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Abstract

Objectives: Sarcopenia and frailty have been associated with an increased risk of suffering health-related adverse events but
the combination of both conditions results in worse health-related outcomes than either condition alone. Since both syn-
dromes are reversible states, their early detection is fundamental. This study aims to validate a video analysis-based App
to detect the presence of frailty or prefrailty plus sarcopenia syndromes and to analyze its construct validity with health-
related risk factors.

Methods: A total of 686 community-dwelling older adults (median-age: 72, 59% female) were enrolled. Muscle power gen-
erated during a sit-to-stand test using the App and calf circumference were considered the index test. The reference stan-
dards were the EWGSOP2 criteria (five-chair stand test plus appendicular skeletal mass or skeletal muscle index) and Fried’s
frailty phenotype. Area under the curve (AUC), sensitivity, specificity, positive and negative predictive values (PPV and NPV)
were calculated.

Results: The prevalence of both syndromes varied from 2.9% to 7.2% depending on the diagnostic criteria used for sarco-
penia assessment. Excellent-to-outstanding AUC values were observed (range 0.80–0.92). Sensitivity and specificity ranged
from 75% to 100% and 81.7% to 87.2%, respectively. PPV and NPV ranged from 12.1% to 37.5% and 97.9% to 100%,
respectively. Individuals diagnosed by the App showed an increased risk of polypharmacy, depression, comorbidities,
falls, hospitalization, low socioeconomical and educational levels, and smoking and poor self-perceived health compared
to their healthy counterparts.

Conclusions: This App seems to be reliable to detect the simultaneous presence of both syndromes in community-dwelling
older adults. Individuals diagnosed by the App showed more odds to have health-related risk factors.
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Introduction
Sarcopenia and frailty represent two of the main concerns
related to the biological ageing process, given their intimate
relationship with adverse health-related outcomes. Concretely,
sarcopenia is a formally recognized disease (ICD-10-CM
Diagnosis Code) defined as the generalized and progressive
loss of strength, skeletal muscle mass, and/or physical func-
tion.1 Sarcopenia increases the risk of suffering physical
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disabilities, depression, polypharmacy, falls, hospitalization,
and mortality.1 On the other hand, frailty is defined as a bio-
logical state characterized by reduced muscle strength,
endurance, and physiological function that increases vulner-
ability to stressor events.2 Similarly, the presence of frailty
has been related to an increased risk of falls, fractures, dis-
ability, hospitalization, and premature death.3

Nowadays, there is no gold standard for the detection of
frailty and sarcopenia syndromes leading to differences in
prevalence estimate ranging from 4% to 59% and 1% to
23% in European community-dwelling older adults, respect-
ively.4,5 However, one of the most used criteria for diagnos-
ing these conditions are the Fried’s frailty phenotype and The
European Working Group on Sarcopenia in Older People 2
(EWGSOP2).4,5 The Fried’s frailty phenotype assessment
includes gait speed, unintentional weight loss, physical activ-
ity levels, exhaustion levels, and muscle weakness deter-
mined by handgrip strength test,6 whereas the EWGSOP2
guideline defines sarcopenia as a reduction in muscle mass
and strength, this latter also usually measured using handgrip
strength test.5 Regardless of the similarities between their
definitions and diagnosis, these two terms do not refer to
the same state and cannot be used interchangeably.7,8 In
fact, sarcopenia could be considered a precursor of frailty.7

In spite of the debate on which syndrome manifests first, sci-
entific literature has observed that its simultaneous presence
is predictive of worsening disability9 and has been associated
to up to threefold of risk of mortality compared to those
without neither sarcopenia nor frailty.10 Moreover, transitions
between robustness to frailty states (prefrail or frail) are more
frequent in sarcopenic individuals whereas improvement from
frailty states are more frequent in non-sarcopenic individuals.7

Since both sarcopenia and frailty are reversible states, their
early detection covers a fundamental role in the management
of their progression. Unfortunately, sarcopenia and frailty
assessment is not implemented routinely in clinical practice
due to the lack of equipment and time constrains.11,12

Muscle power declines with aging at an earlier and faster
rate compared with muscle mass and strength,13,14 being
both the base of the definition of sarcopenia, and it has
been considered a predictor of frailty.15,16 Although muscle
power has been usually recorded thought specialized instru-
ment such as 3D-motion capture cameras, inertial measure-
ment units and force plates,15,17,18 recent advances in
smartphone technology provide the opportunity to access
muscle power during a simple functional test using a video
analysis-based App in a clinical setting.17–19 Muscle power
derived from this App during the sit-to-stand test has been
associated to several measures of physical function and
frailty determinants such as handgrip strength or reduced
gait speed in community-dwelling older adults.17–19

Moreover, a recent study showed that muscle power using
this App had the ability to discriminate between sarcopenic
and non-sarcopenic individuals without the need of using
expensive muscle mass measurement techniques such as

dual-energy X-ray absorptiometry or bioelectrical impedance
analysis which are not always accessible in a clinical
setting.19 Thus, one could think that adding to this App a
proxy of muscle mass could improve its potential for diagnosis
both sarcopenia and frailty syndromes. For instance, simple
measurements of calf and mid-upper arm circumferences
have been observed to represent acceptable surrogates of
muscle mass in clinical practice.20 Reduced calf and mid-upper
arm circumferences have been associated to the presence of
frailty syndrome21 and sarcopenia22,23 in community-dwelling
older adults. Thus, integrating both muscle power as a proxy of
muscle weakness and calf or mid-upper arm circumference as a
proxy of muscle mass in a unique tool would be capable of
early detecting the simultaneous presence of sarcopenia and
frailty syndromes with the advantage of responding to the
demands of the clinical setting. Although research in sarcope-
nia and frailty has increased in recent years, much remains to be
done regarding the implementation of these syndromes in clin-
ical practice. Several surveys have highlighted that most health-
care professionals do not use validated instruments for
diagnosing frailty and/or sarcopenia and many of them
having no clear knowledge of how to diagnose it.24–26 For
many healthcare professionals lack of time and lack of appro-
priate tools are considered the main barriers for screening and
diagnosis in clinical practice.11,12,24,25,27 Therefore, the
development of a valid and reliable tool to diagnosis both
syndromes that is feasible in the clinical setting is much
needed. This App might overcome these barriers providing
an affordable and valid easy-to-use instrument to rapidly
diagnose both syndromes.

