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Putting Sarcopenia at the Forefront of Clinical Practice
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Sarcopenia is becoming one of the major hot topics in the care
of older persons. In recent years, many different international
consensus groups have proposed different consensus
definitions (1-4). Among them, the European Working Group
on Sarcopenia in Older People (EWGSOP) consensus definition,
which was published on 2010, comes forward as being the
most cited and recognized definition in the literature. In the
late 2018, considering the accumulating scientific evidence and
experience in applying sarcopenia in clinical practice, an update
was deemed necessary and EWGSOP published the revised
consensus on definition and diagnosis of sarcopenia (EWGSOP2)
(5). The major stated aim of this document is to try to foster the
introduction of sarcopenia in usual clinical practice.

EWGSOP2 aims to increase consistency of research designs,
clinical diagnoses and consequently the care for people with
sarcopenia. As a rapid view, sarcopenia is considered as a muscle
disease (muscle failure) rooted in adverse muscle changes that
occur and accumulate across the lifetime. EWGSOP2 focuses
on low muscle strength as a key characteristic of sarcopenia.
It suggests detection of low muscle quantity and quality to
confirm the sarcopenia diagnosis, and identifies poor physical
performance as indicative of severe sarcopenia. Accordingly,
EWGSOP2 updated the clinical algorithm to be used for
sarcopenia case finding, assessment, confirmation and severity
determination (Figure). Lastly, EWGSOP2 provided clear cut-
off points for measurements of variables that identify and
characterise sarcopenia when available.

In clinical practice, ENGSOP2 advises using the SARC-F screening
questionnaire to find individuals with probable sarcopenia. Use
of grip strength and chair stand measures are advised to identify
low muscle strength. To generate evidence that confirms muscle
of low quantity or quality, evaluation of muscle by dual-energy

X-ray absorptiometry (DXA) and bio-electrical impedance
analysis (BIA) methods in usual clinical care, and by DXA, MRI
or CT in research and in specialty care for individuals at high
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Figure. EWGSOP2 algorithm for case-finding, making a diagnosis and
quantifying severity of sarcopenia in practice.

*Consider other reasons for low muscle strength (e.g. depression, sroke,
balance disorders, peripheral vascular disorders).

Reproduced by permission from Cruz-Jentoft AJ, et al. Sarcopenia: revised
European consensus on definition and diagnosis. Age Ageing 2019;48:16-31.
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risk of adverse outcomes are recommended. The recommended
measures of physical performance are SPPB, TUG and 400-m
walk; these tests are advised to assess the severity of sarcopenia.

Some questions may arise during the application of the
EWGSOP2 definition in clinical practice. We may propose some
answers to these questions.

1) Should | always use the SARC-F to find individuals with
probable sarcopenia?

As noted in the consensus paper, in clinical practice, case
finding should start when a patient reports symptoms or signs
of sarcopenia (i.e. falling, feeling weak, slow walking speed,
difficulty rising from a chair or weight loss/muscle wasting). In
such cases, further testing for sarcopenia is recommended and
there is no need to use any screening questionnaire. EWGSOP2
recommends use of the SARC-F questionnaire (6,7) as a way to
elicit self-reports from patients on signs that are characteristic
of sarcopenia and as a formal approach. Therefore, in clinical
practice one should not feel be obliged to use SARC-F, except
with screening purposes in high risk populations. Any symptom
that may be related to sarcopenia should prompt the physician
to look and assess for sarcopenia.

2) Is it necessary to measure both the hand grip strength and
chair stand test in the same patient in case measurement is
possible?

Itis not necessary to use both hand grip strength and chair stand
test for sarcopenia assessment. If the clinician can assess grip
strength reliably, that is the reference to diagnose sarcopenia,
to be consistent. It is advisable to use the chair stand test only
when grip strength is unavailable or impractical.

3) If | cannot measure dominant hand grip strength, should |
measure grip strength in the non-dominant hand or change to
the chair stand test?

As hand grip is the preferred muscle strength measure, it is
advisable to measure it in the non-dominant hand, before using
the alternative test.

4) EWGSOP2 recommended some specific cut-offs but also
recommended to use the normative data of the population when
available. Cut-offs for total skeletal muscle mass and handgrip
strength have been published for Turkish population. Which cut-
offs shall | use?

This is particularly important in Turkish studies and it seems
some uncertainty is present up to now in this regard. Cut-offs
for total skeletal muscle mass and hand grip strength have been
published for Turkish population (8).

Cut-off points depend on the measurement method and on the
availability of reference studies in the particular populations.
It has been observed that disputes over cut-off points have
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hampered research and development for sarcopenia field due
to lack of study consistency up to EWNGSOP2 consensus. That
is why EWGSOP2 has opted to provide recommendations for
cut-off points. These cut-offs were aimed to be simple and
rounded figures so that they can be handled and implemented
easily in clinical practice. Previously, the Asian Working
Group on Sarcopenia developed a EWGSOP-based consensus
that specified cut-off points for diagnostic variables (9). This
approach proved to be very useful for implementation of
sarcopenia care. Therefore, rather than the Turkish population
specific cut-offs, we would suggest using the recommended
cut-offs also for appendicular skeletal muscle mass and hand
grip strength in the Turkish population. However, there is an
important point here. ENGSOP2 recommended cut-offs only
for the appendicular skeletal muscle mass, not the total skeletal
muscle mass. Turkish reference study proposed cut-offs for
total skeletal muscle mass. Many research centres do not have
access to DXA and therefore may use total skeletal muscle mass
assessed by BIA. Therefore, if a clinician assesses total skeletal
muscle mass, not the appendicular muscle mass, then he/she
can use documented Turkish total skeletal muscle mass index
thresholds as 9.2 kg/m? and 7.4 kg/m? in males and females
respectively. These figures are for skeletal muscle mass adjusted
(indexed by) height? (m?). Low skeletal muscle mass index cut-
offs have also been published for total skeletal muscle mass
adjusted by body mass index or weight in Turkish population
(10,11). Last point is that, one can use these recommended
total or appendicular skeletal muscle mass thresholds when the
skeletal muscle mass is assessed either by DXA or BIA.

Sarcopenia is linked with adverse outcomes and can improve
with exercise and nutrition interventions. (12) However, it
is usually not detected, diagnosed or treated in usual clinical
practice. Time has come when research on sarcopenia has to be
transferred to patient care.
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