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Abstract. – OBJECTIVE: Although there is a 
relationship between earlier onset of puberty and 
increased adiposity tissue. Publications in the lit-
erature on adiposis in patients with central pre-
cocious puberty (CPP) and visceral fat thickness 
(VFT) have conflicting results. So, in this study, 
we aimed to evaluate the relationship between 
sexual maturation and obesity in the development 
of early puberty and to examine their relationship 
with pelvic sonographic parameters. 

PATIENTS AND METHODS: A total of 126 girls 
[patients – premature thelarche (PT) and CPP – 
and controls] were included in this study. Anthro-
pometric and ultrasonographic evaluations were 
made by the same pediatric endocrinologist and 
pediatric radiologist, respectively. Pubertal stages 
were made according to the Tanner stages. Height, 
weight, and body mass index were measured as 
anthropometric measurements, and visceral, sub-
cutaneous, and transabdominal fat thicknesses 
were measured in sonographic evaluation.

RESULTS: The study population was divided in-
to three groups: 44 healthy subjects to Group 1, 23 
patients with PT to Group 2, and 59 patients with 
CPP to Group 3. When we evaluated the anthropo-
metric and ultrasonographic parameters according 
to pubertal status, significant differences, especial-
ly between Group 1 and Group 3, were observed in 
all data. In the multiple logistic regression analysis, 
the endometrial thickness (OR = 7.521, p < 0.001) 
and VFT (OR = 1.530, p < 0.001) were found to be in-
dependent predictors of precocious puberty.   

CONCLUSIONS: It has been found that VFT and 
endometrial thickness measurements, which are 
evaluated quickly and accurately by USG, are im-
portant predictors of prepubertal precociousness.  
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Introduction

Obesity in childhood is becoming an im-
portant health problem with increasing fre-
quency and is associated with many metabolic 

diseases1. It is known that obesity affects many 
aspects of pubertal development, such as the 
timing of puberty and pubertal hormonal pa-
rameters2.

Obesity has also been associated with the risk 
of systemic arterial hypertension and metabol-
ic syndrome, as well as early onset of puberty3. 
Adiposity refers to the amount of body fat, and 
it has been shown that higher levels of adiposi-
ty can lead to an earlier onset of puberty. There 
is evidence to suggest that there is a relationship 
between earlier onset of puberty and increased 
adiposity tissue4,5. However, the findings are in-
consistent, as there are studies6-9 documenting a 
higher incidence of obesity in girls with idiopath-
ic central precocious puberty (CPP) than in those 
without idiopathic CPP, and other studies6-9 that 
did not find this association.

Imaging methods such as ultrasonography 
(USG), computed tomography (CT), and magnet-
ic resonance imaging (MRI) are used to differen-
tiate visceral fat tissue (VFT) from subcutaneous 
fat tissues (SFT) and to determine the amount of 
these tissues10. USG is a less expensive and less 
invasive method, making it a more feasible option 
for routine clinical use; it is the preferred method 
for evaluating children since there is no exposure 
to ionizing radiation. Although visceral obesity 
was not found to be high in girls with CPP, it was 
associated with early breast development in CPP 
girls5.

The relationship between pubertal develop-
ment and visceral, subcutaneous, and transab-
dominal fat deposition has been little investigat-
ed in the literature. Although data on adiposity 
in patients with CPP is available in the literature, 
there are conflicting results about VFT. So, in 
this study, we aimed to evaluate the relationship 
between sexual maturation and obesity in the de-
velopment of early puberty by measuring viscer-
al, subcutaneous, and transabdominal fat tissue 
(TAFT) by USG and to examine their relationship 
with pelvic sonographic parameters.
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Patients and Methods

Study Population
Female patients who were diagnosed with se-

quential premature thelarche (PT) and CPP and 
applied to the pediatric endocrinology outpatient 
clinic in our institution between April 2019 and 
March 2020 were prospectively included in this 
study. The control group consisted of healthy sub-
jects who were referred to the USG unit of the ra-
diology department of our hospital for non-gyne-
cological reasons such as urinary tract infections 
or acute infections.

