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We thank Cintosun et al. [1] for their interest regarding our study
[2]. Sarcopenia has been defined as the involuntary loss of muscle
mass; this wasting phenomenon is shared by the aging process
and by patients with chronic diseases. However, the mechanism
through which muscle wasting is promoted differs between older
people and patients with cancer [3]. The main difference may be
the presence of underlying disease, which is responsible for
promoting such wasting. Age-related sarcopenia is a concept that
describes the loss of muscle mass and muscle strength associated
with aging. However, loss of skeletal muscle mass should be
considered the most clinically relevant phenotypic feature of
cachexia-related sarcopenia. In addition, progressive skeletal
muscle loss has negative clinical consequences on muscle
strength, respiratory function, functional status, disability risk,
and quality of life [4]. Because of these differences, the methods
used to assess and classify sarcopenia in older people may not be
very similar to those used to diagnose sarcopenia in patients with
cancer. In the oncology setting, the use of computed image
analysis for the assessment of body composition is considered the
gold standard because it is a clinically practical and precise
method for the quantification of skeletal muscle area. This is also
true of dual-energy x-ray absorptiometry (DXA); however, DXA is
not usually available in cancer settings. Regional analysis of fat
and fat-free tissue at the third lumbar vertebra with DXA or
computed tomography (CT) strongly predicted whole body fat
and fat free tissue (r = .86-.94; p < .001). Furthermore, CT
images distinguish among specific muscles, adipose tissues, and
organs, a level of detail not provided by DXA [5].

To date, more than 150 articles have been published on CT-
defined muscle cross-sectional area in relation to clinical
outcomes in oncology and hepatology. All tissue annotation is
done by a qualified expert in anatomical radiology; the
attenuation values are secondarily used to distinguish pixels of
the identified structures that lie within the attenuation values
generally agreed to represent specific tissues [6]. Thus,
anatomical characteristics allow the operator to delimit tissue
area manually and correct as needed.

Moreover, cutoff points were proposed by Prado et al. after
analyzing the association of muscle massindex (SMl) values with
survival in cancer patients [7]. In our paper, we discuss the use of
these cutoff points and address the fact that these cutoff points
may not be ideal to estimate sarcopenia in Mexican population
[2]. Although the prevalence of malnutritionin Mexican patients
with non-small cell lung cancer has been similar to that reported
by other studies of the same population [8], the difference in
body composition could explain why our study showed a much
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higher prevalence of sarcopenia compared with the prevalence
reported in a similar population (68.8% vs. 46.8%) [9]. Further
research to explore the validity of these values and their
correlation with other muscle function tests is needed to
generate more population-based specific values. In recognition
of this, in our study we assessed the relationship between lean
body mass and body mass index as continuum variables instead
of only the classification of sarcopenia according to SMI.

MARTHA DE LA TORRE-VALLEJO

JENNY TURCOTT

OSCAR ARRIETA

Thoracic Oncology Unit/Instituto Nacional de Cancerologia,
Mexico City, Mexico

VICKIE BARACOS
Department of Oncology, University of Alberta, Edmonton,
Alberta, Canada

Disclosures
The authors indicated no financial relationships.

REFERENCES

1. Cintosun U, Altun B, Tasci |. Sarcopenia is a condition with increasing
importance in medical oncology. The Oncologist 2016;21:e1.

2. Arrieta O, De la Torre-Vallejo M, Lopez-Macias D et al. Nutritional status,
body surface, and low lean body mass/body mass index are related to dose
reduction and severe gastrointestinal toxicity induced by afatinib in patients
with non-small cell lung cancer. The Oncologist 2015;20:967-974.

3. ArgilesJM, BusquetsS, Felipe A etal. Muscle wasting in cancer and ageing:
cachexia versus sarcopenia. Adv Gerontol 2006;18:39-54.

4. Muscaritoli M, Anker SD, Argilés J et al. Consensus definition of
sarcopenia, cachexia and pre-cachexia: Joint document elaborated by Special
Interest Groups (SIG) “cachexia-anorexia in chronic wasting diseases” and
“nutrition in geriatrics”. Clin Nutr 2010;29:154-159.

5. Mourtzakis M, Prado CM, LieffersJR etal. A practical and precise approach
to quantification of body composition in cancer patients using computed
tomography images acquired during routine care. Appl Physiol Nutrition
Metabolism 2008;33:997-1006.

6. AubreyJ, Esfandiari N, Baracos VE et al. Measurement of skeletal muscle
radiation attenuation and basis of its biological variation. Acta Physiol (Oxf)
2014;210:489-497.

7. PradoCM, Lieffers JR, McCargar L et al. Prevalence and clinical implications
of sarcopenic obesity in patients with solid tumours of the respiratory and
gastrointestinal tracts: A population-based study. Lancet Oncol 2008;9:629-635.

8. Arrieta O, Michel Ortega RM, Villanueva-Rodriguez G et al. Association of
nutritional status and serum albumin levels with development of toxicity in
patients with advanced non-small cell lung cancer treated with paclitaxel-
cisplatin chemotherapy: A prospective study. BMC Cancer 2010;10:50.

9. Baracos VE, Reiman T, Mourtzakis M et al. Body composition in patients with
non-small cell lung cancer: A contemporary view of cancer cachexia with the use of
computed tomography image analysis. Am J Clin Nutr 2010;91:11335-1137S.

http://dx.doi.org/10.1634/theoncologist.2015-0465

©AlphaMed Press 2016


http://dx.doi.org/10.1634/theoncologist.2015-0465
http://www.TheOncologist.com

