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Background: Left ventricular (LV) mass varies in proportion to lean body mass (LBM) but is usually expressed
relative to height or body surface area (BSA), each of which functions as a surrogate for LBM. The aims of this
study were to characterize the adiposity-related biases associated with each of these scaling variables and to
determine the impact of these biases on the diagnosis of LV hypertrophy (LVH) in a group of children at risk for
LVH.
Methods: In a retrospective study, LV mass was estimated using M-mode echocardiography in 222 healthy
nonoverweight reference children and 112 children ‘‘at risk’’ for LVH (48 healthy overweight children and 64
children with hypertension). LBM was estimated for all children using validated predictive equations and
was considered the criterion scaling variable. Z scores for LV mass for LBM, LV mass for height, and LV
mass for BSA were calculated for each child relative to the reference group. The performance of heightbased and BSA-based Z scores were compared with that of LBM-based Z scores at different levels of adiposity (estimated by the Z score for body mass index for age [BMIz]).
Results: Among healthy normotensive children, LV mass–for–height Z scores were greater than LV mass–for–
LBM Z scores at higher values of BMIz and lower than LV mass–for–LBM Z scores at lower values of BMIz (R2 =
0.52, P < .0001). LV mass–for–BSA Z scores for agreed well with LBM-based Z scores at BMIz < 0.7 but were
lower than LV mass–for–LBM Z scores for at BMIz > 0.7 (R2 = 0.31, P < .0001). Compared with 13% of at-risk
children classified as having LVH on the basis of LV mass for LBM > 95th percentile, 30% and 11% had LVH
when LV mass was scaled to height and BSA, respectively.
Conclusions: Scaling LV mass to BSA in children results in less misclassification with respect to LVH than does
scaling to height. (J Am Soc Echocardiogr 2013;26:410-8.)
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Left ventricular (LV) mass is routinely measured during echocardiography in an effort to determine whether LV hypertrophy (LVH) is
present. Normally, LV mass should be proportional to body size, so
measures of LV mass must be normalized to determine appropriateness relative to body size. This is particularly important in children,
among whom variability in body size is large. There has been some
controversy regarding the best method of normalizing LV mass,1-3
and there have been calls to develop a standardized approach.4
When deciding how best to normalize LV mass for body size, two separate factors must be considered: the normalization method and the
most appropriate body-size variable against which to normalize LV
mass measurements.5
Most prior studies considering the question of how best to normalize LV mass for body size conflated the two issues of normalizing
variable and normalizing method.1,6 Allometric methods (in which
LV mass is divided by a body-size variable raised to a power) applied
to one scaling variable were compared with ratiometric methods (in
which LV mass is simply divided by a body-size variable) applied to
another variable, making it impossible to separate the importance of
the scaling method from that of the scaling variable. Even when
a consistent scaling method was applied, comparisons did not include all the most physiologically relevant scaling variables.7 The
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question of the most appropriate body-size variable against
BMIz = Body mass index Z
which to normalize LV mass
score
measurements has not yet
been adequately addressed.
BSA = Body surface area
This issue has become increasLBM = Lean body mass
ingly important as the prevalence of obesity has increased.
LMS = Lambda mu sigma
The most commonly used LV
LV = Left ventricular
mass scaling variables (height
and body surface area [BSA])
LVH = Left ventricular
hypertrophy
may introduce important bias
in the setting of overweight or
2D = Two-dimensional
obesity. Several studies concluded that LVH is significantly
associated with childhood obesity, without fully accounting for the
potential impact of the choice of LV mass scaling variable on diagnosis of LVH.8,9
It has been demonstrated repeatedly that LV mass is strongly determined by lean body mass (LBM).2,5,10-15 LBM explains more of the
variability in LV mass than either height or weight alone,3,11-14 and
when LV mass is expressed relative to LBM, sex differences are
eliminated.10 Cardiac output also scales best to LBM.15 However,
LBM is not easily measured in the clinical setting. Therefore, other
measures, including height, weight, and BSA,16,17 have been used as
surrogates for LBM. However, these LBM surrogates have
important limitations.
BSA is estimated from height and weight using predictive equations. BSA depends strongly on weight and thus has been criticized
as a scaling variable for LV mass, particularly among obese individuals.6 Because adipose tissue makes up a greater proportion of the
weight in obese than in nonobese individuals, there is concern that
scaling LV mass to BSA may result in underestimation of relative LV
mass among overweight subjects. This theory is based on the observation that compared with lean tissue, fat is less metabolically active and
therefore creates less cardiac demand.11
In recognition of this potential problem, height has been advocated
as a more appropriate variable against which to normalize LV
mass.6,18 However, height alone may be a suboptimal surrogate for
LBM. There is considerable variability in LBM among individuals of
the same height. Importantly, an overweight individual will have
not just a higher fat mass but a higher LBM than a normal-weight individual of equal height.14,19,20 As a result, expressing LV mass relative
to height may result in overestimation of the relative LV mass among
overweight individuals.
We hypothesized that expressing LV mass relative to height would
result in increasing overestimation of relative LV mass with increasing
adiposity and that expressing LV mass relative to BSA would result in
increasing underestimation of relative LV mass with increasing adiposity. We sought to characterize the adiposity-related biases associated with using each of height and BSA as scaling variables for LV
mass and to compare the performance of each scaling variable with
that of LBM with respect to the ability of each to identify LVH in
a group of children at risk for LVH; LBM was considered a ‘‘reference
standard’’ scaling variable. To increase the accessibility of LBM as a potential scaling variable, we developed and validated predictive equations to estimate LBM from easily measured variables; details of the
development of these equations are published elsewhere.21 We applied the same normalizing method to each scaling variable to ensure
that observed differences were due to scaling variable and not to
method.
Abbreviations

