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Abstract
Introduction: Sarcopenia is an important clinical syndrome in older people living with HIV (PLWH). With a change to the Asia
sarcopenia definition in 2019, we aimed to determine whether health outcomes were associated with different definitions of
sarcopenia among Asian PLWH.
Methods: We performed a prospective cross-sectional study enrolling PLWH aged ≥35 years from January 2018 to Novem-
ber 2021. We defined sarcopenia by the Asia Working Group of Sarcopenia (AWGS) criteria in 2014 and 2019. AWGS-2014
included low muscle mass plus weak handgrip strength and/or slow gait speed. AWGS-2019 included low muscle mass plus
low muscle strength or physical performance, while the presence of all defines severe sarcopenia. We measured appendicular
skeletal muscle mass using dual-energy X-ray absorptiometry, handgrip strength, usual gait speed, five-time chair stand test
and Short Physical Performance Battery. Correlations between each sarcopenia definition and health-related quality of life
(using EQ-5D-5L and SF-36) and functional disability were determined.
Results: One hundred and fifty Asian PLWH were enrolled, 132 (88%) were male, mean age was 60±10 years, duration of
HIV diagnosis was 13 (IQR 8–18) years and current CD4 count was 574 (IQR 362–762) cells/mm3, 67 (45%) had multimor-
bidity, 64 (43%) had polypharmacy. Prevalence of sarcopenia by AWGS-2014, AWGS-2019 and severe sarcopenia was 17.3%,
27.3% and 18.0%, respectively. Age, education and polypharmacy were associated with sarcopenia. Sarcopenia (AWGS-2014)
and severe sarcopenia were associated with mobility, physical functioning and physical component score (SF-36). All three
criteria were associated with impaired instrumental activities of daily living (IADL). After age and sex adjustment, sarcopenia
(AWGS-2014) (adjusted odds ratio/aOR 5.4, 95% confidence interval/CI 2.0–15.1) and severe sarcopenia (aOR 5.1, 95% CI
1.9–14.0) were associated with mobility and physical component score (SF-36) (β coefficients –5.3342, p = 0.022 and –5.412,
p = 0.019). Sarcopenia (AWGS 2014) (aOR 5.2, 95% CI 1.7–16.2), sarcopenia (AWGS-2019) (aOR 4.5, 95% CI 1.5–13.1) and
severe sarcopenia (aOR 3.5, 95% CI 1.1–10.9) were associated with impaired IADL in fully adjusted models.
Conclusions: In a sample of Asian PLWH, 17.3%, 27.3% and 18.0% had sarcopenia as defined by AWGS-2014, AWGS-2019
and severe sarcopenia, respectively. Sarcopenia by AWGS-2014 and severe sarcopenia correlated with parameters of poor
health outcomes, while sarcopenia by AWGS-2019 correlated with functional disability.
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1 INTRODUCT ION

Sarcopenia, deriving from the Greek words sarx (meaning
“flesh”) and penia (meaning “loss”), was proposed by Irwin
Rosenberg in 1988 to describe an age-related loss of muscle
mass and function [1]. Sarcopenia predicted functional decline,
disability, hospitalization, mortality and increased health costs
in older adults in the general population [2–4]. The prevalence

of sarcopenia in the general older adult population ranged
from 10% to 30% [2].

Sarcopenia is appreciated to be an important phenomenon
among older people living with HIV (PLWH) [5]. The pooled
prevalence of sarcopenia among PLWH was 24% in a recent
meta-analysis, and PLWH had a six-fold increased risk of sar-
copenia compared with matched HIV-uninfected controls [6].
Among PLWH, sarcopenia was associated with demographic
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and HIV-related factors, including age, sex, education, employ-
ment status, smoking, alcohol use, longer duration of HIV
infection, CD4 count and longer exposure to anti-retroviral
therapy [6–8]. Among PLWH, sarcopenia was associated with
functional impairment, disability and mortality risk [8, 9]. At
present, there is a paucity of data evaluating the prevalence
and risk factors of sarcopenia among Asian PLWH [6, 8].