The diagnosis of idiopathic CPP is typically 
made based on a combination of physical exam, 
laboratory tests, and imaging studies. The criteria 
for diagnosis of CPP were as follows: (a) onset of 
breast development before 8 years and/or menses 
before 9 years of age, (b) pubertal LH response 
to exogenous GnRH, (c) a ratio of stimulated LH 
/ stimulated FSH > 1.0, (d) no clinical signs and/
or history of organic CPP, and (e) no evidence 
of intracranial lesions on MRI11. The diagnosis 
of PT is typically made based on the following: 
patients with isolated breast development without 
any other sign of sexual maturation, (i) bone age 
≤ chronological age, (ii) peak LH value < 5 IU/L 
in GnRH stimulation test, (iii) no progression in 
pubertal findings and (iv) bone age after at least 
one year of clinical follow-up12. CPP patients with 
organic pathological imaging findings in the cen-
tral nervous system and peripheral precocious 
puberty patients with comorbidities affecting 
the onset of puberty were also excluded from the 
study. The control group consisted of 44 age-
matched healthy prepubertal subjects. The study 
was conducted in accordance with the principles 
of the Declaration of Helsinki, and the local ethics 
committee approval was obtained for the study.

Anthropometric Examination
Height-standard deviation score (height-SDS) 

was calculated by comparing a child’s height to 
the mean height of a reference population of the 
same age and gender using Centers for Disease 
Control and Prevention (CDC) charts. Body mass 
index-standard deviation score (BMI-SDS) was 
calculated using CDC tables according to the LMS 
method. A BMI-SDS of 0 means that the child’s 
BMI is equal to the average BMI for their age and 
gender. A BMI-SDS of +1 indicates that the child 
is heavier than average for their age and gender, 
while a BMI-SDS of -1 indicates that the child is 
lighter than average for their age and gender13.

Pubertal stages – known as the Tanner stag-
es, are a way of categorizing the physical changes 
that occur during puberty, which are also used to 
describe the progression of puberty in both males 
and females – were evaluated by the same pediat-
ric endocrinologist (NC)14.

Radiological Evaluation
Before any hormonal treatment was initiated, 

ultrasonographic examination was performed by 
the same pediatric radiologist, unaware of the clin-
ical diagnosis, using a GE LOGIQ S8 device (GE 
Healthcare, Chalfont St Giles, UK). Before the pel-
vic US examination, the procedure was performed 
with a full bladder to create an acoustic window. 
Ovarian volumes, uterine dimensions, and endome-
trial double-layer thickness were measured on pelvic 
USG. Anteroposterior, mediolateral, and infero-su-
perior dimensions of the uterus and both ovaries and 
uterine endometrial thickness were also measured. 
Uterine and ovarian volume was calculated in cubic 
centimeters with ellipsoid formula as:

(longitudinal dimension × AP dimension × 
transverse dimension × 0.52)15.

The mean volume of both ovaries (right ovar-
ian volume + left ovarian volume/2) was calcu-
lated. Endometrial echogenicity was checked, and 
the endometrial strip was measured at maximum 
AP thickness between the two basal layers on the 
anterior and posterior walls of the uterus as the 
uterus was scanned in the sagittal plane. 

VFT, SFT, and TAFT were sonographical-
ly measured in all subjects. Measurements were 
made by the same pediatric radiologist using 3.5 
MHz and 7.5 MHz probes. SFT is the thickness of 
the amount of fat that is stored between the skin-
fat interface and the linea alba, measured axially 
using a linear probe at the widest point just below 
the xiphoid process. VFT is the thickness of vis-
ceral fat between the anterior surface of the peri-
toneum covering the anterior left lobe of the liver 
and the posterior surface of the linea alba mea-
sured using a linear probe just below the xiphoid 
process. TAFT, the distance between the poste-
rior surface of the rectus abdominis muscle and 
the anterior wall of the aorta, is measured using a 
convex probe on the xiphoumbilical line axially 1 
cm above the umbilicus (Figure 1)16.

