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Abstract
Objective  Cartilage surface mapping is a technique that can visualize 3D cartilage thickness variation throughout a joint 
without a need for arbitrary regional definitions. The objective of this cross-sectional study was to utilize this technique 
to evaluate the cartilage thickness distribution in knee osteoarthritis patients and to analyze to what extent it depends on 
demographic, radiographic, and MRI structural pathology strata.
Methods  Patients of the IMI-APPROACH cohort were included, with MRIs obtained at 1.5 T or 3 T. Tibial and femoral 
cartilage segmentation and registration with a canonical surface were performed semi-automatically. Kellgren-Lawrence 
and OARSI grading were performed on knee radiographs; MOAKS scoring was performed on MRI scans. The association 
of demographics and radiographic and MRI scorings with cartilage thickness distribution was analyzed with general linear 
models using statistical parametric mapping.
Results  Two hundred eighty-seven patients were included. Male sex and height were positively associated with cartilage 
thickness particularly in the trochlea and medial femur, respectively, with differences up to 0.5 mm (male vs female), while 
radiographic joint space narrowing and bone marrow lesions showed region-specific negative associations (up to 0.14–0.5 mm 
per grade). Kellgren-Lawrence grade, MOAKS meniscal extrusion, and osteophytes showed patterns of positive and nega-
tive associations, with increasing grades showing reduced local tibiofemoral cartilage thickness, but greater thickness in the 
trochlea (both up to 0.2–0.3 mm per grade).
Conclusions  Decreased height, female sex, and increasing tibiofemoral pathology were associated with thinner tibiofemoral 
cartilage. Unexpected results such as consistently thicker cartilage in the anterior femur with increasing disease or osteophy-
tosis states provide opportunities for future research.
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Introduction

Knee osteoarthritis (OA) is characterized by cartilage loss, 
along with other structural pathology such as meniscal extru-
sion and formation of osteophytes or bone marrow lesions 
(BMLs) [1, 2]. How the cartilage thickness varies in relation 
to demographic factors, such as sex, or other OA pathol-
ogy, such as BMLs or meniscal extrusion, has been a topic 
of interest in several previous studies [3–6]. Research thus 
far has focused mainly on regional or subregional analyses 

in especially the medial and lateral tibiofemoral compart-
ment, evaluating cross-sectional or longitudinal variations in 
knee OA cohorts such as the Osteoarthritis Initiative (OAI) 
or Innovative Medicine’s Initiative Applied Public–Pri-
vate Research enabling OsteoArthritis Clinical Headway 
(IMI-APPROACH) [7–13]. Unconstrained by subregional 
boundaries, cartilage surface mapping (CaSM) is a quantita-
tive 3D analytic method that can demonstrate visually how 
cartilage thickness varies across a joint [14]. It also allows 
visualization of the influence of other parameters on carti-
lage thickness variations throughout the joint. Therefore, it 
can be especially useful in indicating new areas of interest 
within a joint and generating new hypotheses and paths of Extended author information available on the last page of the article
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research to pursue. As such, the purpose of this cross-sec-
tional study was to explore the relationship between 3D car-
tilage thickness distributions in knee OA and demographic, 
radiographic, and MRI structural pathology factors. Such 
data would provide further support for the construct valid-
ity of this approach to cartilage analysis as well as generate 
hypotheses for future research.

Methods

Patients

Patients from the prospective observational IMI-
APPROACH cohort were used [15]. The cohort contains 
extensive data of 297 people with clinical knee OA accord-
ing to American College of Rheumatology (ACR) criteria, 
including from five European centers. While data was col-
lected over 2 years of follow-up, only baseline data was used 
for the current study. The index knee of all patients was 
determined by which knee met ACR criteria; if both knees 
met the criteria, the most affected knee as indicated by the 
patient based on the severity of complaints was chosen as 
the index; when both knees were affected similarly, the right 
knee was chosen.

Imaging

Weight-bearing posteroanterior knee radiographs of the 
index knee were acquired according to the Buckland-Wright 
protocol [16]. From the radiographs, Kellgren-Lawrence 
(KL) grading (0–3) and Osteoarthritis Research Society 
International (OARSI) scoring of the medial (0–3) and lat-
eral (0–3) joint space narrowing (JSN) were performed by 
one experienced observer [17, 18].

Additionally, a 1.5 T or 3 T MRI scan of the index knee 
was acquired, including a 3D SPGR sequence for quanti-
tative cartilage thickness analysis and axial, sagittal, and 
coronal intermediate weighted fat suppressed sequences 
for semi-quantitative MRI Osteoarthritis Knee Scores 
(MOAKS) [12, 13]. MOAKS scoring was performed by 
one experienced radiologist (FWR; > 10 years of experience 
with MOAKS scoring) and included scoring (0–3) of the 
following: meniscal extrusion (medial and lateral anterior 
and exterior); BMLs in the patellofemoral (PF; four subre-
gions), medial tibiofemoral (medial TF; five subregions) and 
lateral TF (five subregions) compartments; osteophytes in 
the PF (six subregions), medial TF (three subregions), and 
lateral TF (three subregions) compartments. MOAKS scor-
ing and descriptive results of structural involvement of knees 
in IMI-APPROACH have been described in more detail pre-
viously; MOAKS intra-observer variability analysis of the 

used parameters in this cohort showed almost perfect agree-
ment (all weighted Kappa ≥ 0.84) [13, 19].

