ment of visceral adipose tissue. J Clin Densitom. 2020;23(4): 
664-672.

https://wwwn.cdc.gov/nchs/nhanes/continuousnhanes/labmethods.aspx?BeginYear=2015
https://wwwn.cdc.gov/nchs/nhanes/continuousnhanes/labmethods.aspx?BeginYear=2015
https://doi.org/10.6084/m9.figshare.21548640.v1
https://doi.org/10.6084/m9.figshare.21548640.v1

	Visceral Adipose Tissue is Negatively Associated With Bone Mineral Density in NHANES 2011-2018
	Materials and Methods
	Subjects
	Statistical Analysis

	Results
	Subjects
	Associations Between TB BMD, VAT, and SAT
	Sex, Racial/Ethnic, and Age Differences in the Associations of VAT, SAT, and BMD
	Adjusting for Vitamin D or Inflammatory Markers
	Sensitivity Analysis Using Regional BMD

	Discussion
	Funding
	Disclosure
	Data Availability
	References