METHODS
This was a retrospective study, conducted using echocardiograms of
children seen for clinical evaluation in the echocardiography laboratories at Boston Children’s Hospital and Montreal Children’s Hospital.
Only children free of congenital lesions were included in this study.
Healthy Normotensive Subjects
Healthy, nonoverweight children (body mass index for age < 85th
percentile22; n = 222; age range, 5–21 years) and otherwise healthy
overweight children (n = 48) were all evaluated in Boston. These subjects were included in a prior research study conducted at Boston
Children’s Hospital23 (the protocol was approved by the institutional
review board, and all subjects or their guardians gave written informed consent when required). All subjects were free of systemic
disease; none had a family history of cardiomyopathy. All subjects
were reevaluated 1 year later to verify that they remained free of
any identifiable systemic disorder, including hypertension. The 222
nonoverweight children formed the reference group used to generate
the reference centile curves. Overweight subjects were not included
in the reference group, because of concern that overweight may be
a risk factor for LVH, even in the absence of hypertension.8,9 Race
was not recorded.
Subjects ‘‘at Risk’’ for LVH
A group of 112 children considered to be ‘‘at risk’’ for LVH was assembled by combining the 48 healthy overweight children from Boston
with 64 hypertensive children studied at Montreal Children’s
Hospital. To identify hypertensive children, we reviewed the medical
records of all children evaluated in the Montreal Children’s Hospital
Division of Nephrology between July 1999 and June 2006 and identified all those assessed for hypertension; all children assessed for hypertension for whom cardiac echocardiography was done, and who
were free of congenital lesions, were included. Race was not
recorded.
Figure 1 illustrates the composition of each of the reference,
healthy overweight, healthy normotensive, and ‘‘at risk for LVH’’
groups.
Echocardiography
Echocardiography was performed using commercially available cardiac ultrasound scanners and recorded on videocassettes. Each study
was reviewed by a single pediatric cardiologist at each site for the purposes of this study. We measured septal, free wall, and LV ventricular
chamber dimensions at end-diastole, where end-diastole is defined as
maximum dimension. M-mode echocardiograms were recorded
from parasternal short-axis views using the tissue-blood interface (inner edge to inner edge), and values were calculated as the average of
three successive heartbeats. At the Boston site, the LV surface of the
ventricular septum and the endocardial and epicardial borders of
the LV posterior wall were hand digitized with a computer-based digitizing station using custom software. LV septal, free wall, and chamber dimensions were calculated from the digitized borders as
continuous variables throughout the cardiac cycle. In Montreal,
electronic calipers were used for all measurements. LV mass was estimated using the Devereux equation.24 We used M-mode rather than
two-dimensional (2D) images because this is the method used
most frequently in quantitative echocardiographic research in
children.8,9,16,17,25
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Figure 1 Normal-weight, normotensive, healthy children
formed the reference group and were combined with 48 otherwise healthy, normotensive, overweight children to form the
healthy normotensive group. In addition, a group at risk for
LVH was assembled by combining the 48 healthy normotensive
overweight children with a group of 64 hypertensive children.
Anthropometrics
Height was measured to the nearest 1 mm and weight to the nearest
0.1 kg in all participants. Body mass index was expressed as a Z score
relative to age and sex (BMIz); BMIz values were calculated using the
growth curves of the Centers for Disease Control and Prevention,
National Centers for Health Statistics.26 BSA was calculated using
the Mosteller equation (BSA = O[(height  weight)/3,600]).27
LBM was estimated for all participants using validated sex-specific
predictive equations.21 The predictive equations were developed using LBM as measured by dual energy x-ray absorptiometry in 437
healthy girls and 399 healthy boys aged 5 to 21 years. The equations
were validated in two independent samples and shown to predict
LBM within 5% of measured LBM, with no evidence of bias by age
or level of adiposity. Equations were developed both including and
excluding race. The equations excluding race were used in the present study. The equation for male subjects was ln(LBM) =
2.8990 + 0.8064  ln(height) + 0.5674  ln(weight) +
0.0000185 weight2 0.0153  BMIz2 + 0.0132  age. The equation
for female subjects was ln(LBM) = 3.8345 + 0.954  ln(height) +
0.6515  ln(weight) 0.0102  BMIz2.
Statistical Analysis
Generating LV Mass Centile Curves and Z Scores. To avoid
the previously demonstrated limitations of allometric16 and ratiometric2,28 scaling, we used the lambda mu sigma (LMS) method29,30 to
generate centile curves, as previously described (LMS Chartmaker
Pro; Harlow Healthcare, South Shields, United Kingdom).16 The
LMS method is a technique used to generate percentile curves expressing one variable (in this case LV mass) relative to another (in
this case height, BSA, or LBM); the LMS method accounts for the
nonlinearity, heteroscedasticity, and skew of anatomic data in growing children. This method generates values for L, M, and S corresponding to each level of the scaling variable; the appropriate L, M,
and S values are then used to calculate the Z score. LMS was the
method used to generate both the Centers for Disease Control and
Prevention growth curves31 and the World Health Organization
growth curves.32 The Z scores generated using the LMS method
are completely independent from the chosen body-size variable.
Three sets of smoothed LV mass reference centile curves were constructed using data from the reference group. In the first set, LV mass
was expressed relative to height; separate curves were generated for
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male and female subjects. The second set of sex-specific curves scaled
LV mass to BSA. In the third set, LV mass was expressed relative to
LBM. Consistent with prior work,3,10,12 the relation between LV
mass and LBM was independent of sex in our population.
Therefore, a single set of curves of LV mass for LBM was generated.
Given the wealth of literature demonstrating that LV mass depends
most strongly on LBM5,10-15 and the consistently expressed opinion
that LBM represents the ideal LV mass scaling variable,2,5,17 we
considered LV mass–for–LBM Z scores to be the reference method
to determine the appropriateness of LV mass for body size.
A Z score was calculated for each reference and at-risk child for
each of the three scaling variables using the following equation29: Z
score = [(LV mass/M)L 1]/(L  S). Figure 2 confirms that LV mass
Z scores had no residual relationship with the chosen scaling variable.
The Z score is the difference, in standard deviation units, between an
individual’s LV mass and the mean for healthy reference children of
the same height, BSA, or LBM.
Characterizing the Errors Associated with Height-Based
and BSA-Based LV Mass Scaling. On the basis of the assumption that LBM is the best available scaling variable, the agreement
between the ‘‘reference’’ LV mass–for–LBM Z scores and each of
the LV mass–for–height and LV mass–for–BSA Z scores was assessed
among the entire group of healthy children using linear regression and
Bland-Altman plots.33,34
Characterizing Adiposity-Related Biases. The relationships
between BMIz and each of LV mass–for–LBM, LV mass–for–height,
and LV mass–for–BSA Z scores were evaluated among the healthy
normotensive children to screen for adiposity-related differential
bias. These relations were investigated using plots of the data and linear regression. Adiposity-related differential bias was further characterized by plotting the difference between each subject’s LV mass–
for–LBM Z score and his or her LV mass–for–height Z score against
BMIz; the correlation between the difference in Z scores and BMIz
was determined by regression. The same approach was used to investigate biases associated with BSA-based scaling.
Determining the Impact of Adiposity-Related Biases on LVH
Diagnosis. Next, children in the at-risk group were classified as having LVH, or not, by the criterion method: LV mass–for–LBM. The
same children were reclassified two more times, once on the basis
of LV mass–for–height Z score and again on the basis of LV mass–
for–BSA Z score. A Z score > +1.64 (95th percentile) defined LVH
in each case. Two-by-two contingency tables were used to describe
the classification of subjects as having LVH or not on the basis of LV
mass–for–height or LV mass–for–BSA Z scores compared with classification on the basis of LV mass–for–LBM Z score. A scaling variable
that is a good surrogate for LBM should classify subjects as having
LVH, or not, similarly to their classification when LBM is used as
the scaling variable. The proportion of subjects discordant in classification was calculated, with 95% confidence intervals.
Analyses were performed using Stata version 10.0 (StataCorp LP,
College Station, TX), and LMS Chartmaker Pro.

