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Abstract

Background Osteoporosis is characterized by low bone mass and micro-architectural deterioration.

Objective To measure a quantitative magnetic resonance imaging (MRI)-based score (M-score) for the
diagnosis of abnormal bone mineral density in postmenopausal female and compare the results
with standard control taking dual-energy x-ray absorptiometry (DEXA) scan measurements as a
reference.

Methods This case-control study was conducted with 50 postmenopausal females who underwent DEXA
exam for back pain. Another 50 healthy young females aged 20-29 years were used as a control
group, and an MRI of the lumbar spine was done to all participants. From sagittal T1-weighted spin-
echo sequence, Signal to noise ratio of L1-L4 was measured to all patients and controls and used to
obtain M-score.

Results DEXA revealed that 19 patients had a normal T-score, 14 patients had osteopenia, and 17 patients
had osteoporosis (mean T score -1.737), M-score were significantly higher among cases than
controls (P = 0.0001). The SNR L1-L4 and M-score are negatively correlated to T-score (r = -0.864; P
= 0.0001) and bone mineral density (BMD) (r = -0.863; P = 0.0001). The receiver operator
characteristic (ROC) analysis revealed an M-score threshold of 2.63434 with 88.2% sensitivity and
78.8% specificity (P = 0.0001) for the discrimination of osteoporotic from non-osteoporotic females.
For distinguishing normal from low-BMD patients, the ROC curve estimated an M-score threshold
of 1.34413 with 100% sensitivity and specificity (P = 0.0001). According to the calculated M-score,
19 patients were normal (M-score <1.334), 9 patients found to have osteopenia (M-score 1.334 -
2.634), and 22 osteoporotic patients (M-score >2.634).

Conclusion M-score obtained from T1WI sequence of lumbar spine study is a useful quantitative method for
the diagnosis of osteoporosis and osteopenia in postmenopausal females as compared to DEXA
scan. The best cut off value for osteoporosis is 2.634. The best cut off value for osteopenia is 1.344.
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the risk of fractures. World Health Organization
(WHO) has estimated that 30% of all women
aged over 50 (postmenopausal) have
osteoporosis (1), Dual-energy x-ray
absorptiometry (DEXA) is considered the gold
standard for the diagnosis of osteoporosis .
However, there are considerable errors in
DEXA measurements arising from the
inhomogeneous distribution of adipose tissue
3), The definition of osteoporosis is based on
the T-score, which is the difference between
the measured bone mineral density (BMD) and
the mean value of young adults, expressed in
standard deviations (SD) for a normal
population of the same gender and ethnicity.
DEXA reports also provide Z-scores, which are
calculated similarly to the T-score, except that
the patient's BMD is compared with an age-
matched mean 4. Normal BMD is defined as a
T-score between (+2.5 and -1), osteopenia (low
BMD) is defined as a T-score between (-1.0 and
-2.5), osteoporosis is defined as a T-score
below (-2.5) and severe osteoporosis is defined
as a T-score below (-2.5) in the presence of one
or more fragility fractures ©).

Lumbar spine magnetic resonance imaging
(MRI) is an imaging examination frequently
requested worldwide mainly due to low back
pain . The routine spine evaluation typically
includes T1 and T2 weighted sequences in axial
and sagittal planes 7). T1-weighted spin-echo
(SE) images are best to evaluate the cellular
content in bone marrow ©),

MRI has demonstrated considerable potential
in the quantitative assessment of cancellous
bone architecture in vivo ©. It was
demonstrated that a decrease in cancellous
bone was accompanied by a corresponding
increase in fat cells in the bone marrow.
Osteoporosis has been shown to be associated
with increased fat content in the marrow (19, It
was suggested by certain studies that bone
marrow adipose tissue (BMAT) might play a
role in the pathogenesis of osteoporosis (1112,
MRI-measured pelvic, hip, and lumbar spine
BMAT is negatively correlated with DEXA-
measured hip and lumbar spine BMD (13),

The purpose of the study is to measure a
quantitative MRI-based score for the diagnosis
of abnormal BMD in postmenopausal women
and to compare the results with standard
control taking DEXA scan measurements as a
reference.

Methods

Study group

Single-center case-control study was
conducted between July 2021 and December
2021 in Al-lmamein Al-Kadhimein Medical City,
Baghdad, Iraq. The study was approved by the
Scientific Committee of the lIraqi Board of
Diagnostic Radiology.