The aims of this study were (a) to validate a video ana-
lysis App based on muscle power generated during a simple
sit-to-stand test and calf or mid-upper arm circumference as
a proxy of muscle mass to detect the simultaneous presence
of both syndromes in community-dwelling older adults, and
(b) to determine its construct validity with health-related
adverse events such as falls, hospitalization, comorbidities,
depressive symptoms, poor self-perceived health, low
socioeconomical and educational levels, and smoking
habits and polypharmacy.

Methods

Design and protocol registration

This study aims to report the results of a previous pub-
lished protocol.28 Briefly, this was a retrospective diag-
nostic accuracy study based on Standards for Reporting
of Diagnostic Accuracy Studies (STARD) recommendations.
The study protocol was registered on ClinicalTrial.gov
database (NCT05148351; registration date: 21/12/08)
and approved by the Ethical Committee of Catholic
University of Murcia (CE022108). The study completely
fulfilled the principles stated in the Declaration of
Helsinki.
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Study participants and eligibility criteria

Individuals aged 60 or more from elderly social centers of
the Region of Murcia (Spain) were enrolled over an
8-month period (starting date: February 2022; finishing
date: October 2022). Potentially eligible participants were
recruited using a convenience model. First, elderly social
centers were contacted, providing them information about
the development of the study. Once centers gave their
consent to carry out the study, potentially eligible partici-
pants were contacted either via telephone or face to face,
furnishing them a complete explanation (written and oral)
of the study procedure. Finally, written consent from each
participant was obtained. Participants reporting any severe
cardiovascular condition (e.g. heart valve disease, uncon-
trolled arrythmias, cardiac implants or pacemakers), a
Barthel Index score lower than 90 points, a Mini-Cog test
score lower than 3 points, as well as inability to stand up
from a chair without assistance were excluded from the
study.

Data collection procedure

Data collection was performed on a single day and informa-
tion was gathered by a single researcher on a spreadsheet
and another researcher crosschecked each data point by
point. The following information was collected: (a) a
single sit-to-stand test and calf and mid-upper arm circum-
ference measurement, (b) frailty assessment, (c) sarcopenia
assessment, and (d) clinical interview.

Muscle power recorded during the sit-to-stand test and
anthropometric circumferences were used as index test to
diagnose the simultaneous presence of both syndromes
through a video analysis-based App, while the EWGSOP2
recommendations and Fried’s frailty phenotype were consid-
ered as the reference standards. Furthermore, a clinical inter-
view about health-related risk factors was used as construct
validity of the index test.

Index test: muscle power, calf and mid-upper arm
circumference

A single sit-to-stand test was carried out and recorded using
the Sit to Stand App (version 2.0.1.) installed on an iPhone
13 device running iOS 15.3 (Apple Inc., Cupertino, CA,
USA). This app aimed to determine muscle power
derived from the rising phase of the sit-to-stand test using
a slow-motion video-captured camera (240 frames-per-
second). Briefly, participants sat on a rigid and adjustable
chair, having their arms crossed over their chest with their
hip, and both knee and ankle joints positioned at 90
degrees. Participants had to stand up completely from the
chair to the best of their speed. The smartphone was
placed horizontally on a 0.7-m-high tripod placed 3 m
from the right or left side of the participant. Relativized

values of muscle power (W/Kg) generated during the test
were determined by the App using the following regression
equation:

Muscle Power = 2.773− 6.228 × t + 18.224 × d

In which t is the rising time, i.e. the time transition from seat
off to complete upright position with the full extension of knee
and hip joints, and d represents the vertical distance covered
during the test, represented by femur length. Femur length
was defined as the distance between the superior aspect of
the greater trochanter and the femoral lateral condyle.
Following the instructions of the App, to accurately determine
the beginning and the end of the movement, a reflective marker
was placed on the superior aspect of participants’ greater tro-
chanter. The rising phase started when the pelvis began to
move forward after anterior trunk tilt which is time-matched
when the reflective marker crossed the first horizontal grid
line on the screen of the App. The end of the rising phase
was determined when full extension of hip and knee joints
was reached which is time-matched when the reflective
marker achieved the highest vertical point. This entire proced-
ure has been previously validated and reported negligible bias
and small errors compared to force plates and 3D-motion
cameras in adults with a broad age range (21–91 years).17,18

Additionally, calf and upper-mid arm circumference were
measured as a proxy of muscle mass and entered together
with muscle power values in a set of multiple logistic regres-
sion equations to determine its ability to predict the presence
of both syndromes. Calf circumference was measured
through a flexible and inelastic tape placed on the point of
greatest circumference of the non-dominant leg, while parti-
cipants were in a sitting position with the knee and ankle at
90 degrees.21,23 Dominant mid-upper arm circumference was
measured placing the tape at the midpoint of the tip of the
acromion and olecranon of the arm with participants sitting
on a chair.22 Skin compression was avoided for both mea-
surements. Researchers performed the index test were
blinded to the reference standards.

Reference standards

The Fried’s frailty phenotype and the EWGSOP2 guideline
were used as reference standards to determine the presence
of both syndromes in combination. The presence of both
syndromes was considered when the participant was classi-
fied as prefrail or frail plus confirmed sarcopenia. Since
both reference standards share the criteria of muscle weak-
ness using handgrip strength test, we used the alternative
criteria recommended by the EWGSOP2 for assessing
muscle weakness which involves the five times sit-to-stand
test (5STS) instead of handgrip strength test. This was
selected in order to avoid overlap between diagnostic cri-
teria. Researchers performed the reference standards were
blinded to the index test.
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Frailty Assessment. The Fried’s frailty phenotype deter-
mines frailty state assessing five domains: muscle weak-
ness, unintentional weight loss, physical activity levels,
exhaustion levels, and gait speed.6 Briefly, handgrip
strength was used to measure muscle weakness using a
digital dynamometer (Takei Scientific Instruments Co.,
Ltd, Tokyo, Japan) and employing the cut-off points strati-
fied by sex and body mass index (BMI). Self-reported unin-
tentional weight loss was defined as a loss of 4.5 Kg or
more during the prior year. Physical activity levels were
measured through the Spanish-validated short version of
the Minnesota leisure time physical activity questionnaire.
To determine the exhaustion levels, participants were
asked to rate from 0 (rarely or none of the time) to 3
(most of the time) the frequency with which they experi-
enced the following statements during the prior week: “I
felt that everything I did was an effort” and “I could not
get going.” Gait speed was assessed with the 4 m usual
gait speed test, in which participants were asked to walk
at their usual pace a 4 m haul. Cut-off points were stratified
by gender and height of the participants.6 Participants were
classified as robust (met none of the frailty criteria), prefrail
(met one or two criteria), or frail (met three or more criteria)
according to Fried and colleagues.6