Cartilage surface mapping

The validation and initial clinical application of CaSM as 
an analysis technique have been evaluated previously [14]. 
In the current study, analyses were performed using the 3D 
SPGR scans. First, a deep learning model was used to auto-
matically generate a pre-segmentation of the femoral and 
tibial bone and outer whole-joint cartilage contours [20]. 
All contours were checked and, where necessary, manually 
adjusted using Stradview (University of Cambridge Depart-
ment of Engineering, Cambridge, UK, in-house developed 
software freely available at https://​mi.​eng.​cam.​ac.​uk/​Main/​
Strad​View), by two observers (MPJ, KD) trained by the same 
experienced radiologist (JWM). Next, the inner and outer 
cartilage surfaces were detected automatically in Stradview 
via model-based deconvolution of the image intensity data 
along a normal to the outer cartilage surface. The cartilage 
thickness was measured at each vertex of the surface by cal-
culating the distance between the outer and inner cartilage 
surfaces. All cartilage of the femur and tibia was included 
(i.e., no regional boundaries were imposed). This was done 
for every scan for patches of the femur, medial, and lateral 
tibia separately; the process has previously been described 
in more detail [14, 21].

The obtained (outer) surfaces and corresponding thick-
ness values were registered to canonical (template) surfaces 
using an initial similarity transformation and subsequent 
thin-plate spline registration in wxRegSurf (University of 
Cambridge Department of Engineering, Cambridge, UK, 
in-house developed software freely available at http://​mi.​
eng.​cam.​ac.​uk/​∼ahg/​wxReg​Surf/) to allow for comparison 
between participants and aggregate data from the whole 
study cohort.

Statistical analyses

MATLAB R2024a and the SurfStat MATLAB package 
(https://​www.​math.​mcgill.​ca/​keith/​surfs​tat/, modified for 
compatibility with Stradview-generated surfaces by Gra-
ham Treece of the University of Cambridge) were used for 
vertex-wise analysis and visualization of the whole-joint 
cartilage thickness. The dependence of cartilage thickness 
on demographics, radiographic, and MRI structural pathol-
ogy strata was evaluated with statistical parametric map-
ping (SPM; part of SurfStat). This method can use thickness 
values at each vertex in general linear models and deliver 
p-values corrected for multiple comparisons, using the mini-
mum of threshold of random field theory and false discov-
ery rate corrections. The output of SPM is a visualization 
of regions of the canonical surface where the influence of 
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the factor of interest is statistically significant (p < 0.05) 
according to vertex-wise significance testing. The depend-
ence on demographics (sex, age, BMI, height, and weight) 
was first analyzed individually (i.e., in separate models) and 
then in multivariable models for simultaneous adjustment 
for other demographics (i.e., including all demographics 
as independent variables in the same model; BMI was not 
included due to its strong correlation with height and weight 
to prevent multicollinearity issues). The dependence on dif-
ferent radiologic (KL grade, medial JSN, lateral JSN) and 
MRI pathology strata (medial meniscal extrusion, lateral 
meniscal extrusion, medial BMLs, lateral BMLs, PF BMLs, 
medial osteophytes, lateral osteophytes, PF osteophytes) was 
analyzed separately for each regional pathology and was all 
corrected for relevant demographics. Since JSN is known to 
be significantly affected by meniscal extrusion, additional 
analyses were performed where the association between JSN 
and cartilage thickness was adjusted for ipsilateral meniscal 
extrusion. For pathologies where scoring was performed in 
multiple subregions (MOAKS), the maximum score present 
in each compartment was taken as the compartmental score. 
For additional subregional analyses of MOAKS scores, the 
association of cartilage thickness with the presence/absence 
of a pathology (binary) was analyzed instead of the original 
score, to avoid results being overly influenced by a small 
number of high scores. Subregional analyses were not per-
formed for pathologies that were present in too few patients 
(n < 20) to avoid reliance on a limited group.

Results

Cohort overview

In total, 287 patients had baseline MRI scans and could be 
analyzed. An overview of participants’ demographics and 
structural tissue damage on a compartmental level is shown 
in Table 1. For the presence of subregional pathology, see 
Supplementary Table S1.

On average across the cohort, patients had thinner car-
tilage on the medial side of the tibiofemoral articular sur-
faces, with the exterior region having a minimum thickness 
of approximately 1.5 mm on average across participants. In 
contrast, the cartilage was thicker on the central lateral side 
of the joint and in the trochlea (Fig. 1).

Dependence on demographics

In univariable models, male patients showed significantly 
thicker cartilage throughout the entire joint with a difference 
of up to 0.5 mm compared to female patients (Supplemen-
tary Figure S1). Age was negatively associated with cartilage 
thickness particularly in the trochlea (anterior femur) and 

tibia, with 10 years older in age corresponding with up to 
0.35-mm thinner cartilage. While BMI was not significantly 
associated with cartilage thickness, weight and especially 
height showed a significant positive association throughout 
large parts of the joint; 10 cm greater height indicated up to 
0.25-mm thicker cartilage across nearly all surfaces.

Evaluating sex, age, weight, and height in multivariable 
models (where all four parameters are included as independ-
ent variables; Fig. 2), weight was no longer significantly 
associated with cartilage thickness. Furthermore, the posi-
tive association of height with cartilage thickness seemed 
limited to the lateral and particularly medial tibiofemoral 
compartment, but not the patellofemoral compartment, while 
male patients only showed significantly thicker cartilage in 
the trochlea.