One hundred participants were included in the
study, 50 patients were postmenopausal
females chosen from the patients that had
undergone DEXA scan for lower back pain, and
50 females were taken as a control. A lumbar
MRI scan was done to all the patients and
controls.

Inclusion criteria
Female  postmenopausal
suspected abnormality in BMD.

patients  with

Exclusion criteria

Oncology patients, traumatic vertebral injuries,
general contraindications to MRI, and patients
refusing to participate in the study.

To calculate an MRI-based score equivalent to
the T-score used in DEXA, a reference group of
50 healthy females aged 20 - 29 years who had
undergone a lumbar MRI for low back pain was
used. The same exclusion criteria were applied
in addition to excluding any study with intra
venous contrast injection.

MRI
All examinations were performed at 1.5T MR
System (Magnetom Avanto, Siemens

Healthineers, Germany). The routine imaging
protocol was performed, including sagittal
T1Weighted Image (WI)m sagittal T2WI, axial
T2WI, and MR myelography. All the
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measurements in this study were taken from
the sagittal T1l-weighted spin-echo sequence,
optimal for evaluating vertebral fatty marrow
(TR = 550 ms, TE = 9.9 ms, slice thickness = 4
mm; squared field of view = 333 mm).

The vertebral bodies from L1-L4 were
evaluated. A region of interest (ROI) was
manually placed as a circle in the vertebral
body, excluding cortical bone, subchondral
abnormalities, focal lesions (e.g.,
hemangiomas), and posterior venous plexus, 3
ROIs were acquired for each vertebral body on
different sagittal slices, with their mean used
for analysis. Another ROl with the same size
was taken in an artifact-free site outside the
patient to measure the noise. Signal-to-noise
ratio (SNR) was calculated for each vertebra
and obtained by dividing the intra-vertebral
signal intensity by the standard deviation of the
noise. Then for each patient, the median value
of vertebral bodies SNRs from L1 to L4 was
calculated (SNR L1-L14). The diagnostic
performance of SNR L1-L4 was estimated for
each patient and used to obtain an M-score
based on the calculation formula of T-score for
the diagnosis of osteoporosis. The SNR L1-L4 of
the control group was also used in the
equation by using their mean (SNR ref) and SD
ref. The M-score was defined according to the
formula * as follows:

M-score = (SNR (L1-L4)-SNR ref)/(SD ref)

DEXA scan

For the lumbar spine was done by using
STRATOS device (DMS group imaging, France)
in the supine position. BMDs of lumbar
vertebrae (L1-L4) were automatically obtained,
and BMD values were calculated using T-score.

Statistical analysis

It was carried out using statistical package of
SPSS-27  (Statistical Packages for Social
Sciences- version 27). The significance of BMD
and T score differences on DEXA, SNR (L1-L4),
and M-score on MRI were tested using
Students-t-test for the difference between two
independent means or ANOVA test for
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difference among more than two independent
means. Chi-squared test was used for analyzing
differences between the results of MRI
(calculated M-score) and DEXA scan. Sensitivity
and specificity of MRI were calculated and
compared.  Statistical  significance  was
considered whenever P value was <0.05.
Receiver operating curve (ROC) analysis was
used to estimate the diagnostic performance of
SNR L1-L4 using lumbar vertebral DEXA as a
reference and to define the cutoff values of M-
score and SNR L1-L4 for the discrimination of
osteoporotic from non-osteoporotic females.

Results

The study include includes 50 postmenopausal
women with a mean age of 61.1+5.8 years (age
range 53 - 73 years) and 50 young, healthy
females, their mean age 25.612.6 years (age
range 21 - 29 vyears). Regarding DEXA
measurements 19 patients (38%) had a normal
T-score (>-1.0), 14 patients (28%) had
osteopenia (-1.0 - -2.49), and 17 patients (34%)
had osteoporosis (>-2.5) with a mean T score
of -1.7374£1.338 (range -4.100 - 0.630), the
BMD values show a mean of 0.854+0.147
(range 0.593 - 1.116).

MRI results

SNR L1-L14 and M-score were significantly
higher among cases than control. For the
postmenopausal patients, the mean SNR L1-L4
was 353.55+201.04 (range 55.79 - 728.24)
while in the control group was 104.81+55.21

(range 31.23 - 219.68), which is highly
significant (P = 0.0001), and after the
calculation of the M-score, the

postmenopausal patients showed significantly
higher values (their mean 2.075+1.782) and a
range (-0.564-5.397) compared to the control
group which had a mean M-score of -0.128
+0.488 a range of (-0.742 - 0.889).