Since the development of the first consensus definition of
sarcopenia in 2009 [2], definitions of sarcopenia have evolved
as new evidence emerged. In 2010, the European Working
Group on Sarcopenia in Older People (EWGSOP1) defined
sarcopenia as low muscle mass together with either low mus-
cle strength or low physical performance [10]. A revised ver-
sion in 2018 (EWGSOP2) focused on low muscle strength,
while confirming the diagnosis by low muscle quantity or
quality, and defining severe sarcopenia with the additional
presence of poor physical performance [11]. In 2014, the
Asia Working Group for Sarcopenia (AWGS-2014) defined
sarcopenia as low muscle mass plus either weak handgrip
strength or slow gait speed [12]. An updated version in
2019 (AWGS-2019) retained the original definition of “loss
of skeletal muscle mass plus loss of muscle strength and/or
reduced physical performance” and added the category of
“severe sarcopenia,” which included all three components [13].
In AWGS-2019, the thresholds for handgrip strength and gait
speed were lowered, measures of physical performance were
expanded to include a Short Physical Performance Battery
(SPPB) and a five-time chair stand test [12, 13].

Currently, there are no data comparing the AWGS-2014
and AWGS-2019 definitions of sarcopenia among PLWH in
Asia. It is uncertain which definition of sarcopenia would be
more applicable in PLWH. Therefore, we performed this study
to determine the prevalence and risk factors of sarcopenia
among PLWH living in Hong Kong SAR, China, and the corre-
lation between different definitions of sarcopenia and health
outcomes.

2 METHODS

2.1 Study design and setting

We performed an observational cross-sectional study involv-
ing PLWH recruited from January 2018 to November 2021
at the Prince of Wales Hospital Infectious Diseases clinic in
Hong Kong. This clinic received referrals from other HIV clin-
ics for screening or management of chronic comorbidities in
PLWH. Inclusion criteria were positive HIV antibody and age
of 35 years old or above. The only exclusion criterion was the
refusal to consent. The study protocol was approved by the
Joint Chinese University of Hong Kong—New Territories East
Cluster Clinical Research Ethics Committee.

2.2 Data collection

We recorded demographic and clinical information for all par-
ticipants at each study visit. This included date of birth, sex,
smoking, alcohol intake, comorbidities included in Charlson’s
Comorbidity Index, hepatitis B and C co-infection, year of
diagnosis of HIV, history of AIDS-defining illness, current and
previous anti-retroviral drug regimens, medications other than

anti-retroviral drugs, current CD4 count, CD4:CD8 ratio and
HIV RNA level. We defined multimorbidity as the presence of
two or more chronic comorbidities, and polypharmacy as tak-
ing five or more non-anti-retroviral drugs.

During the study visit, we measured handgrip strength, gait
speed, chair stand test and SPPB. We measured handgrip
strength three times for both hands, using Jamar Hydraulic
Hand dynamometer (5030J1, Sammons Preston, Bolingbrook,
IL), with the participant sitting with 90° elbow flexion. The
best performance of all trials was used for analyses. We
calculated gait speed by measuring the average time of two
trials taken to walk 6 metres at a normal pace, using a stop-
watch. We performed the chair stand test by measuring the
time taken to perform five chair stands. We performed SPPB,
which included the ability to stand for up to 10 seconds with
feet positioned in side-by-side, semi-tandem and tandem posi-
tions, usual gait speed and five-time chair stand test [14].
All participants underwent dual-energy X-ray absorptiome-
try using the Hologic QDR 4500A fan-beam densitometer
(Hologic, Inc., Bedford, MA) to measure appendicular skeletal
muscle mass, which was adjusted by body height.

2.3 Definition of sarcopenia

We defined sarcopenia using AWGS-2014 and AWGS-2019
criteria. AWGS-2014 defines sarcopenia as the presence of
low muscle mass (height-adjusted muscle mass <7 kg/m2 in
men and <5.4 kg/m2 in women) plus weak handgrip strength
(<25 kg in men and <18 kg in women) and/or slow gait speed
(≤0.8 m/second) [12]. AWGS-2019 defines sarcopenia as low
muscle mass (cut-offs as above) plus low muscle strength or
physical performance, while the presence of all three com-
ponents defines severe sarcopenia. Low muscle strength is
defined as handgrip strength <28 kg for men and <18 kg
for women, and low physical performance as gait speed <1
m/second, SPPB score ≤9 or five-time chair stand test ≥12
seconds [13].