Based on these results, all pathology models were 
adjusted for sex, age, and height.

Radiographic pathology

A higher KL grade was associated with significantly thinner 
cartilage in the medial femur and medial and lateral tibia as 

Table 1   Demographic and pathology overview

SD standard deviation, BMI body mass index, KL Kellgren-Lawrence, 
JSN joint space narrowing, BML bone marrow lesion

Parameter Total (n = 287)

Demographics
Male sex, n (%) 64 (22)
Age, mean ± SD 66.4 (7.1)
BMI, mean ± SD 28.0 (5.2)
Height, mean ± SD 167.1 (10.0)
Weight, mean ± SD 78.2 (15.8)
Radiographic pathology, n (%)
KL grade
- 0 54 (19)
- 1 76 (27)
- 2 63 (22)
- 3 84 (29)
- 4 10 (4)
JSN lateral > 0 43 (15)
JSN medial > 0 132 (47)
MRI pathology > 0, n (%)
Meniscal extrusion, medial 168 (60)
Meniscal extrusion, lateral 44 (16)
BMLs, medial 99 (35)
BMLs, lateral 68 (24)
BMLs, patellofemoral 162 (56)
Osteophytes, medial 225 (79)
Osteophytes, lateral 182 (64)
Osteophytes, patellofemoral 190 (67)
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well as thicker cartilage in the anterior femur (up to 0.2 mm 
per KL grade in both directions; Fig. 3). Medial JSN was 
associated with significantly thinner cartilage in the medial 
compartment (up to 0.4 mm per JSN grade), while lateral 
JSN showed similar effects in the lateral compartment (up 
to 0.5 mm per JSN grade). Additionally correcting the JSN 
models for ipsilateral meniscal extrusion showed that the 
significant effects largely remain the same, indicating that 
JSN and cartilage thickness are significantly negatively asso-
ciated even when taking meniscal extrusion into account.

Meniscal extrusion

Medial meniscal extrusion was associated with thinner 
cartilage in the medial femur and tibia (up to 0.3 mm per 

grade) while lateral meniscal extrusion was associated 
with thinner cartilage in the lateral femur and tibia (up to 
0.4 mm per grade overall; Fig. 4). For both sides, patients 
with more extensive meniscal extrusion showed somewhat 
thicker cartilage in the anterior femur.

Evaluating the two subregions where medial meniscal 
extrusion is scored separately (anterior and medial) based 
on the presence/absence of extrusion (i.e., score 0 vs > 0) 
showed that both directions of meniscal extrusion showed 
similar effects (Supplementary Figure S2). This analysis 
could not be performed for lateral meniscal extrusion 
due to the small number of patients with lateral anterior 
meniscal extrusion.

Fig. 1   Average cartilage thick-
ness (left) and standard devia-
tion (right)

Fig. 2   The association of demographics with cartilage thickness dis-
tribution in multivariable models. Statistically significant differences 
(p < 0.05) are indicated by the unmasked areas, while washed-out 
areas indicate non-significant differences (p > 0.05). Blue indicates an 
increase and red a decrease in cartilage thickness as a result of male 
sex (vs female sex, showing up to 0.5-mm thicker cartilage in men), 

higher age (per year increase, showing up to 0.35-mm thinner carti-
lage for a 10-year increase in age), higher weight (per kg increase, 
showing no significant association), higher height (per cm increase, 
showing 0.25-mm thicker cartilage for a 10  cm increase in height). 
Note: color scale differs between models
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Bone marrow lesions

BMLs were associated with significantly thinner car-
tilage in corresponding regions, although for the PF 
region, this seems limited to the lateral side (up to 
0.14 mm per grade) and weaker than for the medial and 
lateral TF region (up to 0.32 mm and 0.35 mm per grade, 

respectively; Fig. 5). Lateral TF BMLs also were associ-
ated with somewhat thicker cartilage in the medial ante-
rior femur.

Subregional analyses in the PF compartment indi-
cated a negative association between BMLs in the lat-
eral patella and especially the lateral anterior femur, not 
seen on the medial side (Supplementary Figure S3). For 

Fig. 3   The association of radiographic pathology with cartilage thick-
ness distribution. Statistically significant differences (p < 0.05) are 
indicated by the unmasked areas, while washed-out areas indicate 
non-significant differences (p > 0.05). Blue indicates an increase and 
red a decrease in cartilage thickness as a result of higher Kellgren-

Lawrence (KL, up to 0.2 mm change in both directions per KL grade 
increase) or medial (M, up to 0.4-mm thinner cartilage per JSN grade 
increase) or lateral (L, up to 0.5-mm thinner cartilage per JSN grade 
increase) joint space narrowing (JSN) grades. Note: color scale differs 
between models

Fig. 4   The association of meniscal extrusion with cartilage thickness 
distribution. Statistically significant differences (p < 0.05) are indi-
cated by the unmasked areas, while washed-out areas indicate non-
significant differences (p > 0.05). Blue indicates an increase and red a 

decrease in cartilage thickness as a result of a higher medial (M, up to 
0.3-mm thinner cartilage per grade increase) or lateral (L, up to 0.4-
mm thinner cartilage per grade increase) extrusion grade
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medial TF BMLs, the subregions generally all showed 
a similar pattern, indicating a negative association with 
cartilage thickness throughout the entire medial TF com-
partment (Supplementary Figure S4). Similar results 
were seen for the association of lateral TF BMLs with 
lateral cartilage thickness (Supplementary Figure S5). 
BMLs in the lateral anterior femur and lateral patella 
were associated with significantly thicker cartilage in 
the medial tibia.