Sarcopenia Assessment. The EWGSOP2 guideline
defines probable sarcopenia as a reduction in muscle
strength determined as more than 15 s to complete the
5STS test. Then, sarcopenia is confirmed whether a reduc-
tion in appendicular skeletal muscle mass (ASM) is present
either in absolute values or relative to squared-height, also
named skeletal muscle index (SMI).1 The analysis of
muscle mass was performed using a TANITA MC-580
(Tanita Corp., Tokyo, Japan) and reactance and resistance
index raw values were introduced in Sergi’s validated equa-
tion.29 The cut-off point for ASM was lower than 20 Kg for
men and 15 Kg for women whereas the cut-off point for
SMI was lower than 7 kg/m2 in men and 5.5 kg/m2 in
women. Therefore, two definitions of sarcopenia were
obtained, sarcopenia5STS + ASM and sarcopenia5STS + SMI.

Construct validity: risk factors for adverse
health-related outcomes

A face-to-face interview was used to obtain information
regarding the presence of depressive symptoms (Geriatric
Depression Scale; cut-off point:≥ 2), self-perceived health
(low self-perceived health cut-off point: very bad, bad or
fair), socioeconomic status (annual net salary <10,000€),
educational level (low educational level cut-off point:
primary or less), presence of comorbidity (two or more
chronic conditions), polypharmacy (daily intake ≥5
drugs), presence of two or more falls in the last year, hospi-
talizations in the last year, and current smoking habit was
registered and dichotomized in order to assess the construct

validity of our index test to determine the presence of risk
factor for adverse health-related outcomes in those classi-
fied with both syndromes. Detailed information about
general data collection can be found in the published
version of the study protocol.28

Sample size estimation

In a Spanish-based community-dwelling older population,
the simultaneous prevalence of both syndromes is reported
in a range from 10.5% to 13.7%.8,9 To ensure the most real-
istic sample size calculation, the lowest prevalence rate was
taken as reference. Consequently, according to Bujang and
Adnan’s,30 a minimum of 400 participants (200 men and
200 women) were necessary to achieve a statistical power
of 80%, with an alpha error fixed at 0.05 and an area
under the curve (AUC) of minimum 0.8.

Statistical analysis

A database was created on Microsoft Excel© (Microsoft
Corp., Redmond, WA, USA) to record all participants data
and IBM SPSS Statistics (26.0, SPSS Inc., Chicago, Ill,
USA) was used to carry out data analysis. Continuous vari-
ables were reported as means and standard deviations in the
presence of normal distribution otherwise data was expressed
as median and interquartile range. Categorical data were
expressed as frequencies and percentages. Statistical signifi-
cance was fixed at p< .05.

Objective 1: Diagnostic accuracy. The presence of sarco-
penia and frailty syndromes was defined when the participant
was categorized as frail or prefrail plus sarcopenic5STS +ASM

or sarcopenic5STS + SMI. Subsequently, a set of multiple
logistic regression equations stratified by sex with both syn-
dromes as the dependent variable and muscle power, calf
circumference, and mid-upper-limb circumference as inde-
pendent variables were performed to create predictive equa-
tions to diagnose both syndromes. Since calf circumference
was more related with both syndromes than mid-upper-limb
circumference, it was deleted from the final model
(Supplementary Material, Table S1). Receiver operating
characteristic analyses with their AUC were performed
using predictive probability from the results of the multiple
logistic regression analyses to identify the best cut-off point
to discriminate the presence of both syndromes compared to
either condition alone (prefrail, frail, or sarcopenic) and
healthy (robust or non-sarcopenic) participants. Then, a
sensitivity analysis was performed in order to assess the
potential to discriminate between participants categorized
with both syndromes and those categorized as either condi-
tion alone, as well as between participants categorized with
both syndromes and those categorized as healthy partici-
pants. The AUC were reported and interpreted as no dis-
crimination (0.5), acceptable (0.7 to < 0.8), excellent (0.8
to 0.9), and outstanding (> 0.9). Values of sensitivity,
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specificity, positive and negative predictive values (PPV
and NPV), likelihood ratios, diagnostic accuracy and diagnos-
tic odds ratios (OR) were calculated. Moreover, the number
needed to get a false positive (NNFP) and a false negative
(NNFN) test were determined and reported, as well as their
95% confidence interval (95% CI). To avoid infinite values
in the diagnostic accuracy tests, Haldane-Anscombe correc-
tion was carried out. Missing data were excluded from the ana-
lysis and a two-tailed test was performed for all statistical
analysis.

Objective 2: Construct validity. Relationships between
health-related outcomes (socioeconomic status, education
level, smoking habit, polypharmacy, self-perceived health,
comorbidities, depression, falls and hospitalization) in
those participants categorized with both syndromes accord-
ing to the index test compared to their healthy counterpart
were assessed using unadjusted and adjusted logistic regres-
sion analyses for age, sex, and BMI. The OR and their 95%
CI were calculated. A unidirectional approach (one-tail)
was performed for all statistical analysis.

Results

Participants characteristics

A total of 775 individuals took part in this study. Among
them, a total of 59 individuals were excluded due to a poten-
tial risk of dementia (Mini-Cog< 3 points) and 17 individuals
were excluded due to an implanted electronic device.
Furthermore, a total of 10 individuals were excluded from
data analysis due to the lack of essential data (i.e. femur
length and circumference measurements), and three indivi-
duals were lost due to unintentional video deleted. Thus, a
total of 406 women and 280 men were finally included.