RESULTS
Subject Characteristics
The characteristics of the reference group, the healthy normotensive
group, and the at-risk group are presented in Table 1.
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LV Mass Scaled to Height or BSA
Excellent agreement between LV mass–for–height or LV mass–for–
BSA and LV mass–for–LBM Z scores would be indicated by a strong
correlation (high R2 value), a regression line with a slope and an intercept not significantly different from 1 and 0, respectively, a small root
mean square error, a small mean difference between LBM-based and
height-based Z scores with tight 95% limits of agreement, and no
evidence of differential bias. Table 2 summarizes the agreement
between LV mass–for–LBM Z scores and each of LV mass–for–
height and LV mass–for–BSA Z scores. Among healthy normotensive
children, LV mass–for–BSA Z scores agreed more closely with LV
mass–for–LBM Z scores than did height-based Z scores. Both
height-based and BSA-based Z scores were strongly correlated with
LV mass–for–LBM Z scores. However, the slope of the regression
of LV mass–for–height with LV mass–for–LBM was significantly different from 1, and the root mean square error was quite large at
0.45. The slope of the regression line with LV mass–for–BSA was
not significantly different from 1, and the root mean square error
was smaller (0.23). In addition, the 95% limits of agreement between
LV mass–for–LBM and LV mass–for–height Z scores were wide
( 1.00 to 0.82) compared with those for LV mass for BSA ( 0.42
to 0.55). Neither height-based nor BSA-based Z scores showed evidence of differential bias (Figure 3).
LV mass–for–height Z score was significantly positively correlated
with BMIz (R2 = 0.10, P < .0001; slope = 0.35; 95% confidence interval, 0.23–0.48) among healthy, normotensive children.
Furthermore, the difference between LV mass–for–LBM Z score
and LV mass–for–height Z score was significantly inversely correlated
with BMIz (P < .0001; Figure 4a), indicating that scaling LV mass to
height results in increasing overestimation of relative LV mass at
higher BMIz and increasing underestimation of relative LV mass at
lower BMIz. Importantly, the relationship between BMIz and LV
mass–for–height Z scores was evident across the entire range of
BMIz, including in thin and normal-weight children.
Although LV mass–for–BSA Z score was not correlated with BMIz
(R2 = 0.0098, P = .10), there was evidence of differential bias by
adiposity, as illustrated in Figure 4b. When BMIz was <0.7, the difference between LV mass–for–LBM and LV mass–for–BSA Z scores
had no apparent relationship with BMIz (P = .70). However, at
BMIz > 0.7 (approximately the 75th percentile), the Z-score difference was significantly positively correlated with BMIz (P < .0001), indicating increasing underestimation of relative LV mass with higher
BMIz.