Osteophytes

While osteophytes in the PF region, medial TF region, and 
lateral TF region showed negative associations with cartilage 
thickness in the same region (up to 0.24 mm per grade), a 
more pronounced association with cartilage thickness in the 
anterior femur was seen (Fig. 6). Osteophytes in any region 
were associated with significantly thicker cartilage in the 
medial and lateral anterior femur (up to 0.3 mm per grade).

Fig. 5   The association of bone marrow lesions (BMLs) with cartilage 
thickness distribution. Statistically significant differences (p < 0.05) 
are indicated by the unmasked areas, while washed-out areas indicate 
non-significant differences (p > 0.05). Blue indicates an increase and 
red a decrease in cartilage thickness as a result of a higher patellofem-

oral (PF, up to 0.14-mm thinner cartilage per grade increase), medial 
(M, up to 0.32-mm thinner cartilage per grade increase) tibiofemo-
ral (TF), or lateral (L, up to 0.35-mm thinner cartilage per grade 
increase) TF BML grade

Fig. 6   The association of osteophytes with cartilage thickness distri-
bution. Statistically significant differences (p < 0.05) are indicated by 
the unmasked areas, while washed-out areas indicate non-significant 
differences (p > 0.05). Blue indicates an increase and red a decrease 

in cartilage thickness as a result of a higher patellofemoral (PF), 
medial (M) tibiofemoral (TF), or lateral (L) TF osteophyte grade (all 
up to 0.24-mm thinner local cartilage and up to 0.3-mm thicker carti-
lage in the anterior femur per score increase for all three regions)



Skeletal Radiology	

Subregional analyses showed the positive association 
with anterior femoral cartilage thickness was consistent 
for the subregions of the PF compartment (Supplemen-
tary Figure S6), medial TF compartment (Supplementary 
Figure S7), and lateral TF compartment (Supplementary 
Figure S8). As for negative associations, osteophytes in the 
lateral anterior femur and especially inferior patella were 
associated with significantly thinner cartilage in the lateral 
anterior femur (Supplementary Figure S6), while osteo-
phytes in the central medial femur and especially medial 
tibia were associated with significantly thinner cartilage in 
the medial TF compartment (Supplementary Figure S7).

Discussion

Applying CaSM to evaluate whole-joint cartilage thickness 
in knee OA patients of the IMI-APPROACH showed that 
across the study cohort, articular cartilage was thinnest in 
the medial tibia and exterior region of the medial femur, 
while it was thickest in the lateral femur and trochlea. Fur-
thermore, cartilage thickness was shown to be dependent on 
almost all factors evaluated. The negative association of KL, 
JSN, and meniscal extrusion with tibiofemoral cartilage was 
spatially distributed as expected.

Male patients were shown to have thicker cartilage 
throughout most of the joint, as has been reported in other 
studies [3, 22, 23]. However, after adjusting especially for 
height, this effect was only statistically significant for the 
trochlea in prior studies, while in our study, height seemed 
to be the demographic factor significantly associated with 
thicker medial cartilage. The positive association between 
height and cartilage thickness is likely due to a size effect, 
as larger bones tend to have thicker cartilage [24]. The limi-
tation to subregional effects for sex and height after adjust-
ment for all demographic variables does not correspond with 
previous studies on this topic but may be the result of the 
different methods and statistical analyses applied. Perhaps 
surprisingly, weight was not significantly associated with 
cartilage thickness after adjustment for other demographics, 
and while the negative dependence on age was expected, it 
was limited to the trochlea and anterior lateral tibia with 
respect to statistical significance.

The fact that higher KL grades were positively associ-
ated with anterior femoral cartilage thickness was an unex-
pected finding that is also seen when looking at the effect of 
osteophytes anywhere in the joint and to a lesser degree for 
meniscal extrusion. Previous studies have shown a similar 
effect especially in posterior femoral regions, and a previous 
study performing similar analyses showed higher KL grades 
were associated with thinner trochlear cartilage, except for 
KL 4, which showed a slight increase in trochlear cartilage 
thickness [25–27]. In our study, the positive association was 

not limited to extreme cases, as the influence of radiographic 
OA (ROA) vs non-ROA looked almost identical to that of 
KL grade, and the associations of subregional presence or 
absence of osteophytes showed the same effect (Supplemen-
tary Figures S6-S8). A possible explanation could be swell-
ing of cartilage occurring in non-weight-bearing regions, an 
effect that has been described previously in early or posttrau-
matic OA [28, 29]. Increased osteophyte formation has also 
been reported together with cartilage thickness increase after 
knee joint distraction treatment, where it was speculated that 
osteophytosis might be a bystander effect of cartilage repair 
activity [30]. In the current study, it might indicate an ongo-
ing repair effort of the joint, which fails in weight-bearing 
areas. Alternatively, both increased cartilage thickness and 
osteophytosis are observed in early acromegaly, potentially 
leading to misdiagnosis as osteoarthritis, although the dis-
ease is rare [31, 32]. Whether there indeed is cartilage thick-
ening or simply decreased thinning cannot be verified in the 
current study and requires longitudinal follow-up of these 
patients. Osteophytes also seemed to have a local negative 
association with cartilage thickness, which is more in line 
with expectations according to OA progression.