Correlation between DEXA and MRI findings
There was a highly significant correlation
between the DEXA parameters and the MRI
results. The study showed that SNR L1-L4 was
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negatively correlated to T-score (r = -0.864; P =
0.0001) and BMD (r = -0.863; P = 0.0001). The

negatively correlated with T-score (r = -0.864; P
= 0.0001) and BMD (r = -0.863; P = 0.0001)

study revealed that M-score was also (Table 1).
Table 1. Correlation between DEXA and MRI parameters
Postmenopausal DEXA BMD DEXA T-score SNR L1-14 MRI M-score
Age (vears r -0.481** -0.484** 0.426** 0.426**
ety p 0.0001 0.0001 0.002 0.002
r - - -0.863** -0.863**
DEXA BMD P - - 0.0001 0.0001
r - - -0.864** -0.864**
DEXAT-score . - 0.0001 0.0001

* Correlation is significant at the 0.05 level. ** Correlation is highly significant at the 0.01 level

When the values of the SNR L1-l4 and M-
scores were distributed according to the T
score standards, there was a clear cutoff for
distinguishing normal from abnormal BMD on
MRI, but the differentiation between
osteopenia and osteoporosis showed an area
of overlapping results.

The ROC curve assessment of M-score and SNR
L1-L4 for discrimination of osteoporotic from
non-osteoporotic females revealed AUC =
0.907 at 95% confidence interval (0.829-0.986)
and the diagnostic capability of using an SNR

L1-L4 threshold of 416.59359 and M-score
threshold of 2.63434 with 88.2% sensitivity and
78.8% specificity, P = 0.0001 (Figure 1A, Table
2).

Meanwhile, the ROC curve assessment of SNR
L1-L4 and M-score for the discrimination of
normal from low-BMD patients revealed that
AUC = 1.000 at 95% confidence interval and the
diagnostic capability of using an SNR L1-L4
threshold of 271.05644 and M-score threshold
of 1.34413 with 100% sensitivity and
specificity, P = 0.0001 (Figure 1B, Table 3).

Table 2. Parameters of the ROC curve with sensitivity and specificity of different values to
differentiate osteoporotic from non-osteoporotic individuals

Area Under the

95% Confidence Interval

Variables Curve (AUC.) Std. Error P value Lower Bound Upper Bound
SNR L1-L4 0.907 0.040 0.0001 0.829 0.986
MRI M-score 0.907 0.040 0.0001 0.829 0.986

Coordinates of the Curve
Variables Positive if greater than or equal to Sensitivity Specificity

373.66006 94.1 69.7
SNR L1-L4 416.59359 88.2 78.8
433.68320 76.5 78.8
2.25372 94.1 69.7
MRI M-score 2.63434 88.2 78.8
2.78584 76.5 78.8
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Table 3. Parameters of the ROC curve with sensitivity and specificity of different values to
differentiate normal from low BMD values

Variables Area Under the Std. Error P value 95% Confidence Interval
Curve (AUC.) ) Lower Bound Upper Bound
SNR L1-L4 1.000 0.0001 0.0001 - -
MRI M-score 1.000 0.0001 0.0001 - -
Coordinates of the Curve
Variables Positive if greater than or equal to Sensitivity Specificity
SNR L1-L4 271.05644 100 100
MRI M-score 1.34413 100 100
s ROC Curve for Osteoporosis (<-2.6 DEXA) .00 ROC Curve Osteopenia x Normal
_é’ .60 : 'E' 0.60
H o $ s
3 3
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Figure 1. A: The ROC curve analysis of SNRL 1-L4 and M-score to differentiate osteoporotic from
non-osteoporotic individuals. B: The ROC curve analysis of SNRL1-L4 and M-score to
differentiate normal from low BMD values

According to the calculated M-score by the A comparison between the results of the DEXA
ROC analysis, 19 patients were normal with an  and MRI findings was made as shown in table
M-score less than 1.334, 9 patients were found  (4). Figures 2 and 3 show images of selected
to have osteopenia (M-score 1.334 - 2.634), cases from this study.

and 22 osteoporotic patients (M-score >2.634).