According to the Fried’s frailty phenotype, participants
were classified as frail 3.1% (n= 21), prefrail 35.3% (n=
242), and robust 61.6% (n= 423). The EWGSOP2 criteria
diagnosed sarcopenia5STS + ASM in a total of 11.1% (n=
76) and sarcopenia5STS + SMI in a total of 6.1% (n= 42) par-
ticipants. Finally, the prevalence of both syndromes, i.e.
people categorized as frail or prefrail plus sarcopenia was
in a range from 2.9% to 7.2% depending on the diagnosis
criteria used for sarcopenia assessment. Detailed informa-
tion about sample characteristics is reported in Table 1.
No serious adverse events were reported performing
neither the index test nor the reference standards, but
some participants hit their head against the wall when
sitting down during the 5STS test because the chair was
placed next to the wall.

Objective 1: diagnostic accuracy

After a set of multiple regression equations, muscle power and
calf circumference represented the best-explained model to
detect both syndromes compared to either condition alone

and healthy participants (Supplementary Material, Table S1).
Therefore, these predictive equations were integrated into
the App to assess their diagnostic accuracy (Figure 1).

Our sensitivity analysis showed that the App discrimi-
nated the simultaneous presence of both syndromes with
AUC values from 0.74 (95% CI: 0.63–0.86) to 0.88 (95%
CI: 0.78–0.93) compared to either condition alone, i.e.
frail, prefrail or sarcopenic individuals. As expected, the
ability to detect the presence of both syndromes compared
to healthy individuals (robust or non-sarcopenic) improved
with AUC values from 0.84 (95% CI: 0.73–0.94) to 0.96
(95% CI: 0.84–0.99) (Table 2). However, when the App
was used to discriminate between both syndromes to those
classified with either condition alone and healthy individuals,
the AUC values ranged from 0.80 (95% CI: 0.70–0.91) to
0.92 (95% CI: 0.88–0.96). These results showed sensitivity
values in a range of 75% to 100% and specificity values in
a range of 81.7% to 87.2% depending on the diagnostic cri-
teria used to determine sarcopenia (Table 3). From each
100 individuals tested, a range from 13 to 17 individuals
could get a false positive test whereas a range from 0 to 2
individuals could get a false negative test. Additional infor-
mation about diagnostic performance of the App is shown
in Table 3. Cross-tabulations of the index test and the refer-
ence standards of sarcopenia can be found in Supplementary
Material, Table S2.

Objective 2: construct validity

The presence of both syndromes in combination as detected
by the App showed relationships with several health-related
outcomes regardless of the diagnostic criteria used to deter-
mine sarcopenia. Concretely, in our adjusted analysis parti-
cipants diagnosed with both frailty or prefrailty plus
sarcopenia5STS +ASM syndromes showed an increased odds
to present low educational levels (OR: 2.29; 95% CI:
1.27–4.14), low socioeconomic level (OR: 2.35; 95% CI:
1.13–4.89), comorbidity (OR: 4.30 ; 95% CI: 1.69–10.96),
smoking habit (OR: 2.73; 95%CI: 1.18–6.33), polyphar-
macy (OR: 5.00; 95% CI: 2.73–9.15), depression (OR:
4.56; 95% CI: 2.45–8.49), poor self-perceived health
(OR: 6.39; 95% CI: 3.50–11.69), falls (OR: 2.35; 95%
CI: 1.16–4.76), and hospitalization (OR: 2.84; 95%CI:
1.38–5.84), compared to their healthy counterpart. Similar
relationships were observed for those participants categor-
ized by the App with the presence of both frailty or prefrailty
plus sarcopenia5STS+ SMI syndromes, but with the exception
of the socioeconomic level and smoking habit. Detailed
results are shown in Table 4.

Discussion
This study aimed to validate a video analysis App based
on sit-to-stand kinetic and anthropometric data to detect
community-dwelling older adults diagnosed with both frailty

Montemurro et al. 5



Table 1. Sample characteristics (n= 686).

Outcome Women Men

n of participants (%) 406 (59.2) 288 (40.8)

Age (years) 71 (68–75) 72 (68–76)

Weight (kg) 66.4 (59.6–73.2) 79.3 (71.6–88.5)

Height (m) 1.55 (1.51–1.59) 1.68 (1.64–1.72)

BMI (kg/m2) 27.4 (24.4–30.1) 28.1 (25.8–31.2)

ASM (kg) 14.4 (13.2–15.7) 20.1 (18.7–22.3)

SMI (kg/m2) 5.9 (5.5–6.4) 7.2 (6.7–7.7)

MUA circumference (m) 0.29 (0.27–0.31) 0.29 (0.28–0.31)

Calf circumference (m) 0.36 (0.34–0.38) 0.37 (0.35–0.39)

Femur length (m) 0.36 (0.34–0.38) 0.39 (0.36–0.40)

Handgrip strength (kg) 22.6 (19.9–25.5) 37.8 (32.5–41.5)

4 m Usual Gait Speed (m/s) 3.3 (2.9–3.9) 3.3 (2.9–3.9)

5STS (s) 12.1 (10.6–14.1) 12.2 (10.7–14.2)

Sit To Stand App variables

Mean time (sec) 0.7 (0.1) 0.6 (0.1)

Mean power (W/kg) 5.0 (1.1) 5.8 (1.0)

Robust (%) 256 (63.0) 167 (59.6)

Prefrail (%) 139 (34.2) 103 (36.8)

Frail (%) 11 (2.7) 10 (3.6)

Sarcopenia5STS + ASM (%) 46 (11.3) 30 (10.7)

Sarcopenia5STS + SMI (%) 18 (4.4) 24 (8.6)

Frail or prefrail plus sarcopenia5STS + ASM (%) 28 (6.9) 22 (7.8)

Frail or prefrail plus sarcopenia5STS + SMI (%) 8 (1.9) 12 (4.3)

Physical activity levels (%)

Physically active 384 (94.6) 238 (85.0)

Sedentary 22 (5.4) 42 (15.0)

Continuous variables are shown as means and standard deviations or median and interquartile range due to non-normal distribution, while categorical
variables are shown as absolute frequencies and percentages. BMI: Body mass index; MUA: Mid-upper arm; ASM: Appendicular skeletal muscle mass; SMI:
Skeletal muscle index; 5STS: 5 times sit-to-stand test.
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or prefrailty plus sarcopenia syndromes. In general, the App
demonstrated excellent to outstanding ability (AUC range:
0.80–0.92) to discriminate both syndromes from their respect-
ive counterparts, regardless the diagnostic criteria used for sar-
copenia assessment. Additionally, the simultaneous presence of

both syndromes detected by our index test was associated with
an increased odds of adverse health-related outcomes such as
polypharmacy, comorbidities, smoking habit depression, poor
self-perceived health, falls, hospitalization, as well as low edu-
cational attainment and socioeconomic status.