Figure 2 There was no residual relationship between Z scores
for LV mass–for–height (A), LV mass–for–BSA (B), or LV
mass–for–LBM (C) and their respective scaling variables.

LV Mass Scaled to LBM
Among all 270 healthy, normotensive children (222 reference and
48 healthy overweight children), there was no relationship between
LV mass–for–LBM Z score and adiposity, as estimated by BMIz
(R2 = 0.00001, P = .93; slope = 0.0054; 95% confidence interval,
0.13 to 0.12).

Impact of the Choice of Scaling Variable on LVH Diagnosis
The impact of the adiposity-related differential biases associated with
using height and BSA as LV mass scaling variables on the diagnosis of
LVH among ‘‘at risk’’ children is highlighted in Table 3.
Height-Based Scaling. Compared with the 13% of at-risk children (14 of 112) classified as having LVH using LBM-based scaling,
30% (34 of 112) had LVH when LV mass was scaled to height. In
this overweight population, 20% of children (22 of 112) were misclassified with respect to LVH when height-based scaling was used, with
a false-positive rate of 21% (21 of 98) and a false-negative rate of 7%
(one of 14). As expected, when at-risk children were separated into
normal-weight (n = 30) and overweight (n = 82) groups, substantially
more misclassification was observed among the overweight than
among the normal-weight children. Height-based scaling resulted in
26% misclassification (21 of 82) among overweight children, all but
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Table 1 Subject characteristics
Reference group (n = 222)
Variable

Male (n = 123)

Female (n = 99)

Healthy normotensive (n = 270)

At-risk group (n = 112)

Male
Age (y)
Height-for-age Z score
Corresponding percentile
BMI-for-age Z score
Corresponding percentile
Estimated LBM (kg)
Overweight

13.2 (9.7 to 15.7)
0.023 ( 0.74 to 0.74)
51 (23 to 77)
0.012 ( 0.57 to 0.62)
51 (29 to 73)
33.4 (23.8 to 47.9)
0

12.9 (9.4 to 15.8)
0.12 ( 0.65 to 1.03)
55 (26 to 85)
0.071 ( 0.34 to 0.64)
53 (37 to 74)
32.3 (20.1 to 38.5)
0

152 (56.3%)
12.7 (9.0 to 15.4)
0.13 ( 0.63 to 0.97)
55 (26 to 83)
0.29 ( 0.31 to 0.88)
61 (38 to 81)
32.2 (20.9 to 42.0)
48 (17.8%)

70 (62.5%)
12.6 (9.1 to 15.5)
0.28 ( 0.68 to 1.00)
61 (25 to 84)
1.41 (0.96 to 1.78)
92 (83 to 96)
35.5 (24.6 to 48.1)
82 (73.2%)

BMI, Body mass index.
Data are expressed as number (percentage) or as median (interquartile range).

Table 2 Comparison of LV mass–for–LBM Z scores with each of LV mass–for–height and LV mass–for–BSA Z scores
LV mass–for–height Z score vs LV mass–for–LBM Z score

Regression results
R2
Root mean square error
Slope (95% CI)
Intercept (95% CI)
Agreement
Mean difference* (95% CI)
95% limits of agreement
Differential bias†
Slope
R2

0.81 (P < .0001)
0.45
0.94 (0.88 to 0.99)
0.10 (0.04 to 0.15)
0.097 ( 0.15 to 0.04)
1.00 to 0.82
No
0.046 ( 0.102 to 0.0095)
0.010 (P = .10)

LV mass–for–BSA Z score vs LV mass–for–LBM Z score

0.95 (P < .0001)
0.23
0.99 (0.97 to 1.02)
0.05 ( 0.08 to 0.02)
0.052 (0.024 to 0.080)
0.42 to 0.55
No
0.022 ( 0.050 to 0.0061)
0.009 (P = .10)

CI, Confidence interval.
*LV mass–for–LBM Z score minus LV mass–for–height or LV mass–for–BSA Z score.
†
Differential bias was determined on the basis of the relation between the Z-score difference and the average of LV mass–for–LBM Z score and
either LV mass–for–height Z score or LV mass–for–BSA Z score.

one of which were false-positives. In contrast, only one of 30 (3%)
normal-weight, at-risk children was misclassified (false-positive).
BSA-Based Scaling. When BSA-based scaling was used, 11% of
at-risk children (12 of 112) were classified as having LVH; only 2%
(two of 112) were misclassified. There were no false-positives. The
false-negative rate was 14% (two of 14). All misclassified individuals
were overweight: two of 82 (2%) overweight, at-risk children were inappropriately classified as having no LVH by BSA-based scaling. The
false-negative rate among the overweight was 33% (two of six).
LV Mass–for–LBM Reference Values
Table 4 provides the L, M, and S values corresponding to each level of
LBM, and Figure 5 illustrates the percentile curves.