2.4 Outcome measures

We measured the following health outcomes: health-related
quality of life (QOL) and functional disability. We mea-
sured health-related QOL by the EuroQOL 5-dimensional
5-Level questionnaire (EQ-5D-5L) and 36-item Short Form
Health Survey (SF-36). The EQ-5D-5L questionnaire contains
five dimensions of QOL: mobility, self-care, usual activities,
pain/discomfort and anxiety/depression. Each of these dimen-
sions is graded as “no problem,” “slight problem,” “moderate
problem,” “severe problem” and “extreme problem.” Partici-
pants with any severity of the problem in a particular dimen-
sion were considered as having a problem with that dimen-
sion. The EQ-5D-5L index was converted from the EQ-5D-
5L health states using an established Hong Kong value set
by weighting each participant’s self-report health status to
a single preference-based health index [15]. The EuroQOL
Visual Analogue Scale (EQ-VAS) is the self-reported overall
health perception of the participants, recording their self-
rated health on a vertical scale from 0 (the worst health) to
100 (the best health) scale.
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Participants also completed the Chinese (Hong Kong) ver-
sion of SF-36 [16], which covers eight health domains, includ-
ing physical function, role limitations related to physical
health, bodily pain, mental health, and role limitations related
to emotional health, social functioning, vitality and general
health. The eight domain scores were summarized into two
summary scores: the physical component summary (PCS) and
the mental component summary scores. Higher scores indi-
cate better QOL.

Functional disability was defined as an impairment in any
domains of activities of daily living (ADL) or instrumental ADL
(IADL) [17]. We measured ADL by means of the Katz Index
[18] and IADL by Lawton Instrumental Activities of Daily Liv-
ing (IADL) [19]. The Katz Index assesses dependence or inde-
pendence concerning six essential functions of ADL (feeding,
continence, bathing, transferring, toileting and dressing). Each
domain is scored from 0 (independence) to 6 (total depen-
dence). The Lawton IADL scale measures eight domains of
function (ability to use telephone, shopping, food prepara-
tion, housekeeping, laundry, mode of transportation, responsi-
bility for own medications and the ability to handle finances).
Requirement of any assistance in any domain was considered
as having impairment in ADL or IADL.

2.5 Statistical analysis

We presented descriptive statistics as number (percent-
age), mean ± standard deviation or median (interquar-
tile range/IQR), as appropriate. We determined agreement
between the different definitions of sarcopenia and severe
sarcopenia using Cohen’s kappa test. Kappa was interpreted
as poor if value was < 0.20, fair if 0.21–0.4, moderate if 0.41–
0.60, good if 0.61–0.80 and very good if 0.81–1.00 [20]. We
compared baseline demographic and clinical variables between
those with and without sarcopenia or severe sarcopenia
according to different definitions using chi-square, Student’s t
and Mann–Whitney U test, as appropriate. Age, sex and vari-
ables identified to be associated with each definition of sar-
copenia in the above univariate analyses were included in mul-
tivariable binary logistic stepwise regression models, to deter-
mine the variables that were independently associated with
each definition of sarcopenia and severe sarcopenia. For each
regression analysis, collinearity was assessed using the vari-
ance inflation factor.

Associations between different definitions of sarcopenia or
severe sarcopenia and disability and health-related QOL mea-
sures were determined using the chi-square test and Stu-
dent’s t-test, as appropriate. The logistic regression model for
binary outcome measure and linear regression model for con-
tinuous outcome measure were used to determine the associ-
ation between sarcopenia and these outcomes in multivariable
models. The associations between each definition of sarcope-
nia and the outcome measures were determined in two multi-
variable models: model 1 adjusted for age and sex, and model
2 adjusted for age, sex and variables with significant indepen-
dent association with each definition of sarcopenia. Correla-
tion between different components included in the definitions
of sarcopenia and disability and health-related QOL measures
were determined using logistic regression for binary outcome
measures and linear regression analyses for continuous out-

Figure 1. Venn diagram showing the number of participants with
sarcopenia and severe sarcopenia diagnosed by AWGS-2014 and
2019 definitions. Abbreviation: AWGS, Asia Working Group for
Sarcopenia.

come measures. Statistical significance was defined as a p-
value less than 0.05. Statistical analyses were conducted using
SPSS (IBM version 26).

3 RESULTS

One hundred and fifty-six PLWH who were followed up in the
clinic were invited to participate in this study, six refused to
consent, and 150 participants were recruited. The mean age
was 60±10 years, 88.0% were male, 98.7% were Chinese and
the median (IQR) duration of HIV diagnosis was 13 [8–18]
years. All participants were receiving antiretroviral therapy,
with a current CD4 count of 574 (362–762) cells/mm3, and
94% having undetectable HIV RNA (<20 copies/ml). Multi-
morbidity and polypharmacy were present in 45% and 43% of
participants, respectively. The baseline demographic and clini-
cal characteristics are shown in Table 1.