Statistical Analysis
JAMOVI (version 2.3.1) and MedCalc statis-

tical software (trial version 12.7.8, Mariakerke, 
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Belgium) were used to analyze the data. The Sha-
piro-Wilk test was used to evaluate whether the 
data fit the normal distribution. A one-way ANO-
VA test was used in the analysis of continuous 
variables, and Bonferroni correction was used 
for post-hoc correction. Spearman correlation test 
was used for the correlation between prepubertal 
precocious and variables. Multiple logistic re-
gression analysis was performed to find variables 
that could predict CPP. Parameters with p < 0.05 
in univariate analysis were included in multiple 
logistic regression analysis. ROC curve analysis 
(AUC, z statistics) was performed to determine 
the optimal value that could predict CPP for the 
variable that was significant in the regression 
analysis. A p-value < 0.05 was considered statis-
tically significant.

Results

A total of 126 girls [44 healthy subjects (Group 
1), 23 patients with PT (Group 2), and 59 patients 
with CPP (Group 3)] were included in this study. 
The flow chart of this study is shown in Figure 
2. Demographic data of the study population are 
given in Table I. There was no statistically sig-
nificant difference between the patients and con-
trol groups in terms of weight and BMI (p > 0.05, 
for both). While there was a difference between 
Group 2 and Group 3 in terms of decimal age, 
there was a statistically significant difference be-
tween Group 1 and Group 3 in terms of height 
z-score, and both values were higher in Group 3.

Ultrasonographic and anthropometric data of 
the study population are given in Table II. When we 
evaluated these values according to pubertal status, 
significant differences, especially between Group 1 
and Group 3, were observed in all data. Within these 
parameters, uterus size, endometrial thickness, and 
VFT values were also found to be significantly high-
er in Group 3 compared to Group 2 (p < 0.05, for all).

Variables (age, uterine size, ovarian volume, 
endometrial thickness, VFT, SFT, and TAFT) that 
were significant in the univariate analysis per-
formed to predict prepubertal precocious were in-
cluded in the multiple logistic regression analysis. 
It was shown in the subsequent multiple logistic 
regression analysis that the endometrial thickness 
[OR = 7.521, 95% CI (3.702 - 15.280), (p < 0.001)] 
and VFT [(OR = 1.530, 95% CI (1.205 - 1.942), (p 
< 0.001)] were found to be independent predictors 
of CPP (Nagelkerke R Square = 0.702) (Table III).

In the ROC analysis performed to determine 
the optimal VFT value that can be used to predict 
prepubertal precocious, the value of VFT > 6.7 
mm was determined to be the optimal value with 
71.2% sensitivity (95% CI 57.9 - 82.2) and 59.7% 
specificity (95% CI 47.0 - 71.5) (Figure 3).

Figure 1. Ultrasonographic measurements of VFT, PFT and TAFT. A, D1 measurement shows SFT, and D2 measurement shows 
VFT, (B), D1 measurement shows TAFT.

Figure 2. Flow chart of the study.
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Discussion

The main findings of this study are (i) anthro-
pometric data were found to be higher in patients 
with prepubertal precocious, (ii) endometrial 
thickness and VFT parameters were found to be 
the independent predictors of precocious puberty, 
and (iii) VFT value of > 6.7 mm was determined 

to be the optimal cut-off point in the prediction of 
prepubertal precocious.

BMI is moderately related to direct measure-
ments of body composition but cannot distinguish 
layers of body tissues17,18. Central obesity assess-
ment through waist circumference measurement 
is a simple and non-invasive test; however, its 
disadvantage is the inability to distinguish in-

Table I. Demographic data of the study population.