DISCUSSION
The presence of LVH has been shown to be a predictor of mortality
and of cardiovascular events in adults.35 However, the usefulness of
LVH as a predictor of future adverse outcomes depends on its accurate diagnosis, which depends to a large extent on the appropriate

normalization of LV mass for body size. Prior work comparing different LV mass indices demonstrated little difference in the ability of the
different indices to predict future morbidity; in fact, indexed LV mass
barely outperformed raw LV mass, suggesting that the predictive
capacity of LVH was driven primarily by very severe LVH, detectable
regardless of the indexing method or scaling variable chosen.1 If we
wish to improve the prognostic value of a diagnosis of LVH, it is critical
that both the normalization method and the scaling variable be selected carefully.
No prior study has identified the limitations associated specifically
with different scaling variables. Previous work focused mainly on creating an index that removed variability in LV mass due to variability in
body size. Among adults, the allometric index LV mass (g)/height2.7
succeeded in this regard where LV mass (g)/BSA (m2) did not.
Although LV mass/height2.7 is also a popular method of normalizing
LV mass in children, it has important limitations. We and others recently demonstrated that LV mass/height2.7 does not adequately normalize LV mass for height in children16,17; LV mass/height2.7 increases
with decreasing height below about 140 cm. Therefore, it is not
possible to accurately diagnose LVH on the basis of a fixed LV
mass/height2.7 cutoff across the entire pediatric age range. We
previously demonstrated that LV mass can be successfully
normalized for body size using the LMS method,16,30 which returns
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Figure 3 Bland-Altman plots indicating agreement between LV
mass–for–LBM Z scores and each of (A) LV mass–for–height Z
scores and (B) LV mass–for–BSA Z scores.
an LV mass–for–body size percentile or Z score that is completely
independent of body size.16
Before embarking on a comparison of different LV mass scaling variables, it is critical that a normalization method be selected that truly removes variability in LV mass that is due to variability in the chosen
scaling variable and that allows comparison of different scaling variables on the same scale. The LMS method fulfills both these criteria.
We compared each of height and BSA with the criterion scaling variable, LBM. Height has been accepted as a reasonable surrogate for
LBM and favored over BSA as a LV mass scaling variable because
of reasonable concerns that BSA-based scaling may result in underestimation of relative LV mass in overweight individuals.6 However, the
possibility that scaling LV mass to height may introduce errors of equal
or greater importance has not been evaluated. The high degree of variability in LBM at any given height limits the achievable precision of
height-based LV mass scaling; the dependence of LBM on adiposity19
necessarily introduces adiposity-related differential bias. If height
were an accurate and unbiased surrogate for LBM, then the difference between LV mass–for–height and LV mass–for–LBM Z scores
would be small and would have no relationship with adiposity. We
have demonstrated that height is a biased surrogate for LBM.
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Figure 4 Difference between LV mass–for–LBM and LV mass–
for–height Z scores (A) and between LV mass–for LBM and
LV mass–for–BSA Z scores (B) plotted against BMIz. These
graphs illustrate the adiposity-related differential bias associated with using each of height (A) and BSA (B) as the scaling variable. Relative LV mass is increasingly overestimated at higher
BMIz and increasingly underestimated at lower BMIz when
height is used. Relative LV mass is increasingly underestimated
at higher BMIz among individuals with BMIz > 0.7 when BSA is
used.

Ours is not the first study to conclude that height-based LV mass
normalization results in overestimation of the prevalence of LVH
among the obese. Kuch et al.3,14 drew similar conclusions in
a comparison of different LV mass scaling variables in adults,
including fat-free mass, height, and BSA. However, these studies compared not only scaling variables but scaling methods, using allometric
scaling for some variables and ratiometric for others. Our approach,
using LMS-derived Z scores to normalize LV mass, ensured that the
differences observed were due only to the choice of scaling variable,
not to the normalization method. The use of Z scores also allowed us
to quantify the magnitude of the errors associated with height-based
and BSA-based LV mass scaling and enhanced our ability to show that
the adiposity-related bias associated with height-based LV mass scaling is operative across the entire range of adiposity, not just among
the obese.
The present study showed that LV mass–for–height Z scores were
about 1 standard deviation lower than LBM-based Z scores at the
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Table 3 Classification and misclassification of LVH by
scaling variable
Scaling variable
Variable

LBM

All ‘‘at risk’’ (n = 112)
Proportion with LVH (%)
13 (7–20)
Proportion misclassified (%)
—
False-positive rate (%)
—
False-negative rate (%)
—
Overweight subgroup (n = 48
otherwise healthy +
n = 34 hypertensive)
Proportion with LVH (%)
7 (3–15)
Proportion misclassified (%)
—
False-positive rate (%)
—
False-negative rate (%)
—
Normal-weight subgroup
(n = 30; all hypertensive)
Proportion with LVH (%)
27 (12–46)
Proportion misclassified (%)
—
False-positive rate (%)
—
False-negative rate (%)
—
Hypertensive subgroup
(n = 64)
Proportion with LVH (%)
17 (9–29)
Proportion misclassified (%)
—
False-positive rate (%)
—
False-negative rate (%)
—

Height

BSA

30 (22–40)
20 (13–28)
21 (14–31)
7 (0.2–34)

11 (6–18)
2 (0.2–6)
0 (0–4)
14 (2–43)

30 (21–42)
26 (17–36)
26 (17–38)
17 (0.4–64)

5 (1–12)
2 (0.3–9)
0 (0–5)
33 (4–78)