Among all participants, 26 (17.3%) and 41 (27.3%) had sar-
copenia as defined by AWGS-2014 and AWGS-2019 criteria,
respectively, while 27 (18.0%) had severe sarcopenia accord-
ing to AWGS-2019 criteria (Figure 1). Among the 41 par-
ticipants diagnosed to have sarcopenia by AWGS-2019 def-
inition, all had low muscle mass, 31 (75.6%) had low mus-
cle strength, with an additional number of 10 (24.4%) par-
ticipants having low physical performance alone. Agreement
between AWGS-2014 and 2019 definitions of sarcopenia was
good (kappa 0.716), and so was agreement between AWGS-
2014 definition of sarcopenia and severe sarcopenia defined
by AWGS-2019 definition (kappa 0.794).

Both definitions of sarcopenia and severe sarcopenia were
associated with older age, lower level of education, lack of
employment, lower CD4 count, higher Charlson’s comorbid-
ity index, multimorbidity and polypharmacy. On multivariable
analyses, sarcopenia defined by AWGS-2014 was indepen-
dently associated with age, education and polypharmacy, while
sarcopenia defined by AWGS-2019 was independently associ-
ated with age (Table 1 and Tables S1–S3).
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The associations between different definitions of sarcope-
nia and various health outcomes are presented in Table 2.
Sarcopenia defined by AWGS-2014 criteria and severe sar-
copenia defined by AWGS-2019 criteria were associated with
problems with mobility, physical functioning domain and PCS
of SF-36. Both definitions of sarcopenia and severe sarcope-
nia were associated with problems with usual activities and
impairment in IADL.

As for the individual components of the definitions of
sarcopenia, muscle mass was not associated with any of
the health outcomes, while handgrip strength, five-time chair
stand test, gait speed and SPPB score were associated with
one or more of the health outcomes, including EQ-5D-5L
index, several EQ-5D-5L domains, physical functioning and
PCS of SF-36, and impaired ADL and IADL (Table S4). More-
over, the different cut-offs for handgrip strength, gait speed
and criteria for low physical performance in the AWGS-2014
and AWGS-2019 definitions had similar correlations with
these health outcome measures (Tables S5a and 5b).

One or more of the definitions of sarcopenia were asso-
ciated with a problem with mobility, a problem with usual
activities, physical functioning, PCS and impairment in IADL,
in the unadjusted and/or adjusted models. The other health
outcomes did not show a significant correlation with any
of the sarcopenia definitions. Table 3 shows the significant
associations between various definitions of sarcopenia and
health outcomes. Both sarcopenia defined by AWGS-2014
and severe sarcopenia retained an association with a prob-
lem with mobility and usual activities, impairment in IADL and
PCS, after adjusting for age and sex. Both definitions of sar-
copenia and severe sarcopenia were independently associated
with impairment in IADL in the fully adjusted models. Sar-
copenia defined by AWGS-2019 had a trend of association
with the EQ-5D-5L index and PCS of SF-36.

4 D ISCUSS ION

In this study, we aimed to determine the prevalence of sar-
copenia using the two AWGS definitions and whether health
outcomes were associated with these definitions of sarcope-
nia among Asian PLWH. The prevalence of sarcopenia defined
by AWGS-2014 and AWGS-2019 and severe sarcopenia was
17.3%, 27.3% and 18.0%, respectively. Different definitions of
sarcopenia were independently associated with age, education
level, current CD4 count and/or polypharmacy. The AWGS-
2014 definition of sarcopenia and severe sarcopenia defined
by AWGS-2019 was associated with more health-related QOL
outcome measures, while both definitions of sarcopenia and
severe sarcopenia were associated with functional disability.

A recent meta-analysis revealed that PLWH had a 13%
pooled prevalence of sarcopenia when using both muscle
mass and muscle function to define sarcopenia [6]. Few stud-
ies have been performed in Asian populations to evaluate the
prevalence of sarcopenia among PLWH [6]. Two studies per-
formed in India defined sarcopenia using low muscle mass
alone showing a prevalence of 40% in middle-aged men [21]
and 18% in pre-menopausal women [22]. In one study per-
formed in Malaysia, involving predominantly Chinese PLWH,
the prevalence of sarcopenia (defined by AWGS-2014 criteria)

was 8%, while the prevalence in a subgroup of PLWH older
than 50 years was 17% [8].