BMI = Body mass index; α = p < 0.05 between group 1 vs. group 3, β = p < 0.05 between group 2 vs. group 3.

	 Group 1	 Group 2	 Group 3	 ANOVA
	 (n = 44)	 (n = 23)	 (n = 59)	

Decimal age, years	 7.6 ± 0.6	 7.4 ± 0.6	 7.7 ± 0.5	 0.001β

Height, Z-score	 1.0 ± 1.6	 1.3 ± 1.5	 1.5 ± 1.3	 0.210
Height, percentile	 67.3 ± 30.6	 77.1 ± 28.5	 81.9 ± 22.5	 0.024α

Weight, Z-score	 1.1 ± 1.1	 1.3 ± 0.9	 1.4 ± 1.0	 0.401
Weight, percentile	 74.6 ± 27.7	 84.9 ± 23.9	 82.6 ± 22.0	 0.158
BMI, Z-score	 0.8 ± 1.0	 1.0 ± 0.8	 0.9 ± 0.9	 0.745
BMI, percentile	 71.3 ± 25.9	 77.4 ± 24.2	 74.1 ±24.2	 0.628

Table II. Demographic data of the study population.

SFT = subcutaneous fat thickness, TAFT = transabdominal fat thickness, VFT = Visceral fat thickness; α = p < 0.05 between 
group 1 vs. group 3, β = p < 0.05 between group 2 vs. group 3.

	 Group 1	 Group 2	 Group 3	 ANOVA
	 (n = 44)	 (n = 23)	 (n = 59)	

Uterus (cm3)	 1.4± 1.1	 2.3 ± 1.9	 4.1 ± 3.1	 < 0.001α, β

Ovaries (cm3)	 1.6 ± 0.9	 2.4 ± 1.3	 2.9 ± 1.7	 < 0.001α

Endometrium (mm)	 1.1 ± 0.5	 1.5 ± 0.8	 3.4 ± 1.8	 < 0.001α, β

VFT (mm)	 6.1 ± 2.6	 5.8 ± 2.0	 8.2 ± 3.1 	 < 0.001α, β

SFT (mm)	 6.4 ± 2.7	 7.4 ± 3.4	 8.3 ± 3.3	 0.011α

TAFT (mm)	 24.6 ± 7.3	 28.1 ± 9.8	 28.9 ± 8.1	 0.030α

BMI = Body mass index, SFT = subcutaneous fat thickness, TAFT = transabdominal fat thickness, VFT = Visceral fat thickness.

Table III. Univariate and multivariate analyses in the prediction of precocious puberty.

	                           Univariate analysis		    Multivariate Analysis

	 r	 p-value	 B	 OR	 95 %CI	 p-value

Age	 0.225	 0.011				    0.451
BMI	 0.007	 0.941				  
Uterus	 0.570	 < 0.001				    0.906
Ovaries	 0.366	 < 0.001				    0.899
Endometrium	 0.706	 < 0.001	 2.018	 7.521	 3.702 – 15.280	 < 0.001
VFT	 0.311	 < 0.001	 0.425	 1.530	 1.205 – 1.942	 < 0.001
SFT	 0.260	 0.003				    0.394
TAFT	 0.217	 0.015				    0.794
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tra-abdominal adipose tissue from subcutaneous 
adipose tissue, as well as variability between 
examiners and individuals19. New methods such 
as skinfold measurement and imaging tests have 
been proposed for the measurement of the adi-
pose component20.

For the first time in 1947, Vague21 stated that 
fat distribution may be more important than to-
tal fat excess, and later studies22 emphasized that 
central distribution of adipose tissue carries a 
higher risk for cardiovascular and metabolic out-
comes. For this reason, researchers have turned 
to research methods that can better evaluate re-
gional adiposity in daily practice. Radiological 
imaging techniques have enabled us to assess fat 
distribution and shifted clinicians’ attention to the 
possibility of not only detecting a patient’s total 
fat mass (or gyno android distribution) but also 
defining its distribution.