30 (15–49) 27 (12–46)
3 (0.08–17) 0 (0–12)
5 (0.1–23)
0 (0–15)
0 (0–37)
0 (0–37)

36 (24–49)
22 (13–34)
25 (14–38)
9 (0.3–41)

16 (8–27)
2 (0.04–8)
0 (0–7)
9 (0.3–41)

All values are proportions (95% confidence intervals).

lower end of the BMIz range and almost 1 standard deviation higher
than LBM-based Z scores at the upper end of the BMIz range. Errors
were smaller, but still important, in the middle of the BMIz range.
When height was used as the scaling variable, relative LV mass was
increasingly overestimated with higher adiposity and increasingly
underestimated with increasing thinness.
The errors associated with height-based scaling resulted in misclassification with respect to LVH in almost 20% of at-risk children. All but
one of these misclassifications were false-positives, leading to an LVH
prevalence when height-based scaling was used that was more than
twice that when LBM was used as the scaling variable. The vast majority of misclassifications were false-positives among the overweight.
If one were to assess a group of very thin children, most misclassifications would be false-negatives. Given the increasing prevalence of
childhood obesity, using a measure of LV mass that results in overdiagnosis of LVH among overweight children may result in many
unnecessary costly investigations and interventions and provoke considerable anxiety among patients and families.
As anticipated by prior investigators, BSA-based scaling of LV mass
was not free of adiposity-related differential bias. However, BSA
proved to be a better surrogate for LBM than did height; there
were no misclassifications among normal-weight children, and only
2% of overweight children were misclassified with respect to LVH.
However, the false-negative rate among overweight children was disturbingly high, at 33% (though this was based on only six subjects).
We have shown that neither height nor BSA is a perfect surrogate
for LBM in the normalization of LV mass for body size. However,
although BSA-based LV mass scaling was associated with some underdetection of LVH, height-based scaling resulted in a 10-fold higher rate

of LVH misclassification than BSA-based scaling. BSA is appealing as
a scaling variable because of the simplicity of its calculation, and it has
been demonstrated here to be a reasonable surrogate for LBM among
children with body mass indices below the 75th percentile (BMIz z 0.7).
However, in overweight children, or when a very precise estimate of
the relative LV mass is desired, the safest approach is to use the
predictive equations to estimate LBM and to express LV mass as
a Z score relative to LBM. Expressing LV mass relative to LBM will
allow an assessment of the independent impact of excess adiposity
on the appropriateness of LV mass.
We acknowledge that this study had some limitations. Ideally, we
would have scaled LV mass to measured, rather than predicted,
LBM. This would require dual-energy x-ray absorptiometric scans
and echocardiography to have been performed in the same population; we did not have such data, and dual-energy x-ray absorptiometric scans are not generally available in clinical practice. Therefore, we
used LBM predictive equations that were validated in a population
representative of the general American pediatric population.21
Although the equations may not provide a perfect estimate of
LBM, they do provide an unbiased estimate of LBM; in particular, estimates were not biased by adiposity.
Our study did not include children <5 years of age, because the
LBM predictive equations were not validated for this younger age
group. Therefore, our conclusions cannot be extended to infants
and very young children. In addition, we had no information about
the race of participants. Accounting for an individual’s race may further increase the accuracy of estimates of the appropriateness of LV
mass relative to body size. Individuals of African descent have higher
LBM for height than individuals of European descent.36,37
In addition, this was a retrospective study, using echocardiographic
data acquired at two different laboratories. Importantly, all reference
children and healthy normotensive overweight children were studied
at the same laboratory. The fact that the hypertensive children were
studied at a different laboratory does not introduce any bias, because
of the design of the study: we compared LV mass expressed relative to
height and to BSA with LV mass expressed relative to LBM. In effect,
each child was only ever compared with himself or herself; the LV
mass measure (expressed relative to one body-size variable) was compared with the same LV mass measure (expressed relative to another
body-size variable).
We used LV mass as measured by M-mode rather than 2D echocardiography because the majority of prior quantitative echocardiographic studies in children used M-mode imaging.8,9,16,17,25 We
would anticipate that findings would be similar if 2D images were
used to estimate LV mass. M-mode and 2D measures are highly
correlated.38 Furthermore, these findings are driven more by the relationships between LBM and each of height and BSA than the
method used to estimate LV mass. Nevertheless, it would be useful
to confirm these findings using 2D images.
We have included the centile curves and tables of the L, M, and S
values needed to calculate LV mass–for–LBM Z scores for illustrative
purposes and for the use of other investigators. However, it is not our
intention that these serve as definitive reference data. As pointed out
in our prior study,16 and noted by others,39 our reference children
tended to have higher LV masses relative to height than those in
some other published groups.10,40 The reasons for this difference
are not clear but may include differences in measurement methods
or differences in body composition between groups.
Our findings highlight the limitations of height and BSA as LV mass
scaling variables in children aged > 4 years. These limitations are likely
also applicable to adults; however, separate studies are needed to
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Table 4 LMS table for LV mass relative to predicted LBM
LBM (kg)

13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30

L

1.26735
1.23064
1.19394
1.1573
1.1207
1.08418
1.04806
1.01262
0.97796
0.94395
0.91039
0.87711
0.84387
0.81019
0.77556
0.73949
0.70153
0.66135

M

S

LBM (kg)