BML size showed consistent negative associations with 
cartilage thickness throughout the whole region, regard-
less of in which subregion the BML was located (Supple-
mentary Figures S3-5). BML presence and size have been 
shown to be associated with thinner cartilage in several 
previous studies, and BMLs have been shown to predict 
structural OA progression, particularly cartilage loss [2, 4, 
33]. As such, it could be reasoned that cartilage loss is the 
result of BML size, but longitudinal analyses should con-
firm whether or not that is the case in this cohort as well. 
The fact that BMLs were associated with thinner cartilage 
in the entire corresponding region has not yet been shown 
so clearly in previous studies. However, exploratory addi-
tional analyses indicated that the association with BMLs 
and cartilage thickness in the medial and lateral tibiofemo-
ral regions might be influenced mostly by the central tibia, 
since adjustment for other BMLs (i.e., including BML size 
of all subregions of the patellofemoral, medial tibiofemo-
ral, or lateral tibiofemoral region in the models as inde-
pendent variables) left only the central medial and lateral 
tibia as significantly associated with cartilage thickness 
(data not shown). However, this can also be the result of 
the central tibia being most affected by BMLs (as seen in 
Supplementary Table S1) and should ideally be evaluated 
in a larger cohort. The positive association between medial 
tibial cartilage thickness and BMLs in the lateral anterior 
femur and the lateral patella is a surprising finding that 
cannot easily be explained and, thus, should be evaluated 
further in a larger cohort and/or a cohort affected by patel-
lofemoral OA. However, since cartilage changes progress 
slowly while BMLs can show rapid changes in a short 
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period of time, finding consistent associations might be 
difficult even in a larger cohort [34].

This study had several limitations. First, only cross-sec-
tional analyses were performed. Evaluating longitudinal 
changes as well would allow analysis of cartilage thick-
ness changes and their dependence on concurrent pathol-
ogy changes as well as prediction of cartilage morphology 
changes over time. This was beyond the scope of the cur-
rent study but is planned in the IMI-APPROACH cohort. 
Also, while all patients in the IMI-APPROACH cohort 
had clinical knee OA, only half (54%) had ROA. Split 
analyses for patients with and without ROA could not be 
performed, since pathologies were rarely observed in those 
without ROA. As such, future analysis in a larger cohort 
would be useful to show effects in ROA and non-ROA 
patients separately. Lastly, this paper evaluated a large 
number of variables as a first exploratory evaluation and 
as such did not include multiple combinations of subscores 
or more complex statistical models; future analyses should 
look into more elaborate analyses to follow up on specific 
findings presented here, such as the associations of BMLs 
and osteophytes with cartilage thickness patterns. Such 
evaluations could include different uses of the MOAKS 
grading (e.g., adding subregional scores to provide a con-
tinuous regional measure), including interaction terms in 
the statistical models, or using non-linear models.

In conclusion, 3D CaSM allows visualization of dif-
ferences in cartilage thickness between disease states and 
demographics without a need for arbitrary ROI definition, 
potentially identifying new factors or regions that warrant 
further research. Male sex and height were positively asso-
ciated with trochlear and patellofemoral cartilage thick-
ness, respectively, while age was negatively associated 
with trochlear thickness. Tibiofemoral pathology factors 
show both positive trochlear and negative local tibiofem-
oral associations, which aligns with previous reports of 
the incidence of both regional thickening and thinning of 
articular cartilage in OA [35, 36]. The present study sup-
ports the value of the CaSM technique in terms of demon-
strating expected relationships with pathology, while also 
highlighting opportunities for generating novel insight.

Supplementary Information  The online version contains supplemen-
tary material available at https://​doi.​org/​10.​1007/​s00256-​025-​04907-4.

Funding  The research leading to these results has received support 
from the Innovative Medicines Initiative Joint Undertaking under Grant 
Agreement no 115770, resources of which are composed of financial 
contribution from the European Union’s Seventh Framework Pro-
gramme (FP7/2007–2013) and EFPIA companies’ in-kind contribution. 
Seewww.imi.europa.euandwww.approachproject.eu.

Data availability  All relevant data are available upon request by send-
ing an email to the Rheumatology department of the UMC Utrecht 
(urrci@umcutrecht.nl). This is a non-author email address that allows 
for maintenance of long-term data accessibility.

Declarations 

Ethics approval  The study was approved by the regional ethical com-
mittees and Institutional Review Boards (UMC Utrecht, Leiden Univer-
sity Medical Center, Complejo Hospitalario Universitario de A Coruña, 
AP-HP Saint-Antoine Hospital, and Diakonhjemmet Hospital) and was 
conducted in compliance with the study protocol, Good Clinical Prac-
tice (GCP), the Declaration of Helsinki, and the applicable ethical and 
legal regulatory requirements. All participants have received oral and 
written information and provided written informed consent. The study 
was registered under clinicaltrials.gov nr: NCT03883568.