Visceral fat and subcutaneous fat are two dif-
ferent types of adipose tissue located in different 
regions of the body. Subcutaneous fat is the lay-
er of fat located just beneath the skin and is the 
most visible type of fat in the body. Visceral fat, 
on the other hand, is the layer of fat that is locat-
ed deep within the abdominal cavity, surrounding 
the internal organs such as the liver, pancreas, 
and intestines. Distinguishing between fat de-
posits and phenotypes at specific localizations is 

critical, given the evidence supporting metabolic 
outcomes that depend on the location of fat depos-
its23. It has been suggested that in the case of obe-
sity and overweight, differences in fat distribution 
may have different effects on metabolic compli-
cations. Even in non-obese individuals, visceral 
fat accumulation may be associated with glucose 
intolerance, dyslipidemia, and hypertension24,25.

CT, MRI, and USG imaging techniques have 
made it possible to distinguish between SFT and 
VFT. Both are generally more effective than USG 
in discriminating between VFT and SFT, but they 
are more difficult to reach and costly. In addition 
to its easy accessibility and low cost, pelvic eval-
uation with the US, which is a radiation-free im-
aging method, is indicated for the investigation of 
children with pelvic masses and puberty disor-
ders, as well as to determine the increased risk for 
CPP and PT26. Armellini et al27 emphasized the 
good relationship between USG and CT measure-
ments of abdominal adipose tissue. Stolk et al28 

also found strong correlations between abdominal 
fat tissue and waist circumference measurements 
using USG and CT. USG is a non-invasive, safe, 
and common method for assessing abdominal ad-
iposity, as well as not exposing it to the risk of 
ionizing radiation, making it ideal for the evalu-
ation of children. For these reasons, in our study, 
we considered doing the anthropometric evalua-

Figure 3. ROC analysis to determine the opti-
mal VFT value to be used to predict prepubertal 
precocious.
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tion with USG, as it was both cheap and effective. 
In the literature, it was shown the relationship 

between BMI and pubertal status. In the PROS 
study29, it was noted that 6- to 9-year-old white 
girls with breast development had a higher BMI-
SDS score than prepubertal girls of the same age. 
In line with previous results, a negative associa-
tion between age at menarche and BMI was found 
in Bogalusa Heart study30. However, significant 
associations between greater adiposity and earlier 
puberty development have been demonstrated in 
lower-percentile children. On the contrary, we did 
not find any relationship between age and puber-
tal status in our study. Although there was no dif-
ference in the BMI percentile between the groups, 
VFT, PFT, TAFT, and endometrial thickness val-
ues were significantly higher in the prepubertal 
precocious group than in the control group. Based 
on our data, we believe that high anthropometric 
parameters observed in patients with precocious 
puberty complaints, even when the BMI is within 
normal range, may be more effective in predicting 
precocious puberty compared to BMI alone.

Badouraki et al31 showed that ultrasound find-
ings of patients with premature thelarche and 
pubarche had a similar pattern, but CPP patients 
had significantly higher values for most of the 
measured ultrasound variables compared to con-
trols. In our study, we found that uterine length, 
uterine volume, and mean ovarian volume were 
significantly higher in girls with CPP than in nor-
mal girls and girls with PT, consistent with pre-
vious studies32,33. We also found that endometrial 
thickness and VFT values, especially the value of 
> 6.7 mm of VFT, were independent predictors of 
CPP prediction. In light of these data, we deter-
mined that VFT is the most useful parameter to 
predict precocious puberty among anthropomet-
ric measurements.

Limitations
The study’s limitations include a small sam-

ple size and absence of long-term follow-up due 
to its cross-sectional nature. Therefore, it could 
not be evaluated whether these anthropometric 
measurements are predictive of long-term met-
abolic syndrome complications. Another lim-
itation is that since our population addresses 
a local region, it should be considered that the 
VFT cut-off value may vary from region to re-
gion. Moreover, sonographic examinations were 
performed by a single radiologist, and therefore, 
both intra- and inter-observer variability could 
not be evaluated. 