53.32952
55.74982
58.20771
60.75559
63.40502
66.09552
68.77439
71.44731
74.13548
76.8418
79.57587
82.35598
85.22161
88.17646
91.2037
94.28593
97.39776
100.4839

0.150987
0.152452
0.153914
0.155361
0.15677
0.158124
0.159417
0.160656
0.161842
0.162976
0.164054
0.165062
0.165991
0.166846
0.167629
0.168342
0.16898
0.169537

31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48

L

0.61895
0.57443
0.52811
0.48031
0.43139
0.38168
0.33141
0.28078
0.23001
0.17932
0.12906
0.0796
0.0311
0.0167
0.0638
0.110015
0.155327
0.199928

M

S

LBM (kg)

L

M

S

103.5205
106.5352
109.5625
112.6174
115.7098
118.8321
121.9733
125.131
128.3078
131.5179
134.7794
138.1031
141.4798
144.8964
148.3622
151.9016
155.5248
159.2272

0.170021
0.170452
0.170855
0.171252
0.171666
0.172123
0.172643
0.173244
0.173934
0.174718
0.175601
0.176588
0.177692
0.178916
0.180261
0.181733
0.183331
0.185059

49
50
51
52
53
54
55
56
57
58
59
60
61
62
63
64

0.244128
0.28822
0.332525
0.377297
0.422721
0.468936
0.516091
0.564341
0.61378
0.664378
0.71596
0.768316
0.821197
0.874396
0.927727
0.979186

163.0017
166.8401
170.7342
174.6656
178.6151
182.5686
186.5069
190.412
194.2742
198.0914
201.8685
205.6116
209.3281
213.0285
216.7232
220.2878

0.186919
0.188905
0.191006
0.193208
0.195497
0.197861
0.20029
0.202775
0.205308
0.207881
0.210487
0.213119
0.21577
0.218431
0.221095
0.223666

LV mass–for–LBM Z scores are calculated for an individual by finding the L, M, and S values that correspond to the individual’s LBM and using them
in the following equation, where LVmassobs is the individual’s LV mass in grams: Z score = [(LVmassobs/M)L 1]/(L  S).

2.

3.

4.

5.

6.

7.

Figure 5 Reference percentile curves for LV mass relative to
predicted LBM for children and adolescents between 5 and 21
years of age.

8.

9.

address this question in adults. Overall, BSA appears to perform better than height as a scaling variable for LV mass. However, LBM is
likely the best scaling variable and may be estimated reasonably accurately in children aged 5 to 21 years. Only by scaling LV mass to LBM
will we be able to determine the impact of obesity on heart size.
Further larger studies are needed to generate robust reference centile
curves for LV mass relative to LBM.

10.

11.

REFERENCES
12.
1. de Simone G, Devereux RB, Maggioni AP, Gorini M, de Divitiis O,
Verdecchia P. Different normalizations for body size and population attrib-

utable risk of left ventricular hypertrophy: the MAVI study. Am J Hypertens 2005;18:1288-93.
Dewey FE, Rosenthal D, Murphy DJ Jr., Froelicher VF, Ashley EA. Does
size matter? Clinical applications of scaling cardiac size and function for
body size. Circulation 2008;117:2279-87.
Kuch B, Gneiting B, Doring A, Muscholl M, Brockel U, Schunkert H, et al.
Indexation of left ventricular mass in adults with a novel approximation for
fat-free mass. J Hypertens 2001;19:135-42.
Kaski JP, Daubeney PE. Normalization of echocardiographically derived
paediatric cardiac dimensions to body surface area: time for a standardized
approach. Eur J Echocardiogr 2009;10:44-5.
George KP, Birch KM, Pennell DJ, Myerson SG. Magnetic-resonance-imaging-derived indices for the normalization of left ventricular morphology
by body size. Magn Reson Imaging 2009;27:207-13.
de Simone G, Daniels SR, Devereux RB, Meyer RA, Roman MJ, de
Divitiis O, et al. Left ventricular mass and body size in normotensive children and adults: assessment of allometric relations and impact of overweight. J Am Coll Cardiol 1992;20:1251-60.
Neilan TG, Pradhan AD, King ME, Weyman AE. Derivation of a sizeindependent variable for scaling of cardiac dimensions in a normal paediatric population. Eur J Echocardiogr 2009;10:50-5.
Crowley DI, Khoury PR, Urbina EM, Ippisch HM, Kimball TR. Cardiovascular impact of the pediatric obesity epidemic: higher left ventricular mass
is related to higher body mass index. J Pediatr 2011;158:709-14.
Hanevold C, Waller J, Daniels S, Portman R, Sorof J. International Pediatric
Hypertension Association. The effects of obesity, gender, and ethnic group
on left ventricular hypertrophy and geometry in hypertensive children:
a collaborative study of the International Pediatric Hypertension Association. Pediatrics 2004;113:328-33.
Daniels SR, Kimball TR, Morrison JA, Khoury P, Meyer RA. Indexing left
ventricular mass to account for differences in body size in children and adolescents without cardiovascular disease. Am J Cardiol 1995;76:699-701.
Bella JN, Devereux RB, Roman MJ, O’Grady MJ, Welty TK, Lee ET, et al.
The Strong Heart Study Investigators. Relations of left ventricular mass to
fat-free and adipose body mass: the Strong Heart Study. Circulation 1998;
98:2538-44.
Collis T, Devereux RB, Roman MJ, de Simone G, Yeh J, Howard BV, et al.
Relations of stroke volume and cardiac output to body composition: the
Strong Heart Study. Circulation 2001;103:820-5.