Table 4. Comparison between the results of the DEXA and MRI

Results DEXA MRI
T score No. of patients M-score No. of patients
Normal >-1.0 19 <1.334 19
Osteopenia -1.0--2.5 14 1.334-2.634 9
Osteoporosis 2-2.5 17 >2.634 22
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Figure 2. Fifty-five-year-old woman with a BMI of 34 kg/m?. A: shows a sagittal T1-weighted
magnetic resonance image of the lumbar spine. Sl is measured on four ROIs manually
segmented (L1, L2, L3, and L4), plus an ROI placed outside the patient to measure the noise. B:
shows the DEXA report. T-score = -0.6 and M-score = 1.07, both in the normal range
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Figure 3. Fifty-seven-year-old woman with a BMI of 19.23 kg/m?2. A: shows a sagittal TIWI of the
lumbar spine. Sl is measured on four ROIs manually segmented (L1, L2, L3, and L4), plus an ROI
placed outside the patient to measure the noise. B shows the DEXA report. T-score =-1.9is in

the osteopenia range, while M-score = 3.66 is in the range of osteoporosis

Discussion
As prevalence and awareness of osteoporosis

represents the gold standard quantitative
imaging technique in the diagnosis of

increase and treatments of proven efficacy
become available, the demand for
management of patients with the disease will
also rise. Such demand will, require widespread
development of facilities for the diagnosis and
assessment of osteoporosis (1°). Although DEXA

osteoporosis (1) there are some limitations in
its application, mainly due to osteoarthritis of
the spine being present in a large proportion of
the postmenopausal patients, soft tissue
calcification (especially aortic calcification) and
extreme obesity 7). MRI of the lumbar spine is
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a widely performed examination for low back
pain 8 and considered the best imaging
technique for investigating the causes of back
pain. MRI is an ideal imaging technique for
non-invasively investigating the properties of
bone marrow fat (19,

Despite the small sample of the current study,
which doesn't permit to measure a prevalence
for osteoporosis, it's concerning to notice that
more than half of the cases (66%) were having
abnormal BMD status, other studies in the
Middle East region that share a lot of the
environmental and lifestyle factors with our
community, have shown a high prevalence of
osteoporosis among postmenopausal women;
the prevalence in Lebanon is estimated to be
31% according to WHO criteria 29, in Kuwait,
the prevalence was about 15% (2%, and in Saudi
Arabia, the prevalence of osteoporosis among
postmenopausal women was estimated in the
range 35 - 48% (22),

In the current study, SNR L1-L4 was higher in
postmenopausal women than the normal
control (353.545+201.038 Versus
104.808+55.214), the results of the current
study was slightly higher than that shown by
Shayganfar et al. 3 study (256.88). On the
other hand, Bandirali et al. ¥ showed a much
lower mean value for the SNR L1-L4 (38) with a
range of (29-58). These different results may be
attributed to wusing different calibrated
instruments as it is a device-dependent
measurement, just like the BMD on DEXA
devices. That necessitates a score to avoid the
calibration differences, so a quantitative score
was introduced (M-score) on the model of T
score by Bandirali et al. (1),

The current study found a mean of
2.075+1.782 for the M-score among the cases
and -0.128+0.488 among the controls with high
statistical significance; this was in agreement
with Shayganfar et al. (23 with a Mean of M-
scores 1.76 (range -0.9 - 4.94).

The MRI and DEXA parameters in the present
study have shown a highly significant negative
correlation, i.e., the lower the BMD and T
scores on DEXA, the higher their corresponding
SNR L1-L4 and M-scores on MRI; this was in
accordance with Saad et al. % revealing M-
score was negatively correlated with T score

Iraqi JMS 2025; Vol. 23(2)

and BMD (P value <0.0001). Bandirali et al. (1%
concluded that SNR in L1-L4 are negatively
related to BMD; also, the study has calculated a
threshold for M-score to help in the diagnosis
of osteoporosis in the patients being
investigated with routine lumbar MRI.

In this study, it was found that the threshold of
M-score for the diagnosis of osteoporosis was
2.634 with a sensitivity of 88.2%, specificity
78.8% with AUC was 0.907, and this means that
for every 100 patients with M-score >2.634, 88
patients will be truly identified as to have
osteoporosis. This also means that for every
100 patients with M-score <2.634, 79 subjects
will be correctly identified as not having
osteoporosis. In Bandirali et al. 4 study, the
demonstrated threshold of M-score was 2.5
with a sensitivity of 88% and specificity of 64%.
Another  proximate  M-score threshold
calculated by Shayganfar et al. 3 was 2.05 for
distinguishing osteoporotic patients from non-
osteoporotic individuals with a sensitivity of
near 90%, specificity of near 87%. A higher
threshold was found in Saad et al. % study
with an M-score of 3.5 for diagnosing
osteoporosis with a sensitivity of 93.3% and
specificity of 83.5%.