Conclusions

In conclusion, besides allowing easy measure-
ment of intra-abdominal fat, its inclusion in rou-
tine pelvic examinations has caused USG to be 
preferred in the evaluation of central obesity in 
children and adolescents. It has been found that 
VFT and endometrial thickness measurements, 
which are evaluated quickly and accurately by 
USG, are important predictors of prepubertal pre-
cocious. We think it would be beneficial to keep 
the VFT value in mind, especially in children pre-
senting with early puberty complaints, in terms of 
predicting precocious puberty. Future large-scale 
studies are also needed to support our study.

Ethics Approval
Ethics committee approval was obtained from the Ethical 
Committee of Inonu University (ID: 2019/422).

Availability of Data and Materials
Not applicable.

Conflict of Interest
None declared.

Informed Consent
Written consent was obtained from the parents of the pa-
tients participated in the study.

Funding
No funding was received for the study.

Authors’ Contributions
SDT, AS, NÇ, AC, GMD, AA: concepts, design, data anal-
ysis, statistical analysis, manuscript preparation, manuscript 
review. SDT, NÇ, AC, GMD: definition of intellectual con-
tent, literature search, experimental studies, data acquisition.

ORCID ID
Sevgi Demiröz Taşolar: 0000-0002-9836-6814
Ahmet Siğirci: 0000-0001-9221-0002
Nurdan Çiftçi: 0000-0002-8203-3572
Aslınur Cengiz: 0000-0002-9654-2298
Güleç Mert Doğan: 0000-0002-2305-9625
Ayşehan Akinci: 0000-0001-7267-9444

References

    1)	Ricci G, Tomassoni D, Pirillo I, Sirignano A, Sciot-
ti M, Zaami S, Grappasonni I. Obesity in the Eu-
ropean region: social aspects, epidemiology and 
preventive strategies. Eur Rev Med Pharmacol 
Sci 2018; 22: 6930-6939.



S.D. Taşolar, A. Siğirci, N. Çiftçi, A. Cengiz, G.M. Doğan, A. Akinci

9232

    2)	Ozhan B, Ersoy B, Kiremitci S, Ozkol M, Tane-
li F. Insulin sensitivity indices: fasting versus glu-
cose-stimulated ındices in pediatric non-alcohol-
ic fatty liver disease. Eur Rev Med Pharmacol Sci 
2015; 19: 3450-3458. 

    3)	Stöckl D, Meisinger C, Peters A, Thorand B, Huth 
C, Heier M, Rathmann W, Kowall B, Stöckl H, 
Döring A. Age at menarche and its association 
with the metabolic syndrome and its components: 
results from the KORA F4 study. PLoS One 2011; 
6: e26076.

    4)	Codoñer-Franch P, Murria-Estal R, Tortajada-Gir-
bés M, del Castillo-Villaescusa C, Valls-Bellés V, 
Alonso-Iglesias E. New factors of cardiometabol-
ic risk in severely obese children: influence of pu-
bertal status. Nutr Hosp 2010; 25: 845-851.

    5)	Kim DW, Suh J, Kwon AR, Chae HW, Yoon CS, 
Kim HS, Kim DH. Visceral fat thickness and its 
associations with pubertal and metabolic param-
eters among girls with precocious puberty. Ann 
Pediatr Endocrinol Metab 2018; 23: 81-87. 

    6)	 Zurita Cruz JN, Díaz Rodríguez I, Nishimura Meguro 
E, Villasis Keever MÁ, De Jesús Rivera Hernández 
A, Garrido Magaña E. Change in body mass index 
among girls with precocious puberty under treat-
ment. Arch Argent Pediatr 2016; 114: 143-145.