Figure 1. User interface of the Sit to Stand App running on an iPhone 13. Top left panel: Settings for selecting the different criteria
proposed by the EWSGOP2 guideline. Top middle panel: Participant characteristic required by the App. Top right panel: Results from the
App after video analysis. Horizontal panel: Video analysis at 240 frames-per-second selecting the first frame corresponding to the
beginning of the rising phase, when the white dot crosses the first horizontal grip line on the screen. Example for a men diagnosed with
both syndromes by the App with femur length 0.442 m and calf circumference of 0.343 m.
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Table 2. Sensitivity analysis of the Sit to Stand App to detect both syndromes compared to either condition alone and compared to healthy
individuals.

Both syndromes Either condition alone (n= 239) Healthy individuals (n= 397)

Prefrail or frail plus sarcopenia5STS + ASM (n= 50)

Women 0.74 (0.63–0.86) 0.84 (0.73–0.94)

Men 0.88 (0.81–0.95) 0.95 (0.90–0.99)

Either condition alone (n= 260) Healthy individuals (n= 406)

Prefrail or frail plus sarcopenia5STS + SMI (n= 20)

Women 0.82 (0.70–0.94) 0.92 (0.81–1.00)

Men 0.86 (0.78–0.93) 0.96 (0.84–0.99)

Either condition alone is referred to frail, prefrail or sarcopenic people, whereas healthy individuals are referred to non-sarcopenic or robust people. Data are
reported as area under the curve with their 95% confidence interval. 5STS: 5 times sit-to-stand test; ASM: Appendicular skeletal muscle mass; SMI: Skeletal
muscle index.

Table 3. Sit to Stand App diagnostic accuracy to detect both syndromes compared to either condition alone plus healthy (n= 686).

Diagnostic accuracy

Women (n= 406) Men (n= 280)

Prefrail or frail individuals plus Prefrail or frail individuals plus

SarcopeniaASM + 5STS SarcopeniaSMI + 5STS SarcopeniaASM + 5STS SarcopeniaSMI + 5STS

Cut-off point 0.090779 0.0258324 0.1052374 0.0469779

AUC 0.80 (0.70–0.91) 0.89 (0.79–1.00) 0.92 (0.87–0.97) 0.92 (0.88–0.96)

Sensitivity 75.0 (55.1–89.3) 87.5 (47.4–99.7) 95.5 (77.2–99.9) 100 (73.5–100)

Specificity 86.0 (82.1–89.3) 87.2 (83.5–90.3) 86.4 (81.6–90.4) 81.7 (76.6–86.2)

Accuracy 85.2 (81.4–88.5) 87.2 (83.6–90.3) 87.1 (82.7–90.8) 82.5 (77.5–86.8)

PLR 5.3 (3.8–7.4) 6.8 (4.7–9.8) 7.0 (5.1–9.7) 5.5 (4.2–7.1)

NLR 0.29 (0.15–0.55) 0.1 (0.1–0.9) 0.1 (0.1–0.3) 0.0 (0.0–0.2)a

PPV 28.4 (22.2–35.5) 12.1 (8.7–16.5) 37.5 (30.3–45.3) 19.7 (16.0–24.0)

NPV 97.9 (96.1–98.9) 99.7 (98.2–100) 99.6 (97.0–99.9) 100 (97.8–100)

DOR 18.4 (7.4–45.4) 47.6 (5.7–395.1) 133.8 (17.4–1026.4) 110.8 (6.4–1904.1)a

NNFP (1:100) 13.1 (9.8–16.3) 12.6 (9.3–15.8) 12.5 (8.6–16.4) 17.5 (13.0–21.9)

NNFN (1:100) 1.7 (0.5–3.0) 0.2 (0–0.7) 0.4 (0–1.1) 0.2 (0–0.7)a

Diagnostic accuracy parameters are presented as percentages; 95% confidence interval can be observed between parentheses. ASM: Appendicular skeletal
muscle mass; SMI: Skeletal muscle index; 5STS: 5 times sit-to-stand test; AUC: Area under the curve; PLR: Positive likelihood ratio; NLR: Negative likelihood
ratio; PPV: Positive predictive value; NPV: Negative predictive value; DOR: Diagnostic odds ratio; NNFP: Number needed to get a false positive; NNFN: Number
needed to get a false negative. aHaldane-Anscombe correction. Cut-off points are based on predictive probability.
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Nowadays, different options to screening for sarcopenia or
frailty are available in ordinary clinical practice. Concretely,
the EWGSOP2 recommends the use of SARC-F screening
tool for the detection of possible cases of sarcopenia, repre-
senting an inexpensive and accessible method.1 However,
despite the good reliability, a recent systematic review and
meta-analysis from 29 studies (n= 21,855 participants)
recommends to apply the diagnostic criteria without screen-
ing because the SARC-F showed low to moderate sensitivity
(29%–55%) which could lead to a high rate of false negative
results.31 Similarly, the SARC-F has been suggested as a
possible option to detect frailty in older adults. However,

in spite of the excellent specificity values observed
(92.6%), this screening tool may not be suitable due to its
low sensitivity (46.2%).32 Other more sophisticated instru-
ments have been used in a research context for analyzing
kinetic and kinematic variables derived from functional
test. Vertical velocity, power and impulse obtained during
the sit-to-stand test using inertial measurement units demon-
strated excellent discriminatory capacity to distinguish
among robust, prefrail, and frail individuals (AUC>
93%).15 Similarly, vertical ground reaction force during the
sit-to-stand test using a force plate was able to discriminate
between sarcopenic and non-sarcopenic individuals with

Table 4. Construct validity. Risk factors for both syndromes detected by the Sit to Stand App compared to their healthy counterpart.