Studies performed in the general Asian older adult popu-
lations with a large sample size revealed a consistent preva-
lence of sarcopenia ranging from 6% to 12% using the
AWGS-2014 criteria [13, 23], while more recent studies using
AWGS-2019 criteria demonstrated the prevalence of sarcope-
nia ranging from 11% to 18% [24, 25]. Our findings supported
previous evidence showing a higher prevalence of sarcopenia
among PLWH compared with matched HIV-uninfected popu-
lations [6, 8, 21, 22, 26].

We have identified older age, lower education level, lower
current CD4 count and presence of polypharmacy as risk
factors associated with sarcopenia. Older age, lower edu-
cation level and lower CD4 count have previously been
shown to correlate with sarcopenia or low muscle mass [6,
8, 27, 28]. On the other hand, the correlation between
polypharmacy and sarcopenia was less well studied among
PLWH. In a recent scoping review evaluating the relationship
between sarcopenia and polypharmacy in the general popula-
tion, polypharmacy and the number of medications were inde-
pendently associated with sarcopenia in community-dwelling
older adults in the majority of studies [29]. One longitudinal
study in Japan demonstrated polypharmacy as an independent
predictor of new-onset sarcopenia over a 5-year follow-up
period [30]. Possible explanations include direct muscle tox-
icities via mitochondrial and metabolic pathways of multiple
classes of medications and indirect mechanisms involving poor
nutrition and reduced physical activity due to polypharmacy
[31]. Moreover, the rate of polypharmacy is higher in those
with comorbidity [32, 33]. Polypharmacy can be an indirect
marker of increased comorbidity, which is also a risk factor for
sarcopenia.

We observed a higher prevalence of sarcopenia when the
AWGS-2019 definition was adopted, as compared with the
AWGS-2014 definition. Similar observations were made in
non-HIV-infected populations in Asia [24]. AWGS-2019 def-
inition has more lenient cut-offs for defining weak handgrip
strength and slow gait speed, and includes additional criteria
of chair stand test and SPPB in defining physical performance.
These changes resulted in more PLWH fulfilling the diagnosis
of sarcopenia under the AWGS-2019 definition.

With the changes in the criteria defining sarcopenia, it
would be important to determine which is the more appropri-
ate definition to be adopted in PLWH [20]. To evaluate this
issue, we determined the correlation between different defi-
nitions of sarcopenia and health outcomes, including disability
and QOL.

EQ-5D-5L and SF-36 were both commonly used instru-
ments for the assessment of QOL among individuals with sar-
copenia in the general population. For example, in determin-
ing the construct validity of a sarcopenia-specific QOL mea-
sure, it was shown to have a positive correlation with both
the EQ-5D-5L index as well as individual domain scores of
these tools, including physical functioning of SF-36 and the
domains of mobility and usual activities in EQ-5D-5L [34].
Therefore, these measures of both collective scores and indi-
vidual domains will be useful in reflecting QOL among people
with sarcopenia. In general populations of older adults, sar-
copenia was associated with reduced health-related QOL, as
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measured by EQ-5D-5L index [35–37] and domains of mobil-
ity, self-care, usual activity [35–37] and physical functioning
[38–40]. The findings of our study population of PLWH were
consistent with these observations.

The AWGS-2014 sarcopenia definition and severe sarcope-
nia in AWGS-2019 identified individuals with the most severe
loss of muscle mass and function. Therefore, not unexpect-
edly, participants with sarcopenia in these two categories in
our study had the most correlation with parameters associ-
ated with worse physical health-related QOL. In other words,
these two definitions were able to identify individuals with
the highest risk of poor health outcomes, and evidence-based
interventions for sarcopenia to prevent future disability are
urgently required for these individuals [41].

On the other hand, it is uncertain whether the less strin-
gent AWGS-2019 definition of sarcopenia would include indi-
viduals who are in fact not at risk for poor health out-
comes. We observed that the AWGS-2019 definition corre-
lated with impairment in IADL and had a trend of correla-
tion with poorer health-related QOL. The lower thresholds
of handgrip strength, gait speed and physical performance
in AWGS-2019 also had similar correlations with health out-
come measures as the higher thresholds adopted in AWGS-
2014 (Tables S5a and 5b). This suggested that these revised
criteria for defining sarcopenia can potentially contribute to
the early identification of PLWH at risk of functional disabil-
ity, without over-diagnosing sarcopenia in low-risk individuals.
These changes in AWGS sarcopenia definition can foster sar-
copenia prevention and treatment programmes among PLWH.
Implementing interventions at an early stage for the treat-
ment of sarcopenia can potentially improve their QOL and
avoid the development of disability in the future. We sug-
gest that future research involving longitudinal study design
and a larger sample size should be conducted to evaluate
the correlation of incidence of poor health outcomes, includ-
ing functional disability, hospitalization and mortality, with the
revised definition of sarcopenia among Asian populations of
PLWH.