    7)	Pasquino AM, Pucarelli I, Accardo F, Demiraj V, 
Segni M, Di Nardo R. Long-term observation of 
87 girls with idiopathic central precocious puberty 
treated with gonadotropin-releasing hormone an-
alogs: impact on adult height, body mass index, 
bone mineral content, and reproductive function. 
J Clin Endocrinol Metab 2008; 93: 190-195.

    8)	 Lazar L, Padoa A, Phillip M. Growth pattern and fi-
nal height after cessation of gonadotropin-suppres-
sive therapy in girls with central sexual precocity. J 
Clin Endocrinol Metab 2007; 92: 3483-3489.

    9)	 Giabicani E, Allali S, Durand A, Sommet J, Couto-Sil-
va AC, Brauner R. Presentation of 493 consecutive 
girls with idiopathic central precocious puberty: a sin-
gle-center study. PLoS One 2013; 8: e70931.

  10)	Ratani RS, Cohen HL, Fiore E. Pediatric gyneco-
logic ultrasound. Ultrasound Q 2004; 20: 127-139. 

  11)	 Taşcilar ME, Bilir P, Akinci A, Köse K, Akçora D, In-
ceoğlu D, Fitöz SO. The effect of gonadotropin-re-
leasing hormone analog treatment (leuprolide) on 
body fat distribution in idiopathic central preco-
cious puberty. Turk J Pediatr 2011; 53: 27-33. 

  12)	 Lee B, Shao J. Adiponectin and energy homeosta-
sis. Rev Endocr Metab Disord 2014; 15: 149-156. 

  13)	 Fredriks AM, van Buuren S, Wit JM, Verloove-Van-
horick SP. Body index measurements in 1996-7 com-
pared with 1980. Arch Dis Child 2000; 82: 107-112. 

  14)	 Vuralli D, Ciftci N, Demirbilek H. Serum kisspeptin, 
neurokinin B and inhibin B levels can be used as al-
ternative parameters to distinguish idiopathic CPP 
from premature thelarche in the early stages of pu-
berty. Clin Endocrinol (Oxf) 2023; 98: 788-795.

  15)	Herter LD, Golendziner E, Flores JA, Moretto M, 
Di Domenico K, Becker E Jr, Spritzer PM. Ovar-
ian and uterine findings in pelvic sonography: 

comparison between prepubertal girls, girls with 
isolated thelarche, and girls with central preco-
cious puberty. J Ultrasound Med 2002; 21: 1237-
1246; quiz 1247-1248.

  16)	Le Donne M, Metro D, Alibrandi A, Papa M, Ben-
venga S. Effects of three treatment modalities (di-
et, myoinositol or myoinositol associated with D-chi-
ro-inositol) on clinical and body composition out-
comes in women with polycystic ovary syndrome. 
Eur Rev Med Pharmacol Sci 2019; 23: 2293-2301. 

  17)	He X, Guan B, Zhu L. Hemodynamics as Mea-
sured With Color Doppler Sonography in Ear-
ly-Stage Obesity-Related Nephropathy in Chil-
dren. J Ultrasound Med 2017; 36: 1671-1677.

  18)	Merra G, Gratteri S, De Lorenzo A, Barrucco S, 
Perrone MA, Avolio E, Bernardini S, Marchet-
ti M, Di Renzo L. Effects of very-low-calorie diet 
on body composition, metabolic state, and genes 
expression: a randomized double-blind place-
bo-controlled trial. Eur Rev Med Pharmacol Sci 
2017; 21: 329-345. 

  19)	Ribeiro Filho FF, Mariosa LS, Ferreira SR, Zanella 
MT. Gordura visceral e síndrome metabólica: mais 
que uma simples associação [Visceral fat and met-
abolic syndrome: more than a simple association]. 
Arq Bras Endocrinol Metabol 2006; 50: 230-238.

  20)	Andaki ACR, Quadros TMB, Gordia AP, Mota J, 
Tinôco ALA, Mendes EL. Skinfold reference curves 
and their use in predicting metabolic syndrome risk 
in children. J Pediatr (Rio J) 2017; 93: 490-496.