For distinguishing normal from low bone
mineral density, another threshold was
calculated in the current study; an M-score of
1.344 was found to represent the cutoff
between normal individuals and those with
osteopenia with  100% sensitivity and
specificity. This cutoff was found to be 2.2 by
Saad et al. %, with a sensitivity of 92% and
specificity of 98%. The differences in the
threshold of M-score could be due to the
differences in the sample size, type of
population affected by the environmental and
lifestyle factors, in addition to the differences
between the MR systems used.

In the current study and according to the
calculated M-score, 19 patients were normal
(same number detected by DEXA), 9 patients
were found to have osteopenia (compared to
14 patients diagnosed by DEXA), and 22
osteoporotic patients (in comparison to 17
diagnosed by DEXA). The elevated percentage
of osteoporosis on MRI results was also noticed
by Shayganfar et al. @3, with 37.8% of
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postmenopausal females were osteoporotic
using M-score as compared to 35%, applying T-
score, with a similar drop in the number of
osteopenia cases from 19.4% by T score to
15.9% when using M-score. An explanation for
this finding could be due to the degenerative
changes with the advanced age in
postmenopausal females that can give a false
impression of higher T-scores. At the same
time, MRI is not affected by spinal
degenerative joint disease and can be more
sensitive in the detection of osteoporosis. in
Bandirali et al. (% study, patients with
degenerative changes were separated in the
analysis of their results, which showed the
highest degree of discordance between the
DEXA and MRI results, with most of them, were
underestimated by the DEXA.

In conclusion, the M-score obtained from the
routine TIWI sequence of lumbar spine study is
a useful quantitative method for the diagnosis
of  osteoporosis and osteopenia in
postmenopausal women as compared to the
gold standard DEXA scan examination. The best
cut off value for osteoporosis is 2.634. The best
cut off value for osteopenia is 1.344.

Acknowledgement

Special thanks to Afrah Akram and Hayat Abed
from the DEXA department for their valuable
assistance.

Author contribution

Dr. Mudhahir: designed the study and
performed the study examinations on the
patients. Dr. Kadhim: assisted in the
measurements and analysis of the data, both
authors discussed the results.

Conflict of interest
There is no conflict of interest.

Funding
self-funding.

References

1. Dunnewind T, Dvortsin EP, Smeets HM, et al.
Economic consequences and potentially preventable
costs related to osteoporosis in the Netherlands.
Value Health. 2017, 20(6): 762-8. doi:
10.1016/j.jval.2017.02.006.

2. Bandirali M, Lanza E, Messina C, et al. Dose
absorption in lumbar and femoral dual energy X-ray
absorptiometry examinations using three different
scan modalities: an anthropomorphic phantom
study. J Clin Densitom. 2013; 16(3): 279-82. doi:
10.1016/j.jocd.2013.02.005.

3. Tothill P, Avenell A. Errors in dual-energy X-ray
absorptiometry of the lumbar spine owing to fat
distribution and soft tissue thickness during weight
change. Br J Radiol. 1994; 67(793): 71-5. doi:
10.1259/0007-1285-67-793-71

4. Watts NB. Fundamentals and pitfalls of bone
densitometry using dual-energy X-ray absorptiometry
(DXA). Osteoporos Int. 2004; 15(11): 847-54. doi:
10.1007/s00198-004-1681-7.

5. Rossini M, Adami S, Bertoldo F, et al. Guidelines for
the diagnosis, prevention and management of
osteoporosis. Reumatismo. 2016; 68(1): 1-39. doi:
10.4081/reumatismo.2016.870.

6. Deyo RA, Weinstein JN. Low back pain. N Engl J Med.
2001; 344(5): 363-70. doi:
10.1056/NEJM200102013440508.

7. Shah LM, Hanrahan CJ. MRI of spinal bone marrow:
part |, techniqgues and normal age-related
appearances. AJR Am J Roentgenol. 2011; 197(6):
1298-308. doi: 10.2214/AJR.11.7005.

8. Vande Berg BC, Malghem J, Lecouvet FE, Maldague B.
Magnetic resonance imaging of the normal bone
marrow. Skeletal Radiol. 1998; 27(9): 471-83. doi:
10.1007/s002560050423.

9. Wehrli FW, Hwang SN, Ma J, Song HK, Ford JC,
Haddad JG. Cancellous bone volume and structure in
the forearm: noninvasive assessment with MR
microimaging and image processing. Radiology. 1998;
206(2): 347-57. doi:
10.1148/radiology.206.2.9457185.