The increase in the prevalence of sarcopenia with the
changes in AWGS definitions was in contrast to a reduc-
tion in the prevalence of sarcopenia among PLWH with the
change from EWGSOP1 to EWGSOP2 [20]. This reduction
was partly due to more conservative cut-offs for the deter-
mination of low muscle strength and low muscle mass in
EWGSOP2. Moreover, in EWGSOP2, physical performance
was only adopted to define severe sarcopenia but not sar-
copenia, while AWGS-2019 expanded the measures for phys-
ical performance to define sarcopenia. There were concerns
with these changes in the revised EWGSOP2 criteria, which
would limit its use in identifying at-risk PLWH with sarcopenia
and prevent the implementation of early interventions for the
avoidance of progression to disability [20, 42]. Our findings
supported both AWGS and EWGSOP guidelines in including
both muscle mass and muscle strength in defining sarcope-
nia. While muscle mass was not associated with any of the
health outcome measures, muscle strength, as represented by
handgrip strength and/or five-time chair stand test, correlated
with several measures of QOL and disability. On the other
hand, measures of physical performance, including gait speed
and SPPB, correlated with even more health outcome mea-

sures (Table S4). These parameters had also been shown to
predict mortality among PLWH [43, 44]. Our findings, there-
fore, supported AWGS-2019 in including the presence of
either muscle strength or physical performance in the defini-
tion of sarcopenia. Monitoring of these parameters in older
PLWH is important in the clinical setting to identify individu-
als who would benefit from interventions to improve physical
function.

There are some limitations to our study. Firstly, we included
a relatively small sample size involving PLWH of Chinese eth-
nicity. The results may not be generalizable to other Asian
populations of PLWH. Secondly, this was a cross-sectional
study, thus we could not make conclusions around the causa-
tion of the risk factors associated with sarcopenia. Likewise, a
longitudinal study in the future will be needed to determine
whether an early diagnosis of sarcopenia with the AWGS-
2019 definition can be adopted to predict incident disability
and other health outcomes. Longitudinal studies would also
allow the determination of the impact of different interven-
tions in treating sarcopenia on a decline in physical function
and development of disability. Thirdly, the thresholds used to
define low muscle mass, weak handgrip strength, slow gait
speed and low physical performance were derived from older
HIV-uninfected adults for AWGS definition. It is likely that
this may under-estimate the true prevalence of sarcopenia
among our cohort of PLWH, who had a younger chronolog-
ical age. Future studies involving age- and sex-matched HIV-
uninfected controls to determine the prevalence of sarcope-
nia among PLWH would be important. Moreover, we did not
include a gold standard for measuring muscle mass (e.g. com-
puted tomography scan [45]), this limited our determination
of sensitivity and specificity of each definition of sarcopenia
against a reference standard.

5 CONCLUS IONS

Among this sample of Chinese PLWH, the AWGS-2019 defi-
nition identified a higher prevalence of sarcopenia compared
with the AWGS-2014 definition. While the AWGS-2014 defi-
nition and severe sarcopenia defined by the AWGS-2019 cri-
teria correlated with the most parameters of poorer health-
related QOL, the AWGS-2019 definition could potentially
identify early-risk individuals who may benefit from early
interventions to prevent future disability.
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Additional information may be found under the Supporting
Information tab for this article:
Table S1. Multivariate regression analyses of variables associ-
ated with AWGS 2014 definition of sarcopenia.

Table S2. Multivariate regression analyses of variables associ-
ated with AWGS 2019 definition of sarcopenia.
Table S3. Multivariate regression analyses of variables associ-
ated with severe sarcopenia (AWGS 2019).
Table S4. Correlations between muscle mass, muscle strength
and physical performance parameters and health-related qual-
ity of life and disability.
Table S5a. Correlations between different cutoffs of muscle
strength (handgrip strength) and gait speed and health-related
quality of life and disability.
Table S5b. Correlations between different cutoffs of five chair
stand test, short physical performance battery (SPPB) and
physical performance parameters and health-related quality of
life and disability.
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