418 Foster et al

13. Hense HW, Gneiting B, Muscholl M, Broeckel U, Kuch B, Doering A, et al.
The associations of body size and body composition with left ventricular
mass: impacts for indexation in adults. J Am Coll Cardiol 1998;32:451-7.
14. Kuch B, Hense HW, Gneiting B, Doring A, Muscholl M, Brockel U, et al.
Body composition and prevalence of left ventricular hypertrophy. Circulation 2000;102:405-10.
15. Chantler PD, Clements RE, Sharp L, George KP, Tan LB, Goldspink DF.
The influence of body size on measurements of overall cardiac function.
Am J Physiol Heart Circ Physiol 2005;289:H2059-65.
16. Foster BJ, Mackie AS, Mitsnefes M, Ali H, Mamber S, Colan SD. A novel
method of expressing left ventricular mass relative to body size in children.
Circulation 2008;117:2769-75.
17. Khoury PR, Mitsnefes M, Daniels SR, Kimball TR. Age-specific reference
intervals for indexed left ventricular mass in children. J Am Soc Echocardiogr 2009;22:709-14.
18. National High Blood Pressure Education Work Group. The fourth report
on the diagnosis, evaluation, and treatment of high blood pressure in children and adolescents. Pediatrics 2004;114:555-76.
19. Forbes GB, Welle SL. Lean body mass in obesity. Int J Obes 1983;7:
99-107.
20. Chinali M, de Simone G, Roman MJ, Lee ET, Best LG, Howard BV, et al.
Impact of obesity on cardiac geometry and function in a population of adolescents: the Strong Heart Study. J Am Coll Cardiol 2006;47:2267-73.
21. Foster BJ, Platt RW, Zemel BS. Development and validation of a predictive
equation for lean body mass in children and adolescents. Ann Hum Biol
2012;39:171-82.
22. Krebs NF, Jacobson MS. Prevention of pediatric overweight and obesity.
Pediatrics 2003;112:424-30.
23. Sluysmans T, Colan SD. Theoretical and empirical derivation of cardiovascular allometric relationships in children. J Appl Physiol 2005;99:445-57.
24. Devereux RB, Reichek N. Echocardiographic determination of left ventricular mass in man. Anatomic validation of the method. Circulation
1977;55:613-8.
25. Simpson JM, Savis A, Rawlins D, Qureshi S, Sinha MD. Incidence of left
ventricular hypertrophy in children with kidney disease: impact of method
of indexation of left ventricular mass. Eur J Echocardiogr 2010;11:271-7.
26. Kuczmarski RJ, Ogden CL, Grummer-Strawn LM, Flegal KM, Guo SS, Wei R,
et al. CDC growth charts: United States. Advance Data 2000;314:1-17.

Journal of the American Society of Echocardiography
April 2013

27. Mosteller RD. Simplified calculation of body-surface area. N Engl J Med
1987;317:1098.
28. Allison DB, Paultre F, Goran MI, Poehlman ET, Heymsfield SB. Statistical
considerations regarding the use of ratios to adjust data. Int J Obes Relat
Metab Disord 1995;19:644-52.
29. Cole TJ. The LMS method for constructing normalized growth standards.
Eur J Clin Nutr 1990;44:45-60.
30. Cole TJ, Green PJ. Smoothing reference centile curves: the LMS method
and penalized likelihood. Stat Med 1992;11:1305-19.
31. Kuczmarski RJ, Ogden CL, Guo SS. 2000 CDC growth charts for the
United States: methods and development. Vit Health Stat 2002;11:
127-36.
32. World Health Organization. WHO child growth standards: methods and
development. Geneva, Switzerland: World Health Organization; 2009.
33. Bland JM, Altman DG. Statistical methods for assessing agreement
between two methods of clinical measurement. Lancet 1986;1:
307-10.
34. Bland JM, Altman DG. Comparing methods of measurement: why plotting difference against standard method is misleading. Lancet 1995;346:
1085-7.
35. Levy D, Garrison RJ, Savage DD, Kannel WB, Castelli WP. Prognostic implications of echocardiographically determined left ventricular mass in the
Framingham Heart Study. N Engl J Med 1990;322:1561-6.
36. Nelson DA, Barondess DA. Whole body bone, fat and lean mass in children: comparison of three ethnic groups. Am J Phys Anthropol 1997;
103:157-62.
37. Wagner DR, Heyward VH. Measures of body composition in blacks and
whites: a comparative review. Am J Clin Nutr 2000;71:1392-402.
38. Lu X, Xie M, Tomberlin D, Klas B, Nadvoretskly V, Ayres N, et al. How
accurately, reproducibly, and efficiently can we measure left ventricular indices using M-mode, 2-dimensional, and 3-dimensional echocardiography
in children? Am Heart J 2008;155:946-53.
39. Borzych D, Bakkaloglu SA, Zaritsky J, Suarez A, Wong W, Ranchin B, et al.
Defining left ventricular hypertrophy in children on peritoneal dialysis.
Clin J Am Soc Nephrol 2011;6:1934-43.
40. Matteucci MC, Wuhl E, Picca S, Mastrostefano A, Rinelli G, Romano C,
et al. Left ventricular geometry in children with mild to moderate chronic
renal insufficiency. J Am Soc Nephrol 2006;17:218-26.