Conflict of interest  T.D. Turmezei: director and shareholder of 
KNEE3D Ltd, consulting fees from GSK plc and CurveBeamAI, 
royalties from Elsevier, scientific advisory board for Chondrometrics 
GmbH, editorial board for Osteoarthritis Imaging.
M. Kloppenburg: consulting fees from Pfizer, CHDR, Novartis, UCB, 
GSK, and Peptinov, all paid to the institution. Royalties from Wolters-
Kluwer and Springer Verlag, all paid to the institution.
F.J. Blanco: funding from Gedeon Richter Plc., Bristol-Myers Squibb 
International Corporation (BMSIC); Sun Pharma Global FZE; Celgene 
Corporation; Janssen Cilag International N.V; Janssen Research & De-
velopment; Viela Bio, Inc.; Astrazeneca AB; UCB BIOSCIENCES 
GMBH; UCB BIOPHARMA SPRL; AbbVie Deutschland GmbH & 
Co.KG; Merck KGaA; Amgen, Inc.; Novartis Farmacéutica, S.A.; 
Boehringer Ingelheim España, S.A; CSL Behring; LLC; Glaxosmith-
kline Research & Development Limited, Pfizer Inc; Lilly S.A.; Corbus 
Pharmaceuticals Inc.; Biohope Scientific Solutions for Human Health 
S.L.; Centrexion Therapeutics Corp.; Sanofi; TEDEC-MEIJI FARMA 
S.A.; KiniksaPharmaceuticals, Ltd. Grunenthal.
I.K. Haugen: research grant (ADVANCE) from Pfizer (payment to in-
stitution) and personal fees from Abbvie, Novartis, Grünenthal, and 
GSK, outside of the submitted work.
F. Berenbaum: consulting fees from Grunenthal, GSK, Eli Lilly, 
Novartis, Pfizer, Servier, and 4P Pharma; honoraria from Viatris, Pfiz-
er, and Zoetis; travel support from Nordic Pharma; holds patents related 
to 4Moving Biotech; serves on advisory boards for AstraZeneca, Sun 
Pharma, and Nordic Bioscience; and holds stock in 4P Pharma and 
4Moving Biotech. CMO and co-founder of 4Moving Biotech.
W. Wirth: employee and shareholder of Chondrometrics GmbH.
F. Eckstein: CEO and shareholder of Chondrometrics GmbH; received 
personal fees from Formation Bio, Peptinov, 4P Pharma, Novartis, and 
Kolon TissueGene; and grants from PMU, BMBF, EU, NIH, FNIH, 
Merck, Galapagos NV, Novartis, Kolon TissueGene, CALIBR, ICM, 
Bioclinica/Clario, and the Universities of Erlangen, Sydney, Basel, 
Western Ontario, Stanford, Imperial College, Aachen and Utrecht.
F.W. Roemer: shareholder of Boston Imaging Core Lab (BICL), LLC, 
and consultant to Grünenthal GmbH. Editor in Chief Osteoarthritis 
Imaging.
J.W. MacKay: employee and shareholder of AstraZeneca.
The authors declare that they have no conflict of interest.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

https://doi.org/10.1007/s00256-025-04907-4
http://www.imi.europa.eu
http://www.approachproject.eu
http://creativecommons.org/licenses/by/4.0/


Skeletal Radiology	

References

	 1.	 van der Kraan PM, van den Berg WB. Osteophytes: relevance and 
biology. Osteoarthr Cartil. 2007;15:237–44.

	 2.	 Walsh DA, Sofat N, Guermazi A, Hunter DJ. Osteoarthritis bone 
marrow lesions. Osteoarthr Cartil. 2023;31:11–7.

	 3.	 Eckstein F, Wirth W, Putz R. Sexual dimorphism in articular tis-
sue anatomy – key to understanding sex differences in osteoarthri-
tis? Osteoarthr Cartil. 2024;32:1019–31.

	 4.	 Roemer FW, Guermazi A, Javaid MK, Lynch JA, Niu J, Zhang 
Y, et al. Change in MRI-detected subchondral bone marrow 
lesions is associated with cartilage loss: the MOST study. a lon-
gitudinal multicentre study of knee osteoarthritis. Ann Rheum 
Dis. 2009;68:1461–5.

	 5.	 Bloecker K, Wirth W, Guermazi A, Hunter DJ, Resch H, 
Hochreiter J, et al. Relationship between medial meniscal extru-
sion and cartilage loss in specific femorotibial subregions: data 
from the osteoarthritis initiative. Arthritis Care Res (Hoboken). 
2015;67:1545–52.

	 6.	 Roemer FW, Jansen MP, Maschek S, Mastbergen SC, Mari-
jnissen A-K, Wisser A, et  al. Fluctuation of bone marrow 
lesions and inflammatory MRI markers over 2 years and con-
current associations with quantitative cartilage loss. Cartilage. 
2024;19476035241287694.

	 7.	 Cotofana S, Buck R, Wirth W, Roemer F, Duryea J, Nevitt M, 
et al. Cartilage thickening in early radiographic knee osteo-
arthritis: a within-person, between-knee comparison. Arthritis 
Care Res (Hoboken). 2012;64:1681–90.

	 8.	 Keefe TH, Minnig MC, Arbeeva L, Niethammer M, Xu Z, Shen 
Z, et al. Patterns of variation among baseline femoral and tibial 
cartilage thickness and clinical features: data from the osteoar-
thritis initiative. Osteoarthr Cartil Open. 2023;5:100334.

	 9.	 Frobell RB, Nevitt MC, Hudelmaier M, Wirth W, Wyman 
BT, Benichou O, et al. Femorotibial subchondral bone area 
and regional cartilage thickness: a cross-sectional description 
in healthy reference cases and various radiographic stages of 
osteoarthritis in 1,003 knees from the Osteoarthritis Initiative. 
Arthritis Care Res (Hoboken). 2010;62:1612–23.