Prefrail or frail individuals plus Prefrail or frail individuals plus

Sarcopenia5STS + ASM Sarcopenia5STS + SMI

Risk factors (n) OR (95% CI) Adjusted OR (95% CI) Adjusted

Education level High level 356

Low level 319 3.52 (2.04–6.07)* 2.29 (1.27–4.14)* 4.14 (1.74–9.84)* 2.98 (1.13–7.80)*

Socioeconomic level High level 545

Low level 97 2.77 (1.47–5.22)* 2.35 (1.13–4.89)* 1.13 (0.32–4.01) 0.78 (0.18–3.40)

Comorbidities < 2 pathologies 314

≥ 2 pathologies 372 4.52 (1.88–10.86)* 4.30 (1.69–10.96)* 3.47 (1.00–11.98)* 3.91 (1.02–14.96)*

Smoking habit Not smoking 611

Smoking 74 1.31 (0.86–2.68) 2.73 (1.18–6.33)* 1.45 (0.50–4.19) 1.80 (0.53–6.14)

Polypharmacy < 5 drugs 538

≥ 5 drugs 145 6.09 (5.60–10.30)* 5.00 (2.73–9.15)* 6.48 (2.99–14.05)* 6.65 (2.47–17.88)*

Self-perceived health High level 553

Low level 133 6.41 (3.78–10.86)* 6.39 (3.50–11.69)* 7.12 (3.28–15.48)* 9.60 (3.62–25.40)*

Depression Not depressed 557

Depressed 129 4.92 (2.85–8.49)* 4.56 (2.45–8.49)* 4.21 (1.87–9.50)* 4.16 (1.60–10.82)*

Falls last year < 2 falls 599

≥ 2 falls 85 2.50 (1.34–4.68)* 2.35 (1.16–4.76)* 3.03 (1.24–7.40)* 3.16 (1.04–9.60)*

Hospitalization Not hospitalized 594

Hospitalized 90 1.34 (1.80–6.21)* 2.84 (1.38–5.84)* 5.69 (2.50–12.98)* 3.20 (1.16–8.84)*

ASM: Appendicular skeletal muscle mass; SMI: Skeletal muscle index; 5STS: 5 times sit-to-stand test; OR: Odds ratio; CI: Confidence interval. Adjusted OR for
age, sex, and body mass index. Statistical significance at an alpha level of 0.05 is represented by asterisks (*P < .05).
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AUC values of 87.9% and 84.4% for men and women,
respectively.33 However, these studies employed expensive
and/or time-consuming technologies, which requires of tech-
nical competence for data analysis, representing a potential
barrier for its implementation in clinical practice. Our
results were similar to those reported in previous studies
(AUC range: 80–92%) but providing an affordable and
easy-to-use App for detecting the combined presence of
both syndromes with the advantage of overcoming the afore-
mentioned issues. This tool consisted in an updated version
of a previous validated App based on muscle power values
but adding calf circumference anthropometric measured.17,18

Mid-upper arm circumference has been observed to be a reli-
able alternative to muscle mass for sarcopenia diagnosis, as
well as an important predictor of frailty.22,34 However, previ-
ous studies claimed that calf circumference could be a better
marker of muscle mass than mid-upper arm circumference,
since fat deposits in this body area are less likely than
other regions.20 These findings could explain the reason
why calf circumference plus muscle power represented the
best-explained model for detecting both syndromes in our
study. Muscle power was shown to be a strong predictor of
mortality, independently of muscle strength, muscle mass,
and physical activity levels.35 Similarly, calf circumference
has been independently associated to an elevated risk of mor-
tality at 9 years of follow-up.36 These findings highlight the
use of these variables integrated into a simple smartphone
App for routine evaluation in a clinical setting.

The term sarcopenia has usually been used as a synonym
of physical frailty probably because they share diagnostic cri-
teria. Since there is no an established gold standard to detect
both conditions simultaneously, the diagnostic ability of our
App was tested against the most employed diagnostic tools,
the EWGSOP2 recommendations and the Fried’s frailty
phenotype. Both tools use handgrip strength to determine
muscle weakness as diagnostic criterion in their definition.
Since the cut-off points established in sarcopenia assessment
are lower than the ones established in frailty, a subject diag-
nosed with probable sarcopenia would automatically be cate-
gorized as prefrail, leading to an overlap between these two
syndromes. Thus, in order to avoid a misleading overlap
between conditions, the 5STS test was used in our study
for muscle strength assessment in sarcopenia diagnosis.
Additionally, two definitions of sarcopenia were used in
our study because it has been recently reported that there is
scarce overlap when sarcopenia is confirmed by a reduction
in ASM or SMI, i.e. nearly 50% people diagnosed as
sarcopenic5STS +ASM were categorized as non-sarcopenic
using the sarcopenia5STS+ SMI criterion.

37 In spite of this,
the App reported good to excellent accuracy values
(82.5%–87.2%) to identify the simultaneous presence of
both syndromes regardless the definition used for sarcopenia
diagnosis. The low PPV observed (12.1%–37.5%) could be
influenced by the low prevalence rate (2.9%–7.2%) found in
our study. This could be probably due to the fact that subjects

were enrolled from elderly social centers in which physical
activity is highly promoted. In fact, 85% of men and
almost 95% of women were categorized as physically
active. A recent systematic review observed that physical
activity could take an essential role in the prevention of
both frailty and sarcopenia syndromes.38 Even though
these results seem not to differ from the ones of other screen-
ing tools employed for the identification of either sarcopenia
or frailty alone in community-dwelling older adults.31,39 The
NPV observed was excellent (97.5%–100%), indicating that
this tool is very suitable to rule out the presence of both syn-
dromes in community-dwelling older adults. This is sup-
ported by the low number needed to detect a false negative
which ranged from 0% to 1.7%, i.e. in the worst-case scen-
ario, for each 100 individuals analyzed with this App only
2 of them could get a false negative test. Additionally, our
sensitivity analysis supported the notion that this App was
capable to ascertain the presence of both syndromes com-
pared to those participants categorized with either condition
alone (frails, prefrails, or sarcopenic) (AUC range: 0.74–
0.88) or compared to those participants categorized as
healthy (robust or non-sarcopenic) (AUC range: 0.84–
0.96). Therefore, these findings confirm that our analyses
are not influenced by the presence of healthy individuals
with extreme values of predictive probability.