  21)	Vague J. Sexual differentiation. A determinant 
factor of the forms of obesity. 1947. Obes Res 
1996; 4: 201-203.

  22)	Caprio S. Development of type 2 diabetes melli-
tus in the obese adolescent: a growing challenge. 
Endocr Pract 2012; 18: 791-795. 

  23)	Romero-Corral A, Somers VK, Sierra-Johnson 
J, Korenfeld Y, Boarin S, Korinek J, Jensen MD, 
Parati G, Lopez-Jimenez F. Normal weight obesi-
ty: a risk factor for cardiometabolic dysregulation 
and cardiovascular mortality. Eur Heart J 2010; 
31: 737-746. 

  24)	Ban CY, Shin H, Eum S, Yon H, Lee SW, Choi YS, 
Shin YH, Shin JU, Koyanagi A, Jacob L, Smith L, 
Min C, Yeniova AÖ, Kim SY, Lee J, Yeo SG, Kwon 
R, Koo MJ, Fond G, Boyer L, Acharya KP, Kim 
S, Woo HG, Park S, Shin JI, Rhee SY, Yon DK. 
17-year trends of body mass index, overweight, 
and obesity among adolescents from 2005 to 
2021, including the COVID-19 pandemic: a Ko-
rean national representative study. Eur Rev Med 
Pharmacol Sci 2023; 27: 1565-1575.

  25)	Ozcelik F, Yiginer O, Dogan M, Tokatli A. The im-
portance of visceral adipose tissue as a scale for 
assessing the metabolic syndrome and obesity. 
Eur Rev Med Pharmacol Sci 2016; 20: 2475.

  26)	Garel L, Dubois J, Grignon A, Filiatrault D, Van 
Vliet G. US of the pediatric female pelvis: a clinical 
perspective. Radiographics 2001; 21: 1393-1407. 

  27)	Armellini F, Zamboni M, Rigo L, Todesco T, Ber-
gamo-Andreis IA, Procacci C, Bosello O. The 



Visceral fat thickness in precocious puberty

9233

contribution of sonography to the measurement 
of intra-abdominal fat. J Clin Ultrasound 1990; 18: 
563-567. 

  28)	Stolk RP, Wink O, Zelissen PM, Meijer R, van Gils 
AP, Grobbee DE. Validity and reproducibility of ul-
trasonography for the measurement of intra-ab-
dominal adipose tissue. Int J Obes Relat Metab 
Disord 2001; 25: 1346-1351.

  29)	Herman-Giddens ME, Slora EJ, Wasserman RC, 
Bourdony CJ, Bhapkar MV, Koch GG, Hasemeier 
CM. Secondary sexual characteristics and men-
ses in young girls seen in office practice: a study 
from the Pediatric Research in Office Settings 
network. Pediatrics 1997; 99: 505-512.

  30)	Freedman DS, Khan LK, Serdula MK, Dietz WH, 
Srinivasan SR, Berenson GS. Relation of age at 

menarche to race, time period, and anthropomet-
ric dimensions: the Bogalusa Heart Study. Pedi-
atrics 2002; 110: e43.

  31)	Badouraki M, Christoforidis A, Economou I, Dimi-
triadis AS, Katzos G. Evaluation of pelvic ultraso-
nography in the diagnosis and differentiation of 
various forms of sexual precocity in girls. Ultra-
sound Obstet Gynecol 2008; 32: 819-827.

  32)	Battaglia C, Mancini F, Regnani G, Persico N, 
Iughetti L, De Aloysio D. Pelvic ultrasound and col-
or Doppler findings in different isosexual precoci-
ties. Ultrasound Obstet Gynecol 2003; 22: 277-283. 

  33)	de Vries L, Horev G, Schwartz M, Phillip M. Ultraso-
nographic and clinical parameters for early differen-
tiation between precocious puberty and premature 
thelarche. Eur J Endocrinol 2006; 154: 891-898. 