	10.	 Jansen MP, Hodgins D, Mastbergen SC, Kloppenburg M, 
Blanco FJ, Haugen IK, et al. Can gait patterns be explained by 
joint structure in people with and without radiographic knee 
osteoarthritis? Data from the IMI-APPROACH cohort. Skeletal 
Radiol. 2024;9:1–8.

	11.	 Jansen MP, Wirth W, Bacardit J, van Helvoort EM, Marijnissen 
ACA, Kloppenburg M, et al. Machine-learning predicted and 
actual 2-year structural progression in the IMI-APPROACH 
cohort. Quant Imaging Med Surg. 2023;13:3298–306.

	12.	 Wirth W, Maschek S, Marijnissen ACA, Lalande A, Blanco 
FJ, Berenbaum F, et al. Test–retest precision and longitudinal 
cartilage thickness loss in the IMI-APPROACH cohort. Osteo-
arthritis Cartilage. 2023;31:238–48.

	13.	 Roemer FW, Jansen M, Marijnissen ACA, Guermazi A, Heiss 
R, Maschek S, et al. Structural tissue damage and 24-month 
progression of semi-quantitative MRI biomarkers of knee osteo-
arthritis in the IMI-APPROACH cohort. BMC Musculoskelet 
Disord. 2022;23:1–20.

	14.	 MacKay JW, Kaggie JD, Treece GM, McDonnell SM, Khan W, 
Roberts AR, et al. Three-dimensional surface-based analysis of 
cartilage MRI data in knee osteoarthritis: validation and initial 
clinical application. J Magn Reson Imaging. 2020;52:1139–51.

	15.	 van Helvoort EM, van Spil WE, Jansen MP, Welsing PMJ, 
Kloppenburg M, Loef M, et al. Cohort profile: The Applied 
Public-Private Research enabling OsteoArthritis Clinical Head-
way (IMI-APPROACH) study: a 2-year, European, cohort study 
to describe, validate and predict phenotypes of osteoarthritis 

using clinical, imaging and biochemical mark. BMJ Open. 
2020;10:e035101.

	16.	 Buckland-Wright JC, Ward RJ, Peterfy C, Mojcik CF, Leff RL. 
Reproducibility of the semiflexed (metatarsophalangeal) radio-
graphic knee position and automated measurements of medial 
tibiofemoral joint space width in a multicenter clinical trial of 
knee osteoarthritis. J Rheumatol. 2004;31:1588–97.

	17.	 Kellgren JH, Lawrence JS. Radiological assessment of osteo-
arthrosis. Ann Rheum Dis. 1957;16:494–502.

	18.	 Altman RD, Gold GE. Atlas of individual radiographic features 
in osteoarthritis, revised. Osteoarthr Cartil. 2007;15:1–56.

	19.	 Hunter DJ, Guermazi A, Lo GH, Grainger AJ, Conaghan PG, 
Boudreau RM, et al. Evolution of semi-quantitative whole joint 
assessment of knee OA: MOAKS (MRI Osteoarthritis Knee 
Score). Osteoarthr Cartil. 2011;19:990–1002.

	20.	 Kessler DA, MacKay JW, McDonnell SM, Janiczek RL, Graves 
MJ, Kaggie JD, et al. Segmentation of knee MRI data with 
convolutional neural networks for semi-automated three-dimen-
sional surface-based analysis of cartilage morphology and com-
position. Osteoarthr Imaging. 2022;2:100010.

	21.	 Jansen MP, Mastbergen SC, MacKay JW, Turmezei TD, Lafe-
ber F. Knee joint distraction results in MRI cartilage thick-
ness increase up to 10 years after treatment. Rheumatology. 
2022;61:974–82.

	22.	 Maschek S, Wirth W, Eckstein F. Sex-differences in radio-
graphic knee joint space width (JSW) across OA stages and 
“genuine” sexual dimorphism in JSW and quantitative cartilage 
metrics. Osteoarthr Imaging. 2024;4:100219.

	23.	 Draper CE, Besier TF, Gold GE, Fredericson M, Fiene A, 
Beaupre GS, et al. Is cartilage thickness different in young sub-
jects with and without patellofemoral pain? Osteoarthr Cartil. 
2006;14:931–7.

	24.	 Schneider MT-Y, Rooks N, Besier T. Cartilage thickness and 
bone shape variations as a function of sex, height, body mass, 
and age in young adult knees. Sci Rep. 2022;12:11707.

	25.	 Newton MD, Osborne J, Gawronski K, Baker KC, Maerz T. Artic-
ular cartilage surface roughness as an imaging-based morpho-
logical indicator of osteoarthritis: a preliminary investigation of 
osteoarthritis initiative subjects. J Orthop Res. 2017;35:2755–64.

	26.	 Omoumi P, Michoux N, Thienpont E, Roemer FW, Vande Berg 
BC. Anatomical distribution of areas of preserved cartilage in 
advanced femorotibial osteoarthritis using CT arthrography 
(Part 1). Osteoarthr Cartil. 2015;23:83–7.

	27.	 Omoumi P, Michoux N, Roemer FW, Thienpont E, Vande Berg 
BC. Cartilage thickness at the posterior medial femoral con-
dyle is increased in femorotibial knee osteoarthritis: a cross-
sectional CT arthrography study (Part 2). Osteoarthr Cartil. 
2015;23:224–31.

	28.	 Grässel S, Zaucke F, Madry H. Osteoarthritis: novel molecular 
mechanisms increase our understanding of the disease pathol-
ogy. J Clin Med. 2021;10:1938.