Furthermore, participants identified with both syndromes by
the App showed an increased odds for adverse health-related
outcomes like falls, hospitalization, depression, polypharmacy,
comorbidities, smoking habit, poor self-perceived health, as
well as low educational and socioeconomic level compared
to their healthy counterpart. These results are not surprising
since previous studies have reported an increased risk of
adverse outcomes such as falls, increased disability, or even
threefold of mortality risk in those classified with both syn-
dromes compared to their healthy counterparts.9,10,40 These
results stress out the important consequences of the combin-
ation of sarcopenia and frailty for older adults’ health. This
App may provide clinicians the opportunity to early detect
frailty or prefrailty plus sarcopenia syndromes, and especially
to exclude their simultaneous presence, with the advantage of
being an easy, affordable, and efficient tool.

This study is not without limitations. First, this was a
retrospective diagnostic study, so its external validity is
limited. However, this study represents the basis for
future prospective validations. Additionally, participants’
muscle mass was assessed through bioelectrical impedance
analysis, which is a reliable tool but not the gold standard
for muscle mass measurement. However, as recommended
by the EWGSOP2 guideline, Sergi’s cross-validated equa-
tion was used in order to overcome this issue.1,29 Last,
the index test was associated with adverse health-related
outcomes, but these outcomes were recorded in the form
of self-reported questionnaire, and the cross-sectional
nature of the study design do not allow causal relationship
among variables.
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Conclusions
The updated version of the Sit to Stand App combining
muscle power and calf circumference seems to be a reliable
tool to detect and rule out the simultaneous presence of
frailty or prefrailty plus sarcopenia syndromes in Spanish
community-dwelling older adults. Moreover, individuals iden-
tified by the App were more likely to present health-related
risk factors compared to their healthy counterpart. Further
studies are needed to independently evaluate the external val-
idity of this App in community-dwelling older adults.

Acknowledgements: The authors would like to thank the elderly
social centers for their kind availability and for facilitating the
spaces as well as the materials for the development of this study.

Contributorship: All authors were involved in protocol
development, patient recruitment and data analysis. AM wrote the
first draft of the manuscript. All authors reviewed and edited the
manuscript and approved the final version of the manuscript.
JDRC, JJRJ & MdMMM acquired the fundings. JDRC was
involved in gaining ethical approval.

Declaration of conflicting interests: The authors declared no
potential conflicts of interest with respect to the research,
authorship, and/or publication of this article.

Ethical approval: The ethics committee of Catholic University of
Murcia approved this study (CE022108).

Funding: The author(s) disclosed receipt of the following financial
support for the research, authorship, and/or publication of this article:
This work was supported by Universidad Católica de Murcia [grant
number PMAFI-07/19] and by the Comunidad Autónoma de la
Región de Murcia grants for the development of scientific and
technical research by competitive groups included in the Programa
Regional de Fomento de la Investigación Científica y Técnica de la
Fundación Séneca-Agencia de Ciencia y Tecnología de la Región de
Murcia (grant number 21639/PDC/21).

Guarantor: JDRC

ORCID iD: Juan D. Ruiz-Cárdenas https://orcid.org/0000-
0002-8882-4965

Supplemental material: Supplemental material for this article is
available online.

References
1. Cruz-Jentoft AJ, Bahat G, Bauer J, et al. Sarcopenia: revised

European consensus on definition and diagnosis. Age Ageing
2019; 48: 16–31.

2. Ma L. Current situation of frailty screening tools for older
adults. J Nutr Health Aging 2019; 23: 111–118.

3. Kojima G, Liljas AEM and Iliffe S. Frailty syndrome: impli-
cations and challenges for health care policy. Risk Manag
Healthc Policy 2019; 12: 23–30.

4. Collard RM, Boter H, Schoevers RA, et al. Prevalence of
frailty in community-dwelling older persons: a systematic
review. J Am Geriatr Soc 2012; 60: 1487–1492.

5. Petermann-Rocha F, Balntzi V, Gray SR, et al. Global preva-
lence of sarcopenia and severe sarcopenia: a systematic
review and meta-analysis. J Cachexia Sarcopenia Muscle
2022; 13: 86–99.

6. Fried LP, Tangen CM, Walston J, et al. Frailty in older adults:
evidence for a phenotype. J Gerontol A Biol Sci Med Sci
2001; 56: M146–M156.

7. Álvarez-Bustos A, Carnicero-Carreño JA, Davies B, et al.
Role of sarcopenia in the frailty transitions in older adults: a
population-based cohort study. J Cachexia Sarcopenia
Muscle 2022; 13: 2352–2360.

8. Davies B, García F, Ara I, et al. Relationship between sarco-
penia and frailty in the Toledo study of healthy aging: a popu-
lation based cross-sectional study. J Am Med Dir Assoc 2018;
19: 282–286.

9. Davies B, Walter S, Rodríguez-Laso A, et al. Differential
association of frailty and sarcopenia with mortality and dis-
ability: insight supporting clinical subtypes of frailty. J Am
Med Dir Assoc 2022; 23: 1712–1716.e3.

10. Thompson MQ, Yu S, Tucker GR, et al. Frailty and sarcope-
nia in combination are more predictive of mortality than either
condition alone. Maturitas 2021; 144: 102–107.

11. Offord NJ, Clegg A, Turner G, et al. Current practice in the
diagnosis and management of sarcopenia and frailty –
results from a UK-wide survey. J Frailty Sarcopenia Falls
2019; 4: 71–77.

12. Bruyère O, Buckinx F, Beaudart C, et al. How clinical practi-
tioners assess frailty in their daily practice: an international
survey. Aging Clin Exp Res 2017; 29: 905–912.

13. Reid KF, Pasha E, Doros G, et al. Longitudinal decline of
lower extremity muscle power in healthy and mobility-limited
older adults: influence of muscle mass, strength, composition,
neuromuscular activation and single fiber contractile proper-
ties. Eur J Appl Physiol 2014; 114: 29–39.

14. Skelton DA, Greig CA, Davies JM, et al. Strength, power and
related functional ability of healthy people aged 65-89 years.
Age Ageing 1994; 23: 371–377.

15. Millor N, Lecumberri P, Gomez M, et al. Gait velocity and
chair sit-stand-sit performance improves current frailty-status
identification. IEEE Trans Neural Syst Rehabil Eng Publ
IEEE Eng Med Biol Soc 2017; 25: 2018–2025.

16. Zech A, Steib S, Sportwiss D, et al. Functional muscle power
testing in young, middle-aged, and community-dwelling
nonfrail and prefrail older adults. Arch Phys Med Rehabil
2011; 92: 967–971.