10. Office of the Surgeon General (US). Bone health and
osteoporosis: A Report of the surgeon general.
Rockville (MD): Office of the Surgeon General (US);
2004. 3, Diseases of Bone. Available from:
https://www.ncbi.nlm.nih.gov/books/NBK45506/

11.Shih TT, Chang CJ, Hsu CY, et al. Correlation of bone
marrow lipid water content with bone mineral
density on the lumbar spine. Spine (Phila Pa 1976).
2004; 29(24): 2844-50. doi:
10.1097/01.brs.0000147803.01224.5b.

12. Wehrli FW, Hopkins JA, Hwang SN, et al. Cross-
sectional study of osteopenia with quantitative MR
imaging and bone densitometry. Radiology. 2000;
217(2): 527-38. doi:
10.1148/radiology.217.2.r00Nv20527.

13.Shen W, Scherzer R, Gantz M, et al. Relationship
between MRI-measured bone marrow adipose tissue
and hip and spine bone mineral density in African-
American and Caucasian participants: the CARDIA
study. J Clin Endocrinol Metab. 2012; 97(4): 1337-46.
doi: 10.1210/jc.2011-2605.

14.Bandirali M, Di Leo G, Papini GD, et al. A new
diagnostic score to detect osteoporosis in patients

[@loslel



15.

16.

17.

18.

19.

20.

undergoing lumbar spine MRI. Eur Radiol. 2015;
25(10): 2951-9. doi: 10.1007/s00330-015-3699-y.
Kanis JA. Diagnosis of osteoporosis and assessment
of fracture risk. Lancet. 2002; 359(9321): 1929-36.
doi: 10.1016/50140-6736(02)08761-5.

NIH Consensus Development Panel on Osteoporosis
Prevention, Diagnosis, and Therapy. Osteoporosis
prevention, diagnosis, and therapy. JAMA. 2001;
285(6): 785-95. doi: 10.1001/jama.285.6.785.

Kanis JA, Delmas P, Burckhardt P, et al. Guidelines for
diagnosis and management of osteoporosis. The
European Foundation for Osteoporosis and Bone
Disease. Osteoporos Int. 1997; 7(4): 390-406. doi:
10.1007/BF01623782.

Hart LG, Deyo RA, Cherkin DC. Physician office visits
for low back pain. Frequency, clinical evaluation, and
treatment patterns from a U.S. national survey. Spine
(Phila  Pa 1976). 1995; 20(1): 11-9. doi:
10.1097/00007632-199501000-00003.

Chou R, Qaseem A, Snow V, et al. Diagnosis and
treatment of low back pain: a joint clinical practice
guideline from the American College of Physicians
and the American Pain Society. Ann Intern Med.
2007; 147(7): 478-91. doi: 10.7326/0003-4819-147-7-
200710020-00006.

Sadat-Ali M, Al-Habdan IM, Al-Mulhim FA, et al. Bone
mineral density among postmenopausal Saudi
women. Saudi Med J. 2004; 25(11): 1623-5.

Iraqi JMS 2025; Vol. 23(2)

21.Zamani M, Zamani V, Heidari B, et al. Prevalence of

22,

23.

24.

osteoporosis with the World Health Organization
diagnostic criteria in the Eastern Mediterranean
Region: a systematic review and meta-analysis. Arch
Osteoporos. 2018; 13(1): 129. doi: 10.1007/s11657-
018-0540-7.

El-Desouki MI. Osteoporosis in postmenopausal
Saudi women using dual x-ray bone densitometry.
Saudi Med J. 2003; 24(9): 953-6.

Shayganfar A, Khodayi M, Ebrahimian S, et al.
Quantitative diagnosis of osteoporosis using lumbar
spine signal intensity in magnetic resonance imaging.
Br J Radiol. 2019; 92(1097): 20180774. doi:
10.1259/bjr.20180774.

Saad MM, Ahmed AT, Mohamed KE, et al. Role of
lumbar spine signal intensity measurement by MRI in
the diagnosis of osteoporosis in post-menopausal
women. Egypt J Radiol Nucl Med. 2019; 50, 35. doi:
https://doi.org/10.1186/s43055-019-0046-3.

Correspondence to Dr. Doa’a A. Mudhahir
E-mail: doaa.h@nahrainuniv.edu.ig
doaa.alobaidi@gmail.com
Received Oct. 25t 2023
Accepted Aug. 28t 2024

©loclel


mailto:doaa.h@nahrainuniv.edu.iq
mailto:doaa.alobaidi@gmail.com