	29.	 Pius AK, Beynnon BD, Fiorentino N, Gardner-Morse M, Vacek 
PM, DeSarno M, et al. Articular cartilage thickness changes 
differ between males and females 4 years following anterior 
cruciate ligament reconstruction. J Orthop Res. 2022;40:65–73.

	30.	 Jansen MP, Mastbergen SC, Watt FE, Willemse EJ, Vincent TL, 
Spruijt S, et al. Cartilage repair activity during joint-preserving 
treatment may be accompanied by osteophyte formation. Appl 
Sci. 2021;11:7156.

	31.	 Wydra A, Stelmachowska-Banaś M, Czajka-Oraniec I. Skeletal 
complications in acromegaly. Rheumatology. 2023;61:248–55.

	32.	 Killinger Z, Kužma M, Sterančáková L, Payer J. Osteoarticular 
changes in acromegaly. Int J Endocrinol. 2012;2012:1–7.

	33.	 Hunter DJ, Zhang Y, Niu J, Goggins J, Amin S, LaValley MP, 
et al. Increase in bone marrow lesions associated with cartilage 



	 Skeletal Radiology

loss: a longitudinal magnetic resonance imaging study of knee 
osteoarthritis. Arthritis Rheum. 2006;54:1529–35.

	34.	 Felson DT, Parkes MJ, Marjanovic EJ, Callaghan M, Gait A, 
Cootes T, et al. Bone marrow lesions in knee osteoarthritis 
change in 6–12 weeks. Osteoarthr Cartil. 2012;20:1514–8.

	35.	 Cotofana S, Buck R, Dreher D, Wirth W, Roemer F, Duryea 
J, et  al. Longitudinal (one-year) change in cartilage thick-
ness in knees with early knee osteoarthritis: a within-person 
between-knee comparison. Arthritis Care Res (Hoboken). 
2014;66:636–41.

	36.	 Buck RJ, Wyman BT, Hellio Le Graverand M-P, Hudelmaier M, 
Wirth W, Eckstein F. Osteoarthritis may not be a one-way-road 
of cartilage loss – comparison of spatial patterns of cartilage 
change between osteoarthritic and healthy knees. Osteoarthr 
Cartil. 2010;18:329–35.

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

Authors and Affiliations

Mylène P. Jansen1   · Tom D. Turmezei2,3 · Kishan Dattani3 · Dimitri A. Kessler4,5 · Simon C. Mastbergen1 · 
Margreet Kloppenburg6,7 · Francisco J. Blanco8 · Ida K. Haugen9 · Francis Berenbaum10,11 · Wolfgang Wirth12,13 · 
Felix Eckstein12,13 · Frank W. Roemer14,15 · James W. MacKay3,4

 *	 Mylène P. Jansen 
	 m.p.jansen-36@umcutrecht.nl

1	 Department of Rheumatology & Clinical Immunology, 
University Medical Center Utrecht, Utrecht, The Netherlands

2	 Department of Radiology, Norfolk , Norwich University 
Hospital, Norwich, UK

3	 Norwich Medical School, University of East Anglia, 
Norwich, UK

4	 Department of Radiology, University of Cambridge, 
Cambridge, UK

5	 Artificial Intelligence in Medicine Lab (BCN‑AIM), Facultat 
de Matemátiques I Informática, Universitat de Barcelona, 
Barcelona, Spain

6	 Department of Rheumatology, Leiden University Medical 
Center, Leiden, The Netherlands

7	 Clinical Epidemiology, Leiden University Medical Center, 
Leiden, The Netherlands

8	 Grupo de Investigación de Reumatología (GIR), Centro 
de Investigación CICA, Departamento de Fisioterapia y 
Medicina, INIBIC – Complejo Hospitalario Universitario de 

A Coruña, SERGAS, Universidad de A Coruña, A Coruña, 
Coruña, Spain

9	 Center for Treatment of Rheumatic and Musculoskeletal 
Diseases (REMEDY), Diakonhjemmet Hospital, Oslo, 
Norway

10	 Department of Rheumatology, AP-HP Saint-Antoine 
Hospital, Paris, France

11	 Sorbonne University, INSERM CRSA, Paris, France
12	 Center for Anatomy and Cell Biology & Ludwig Boltzmann 

Institute for Arthritis and Rehabilitation (LBIAR), Research 
Program for Musculoskeletal Imaging, Paracelsus Medical 
University, Salzburg, Austria

13	 Chondrometrics GmbH, Freilassing, Germany
14	 Quantitative Imaging Center, Department of Radiology, 

Boston University School of Medicine, Boston, MA, USA
15	 Department of Radiology, Universitätsklinikum Erlangen 

and Friedrich-Alexander-Universität Erlangen-Nürnberg 
(FAU), Erlangen, Germany

http://orcid.org/0000-0003-1929-6350

	Cartilage thickness distribution and its dependence on demographic, radiographic, and MRI structural pathology in knee osteoarthritis—data from the IMI-APPROACH cohort
	Abstract
	Objective 
	Methods 
	Results 
	Conclusions 

	Introduction
	Methods
	Patients
	Imaging
	Cartilage surface mapping
	Statistical analyses

	Results
	Cohort overview
	Dependence on demographics
	Radiographic pathology
	Meniscal extrusion
	Bone marrow lesions
	Osteophytes

	Discussion
	References