17. Orange ST, Metcalfe JW, Liefeith A, et al. Validity of various
portable devices to measure sit-to-stand velocity and power in
older adults. Gait Posture 2020; 76: 409–414.

18. Ruiz-Cárdenas JD, Rodríguez-Juan JJ, Smart RR, et al.
Validity and reliability of an iPhone App to assess time, vel-
ocity and leg power during a sit-to-stand functional perform-
ance test. Gait Posture 2018; 59: 261–266.

19. Ruiz-Cárdenas JD, Montemurro A, Del Mar Martínez-García
M, et al. Concurrent and discriminant validity and reliability

Montemurro et al. 11

https://orcid.org/0000-0002-8882-4965
https://orcid.org/0000-0002-8882-4965
https://orcid.org/0000-0002-8882-4965


of an Android App to assess time, velocity and power during
sit-to-stand test in community-dwelling older adults. Aging
Clin Exp Res 2023; 35: 1631–1640.

20. Santos LP, Gonzalez MC, Orlandi SP, et al. New prediction
equations to estimate appendicular skeletal muscle mass
using calf circumference: results from NHANES 1999–
2006. JPEN J Parenter Enteral Nutr 2019; 43: 998–1007.

21. Landi F, Onder G, Russo A, et al. Calf circumference, frailty
and physical performance among older adults living in the
community. Clin Nutr Edinb Scotl 2014; 33: 539–544.

22. Hu FJ, Liu H, Liu XL, et al. Mid-upper arm circumference as
an alternative screening instrument to appendicular skeletal
muscle mass Index for diagnosing sarcopenia. Clin Interv
Aging 2021; 16: 1095–1104.

23. Rose Berlin Piodena-Aportadera M, Lau S, Chew J, et al. Calf
circumference measurement protocols for sarcopenia screen-
ing: differences in agreement, convergent validity and diag-
nostic performance. Ann Geriatr Med Res 2022; 26: 215–224.

24. Reijnierse EM, de van der Schueren MAE, Trappenburg MC,
et al. Lack of knowledge and availability of diagnostic equip-
ment could hinder the diagnosis of sarcopenia and its manage-
ment. PloS One 2017; 12: e0185837.

25. Yeung SSY, Reijnierse EM, Trappenburg MC, et al. Current
knowledge and practice of Australian and New Zealand
health-care professionals in sarcopenia diagnosis and treat-
ment: time to move forward!. Australas J Ageing 2020; 39:
e185–e193.

26. Guralnik JM, Cawthon PM, Bhasin S, et al. Limited physician
knowledge of sarcopenia: a survey. J Am Geriatr Soc 2023;
71: 1595–1602.

27. Taylor JK, Fox J, Shah P, et al. Barriers to the identification of
frailty in hospital: a survey of UK clinicians. Future Healthc J
2017; 4: 207–212.

28. Montemurro A, Ruiz-Cárdenas JD, Martínez-García MDM,
et al. Validity of an iPhone app to detect prefrailty and sarco-
penia syndromes in community-dwelling older adults: the
protocol for a diagnostic accuracy study. Sensors 2022; 22:
6010.

29. Sergi G, De Rui M, Veronese N, et al. Assessing appendicular
skeletal muscle mass with bioelectrical impedance analysis in
free-living Caucasian older adults. Clin Nutr Edinb Scotl
2015; 34: 667–673.

30. Bujang MA and Adnan TH. Requirements for minimum
sample size for sensitivity and specificity analysis. J Clin
Diagn Res JCDR 2016; 10: YE01–YE06.

31. Voelker SN, Michalopoulos N, Maier AB, et al. Reliability
and concurrent validity of the SARC-F and its modified ver-
sions: a systematic review and meta-analysis. J Am Med Dir
Assoc 2021; 22: 1864–1876.e16.

32. Bahat G, Ozkok S, Kilic C, et al. SARC-F questionnaire
detects frailty in older adults. J Nutr Health Aging 2021;
25: 448–453.

33. Kera T, Kawai H, Takahashi J, et al. Development of a screen-
ing formula for sarcopenia using ground reaction force during
sit-to-stand motion. Gait Posture 2022; 93: 177–182.

34. Valdiviesso R, Azevedo LF, Moreira E, et al. Frailty pheno-
type and associated nutritional factors in a sample of
Portuguese outpatients with heart failure. Nutr Metab
Cardiovasc Dis NMCD 2021; 31: 2391–2397.

35. Metter EJ, Talbot LA, Schrager M, et al. Arm-cranking
muscle power and arm isometric muscle strength are inde-
pendent predictors of all-cause mortality in men. J Appl
Physiol Bethesda Md 1985 2004; 96: 814–821.

36. Fernandes DdS, Juvanhol LL, Lozano M, et al. Calf circum-
ference is an independent predictor of mortality in older
adults: An approach with generalized additive models. Nutr
Clin Pract 2022; 37: 1190–1198.

37. Montemurro A, Ruiz-Cárdenas JD, Martínez-García MDM,
et al. Consequences of applying the different criteria of the
EWGSOP2 guideline for sarcopenia case-finding in Spanish
community-dwelling older adults. Arch Gerontol Geriatr
2023; 109: 104964.

38. Oliveira JS, Pinheiro MB, Fairhall N, et al. Evidence on phys-
ical activity and the prevention of frailty and sarcopenia
among older people: a systematic review to inform the
world health organization physical activity guidelines. J
Phys Act Health 2020; 17: 1247–1258.

39. Clegg A, Rogers L and Young J. Diagnostic test accuracy of
simple instruments for identifying frailty in
community-dwelling older people: a systematic review. Age
Ageing 2015; 44: 148–152.

40. Mori H and Tokuda Y. Differences and overlap between sar-
copenia and physical frailty in older community-dwelling
Japanese. Asia Pac J Clin Nutr 2019; 28: 157–165.

12 DIGITAL HEALTH


	 Introduction
	 Methods
	 Design and protocol registration
	 Study participants and eligibility criteria
	 Data collection procedure
	 Index test: muscle power, calf and mid-upper arm circumference
	 Reference standards
	 Construct validity: risk factors for adverse health-related outcomes
	 Sample size estimation
	 Statistical analysis

	 Results
	 Participants characteristics
	 Objective 1: diagnostic accuracy
	 Objective 2: construct validity

	 Discussion
	 Conclusions
	 Acknowledgements
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


