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Introduction

Ageing is associated with changes in body composition 
including a decline in muscle mass and function (1). These 
changes are associated with an increased risk of  falls (2), 
fracture (3, 4), reduced quality of life and death in older 
people (5). Age-related decline in muscle strength has been 
directly attributed to loss of muscle mass (6). However, recent 
evidence suggests that age-associated decline in muscle mass 
and strength occur at different rates and muscle mass may 
account for as little as 5% of the decrease in muscle strength 
(7). Besides, maintaining or improving muscle mass does 
not prevent age-related decline in muscle strength (1). Given 
these potential differences, variations may also exist in the 
associations between low muscle mass and strength and long-
term health outcomes among older people.  For example, 
low muscle strength, but not muscle mass, has been shown to 
be associated with poor mobility, physical disability (8) and 
mortality over 6 years (5). However, few long-term prospective 
studies have compared the association of muscle mass, strength 
and muscle quality in predicting health outcomes such as falls, 
fracture and mortality in community-dwelling older people. 
Finding the most valid predictor of important clinical endpoints 
such as falls risk and fracture is crucial in identifying older 

people at risk. Furthermore, it could also help in the design of 
intervention trials. 

This prospective study aims to describe the association  of 
low muscle mass and function with falls risk, incident fracture 
and all-cause mortality over 10 years in community-dwelling 
older adults.  We hypothesized that low muscle function may be 
more relevant in predicting 10-year falls risk, incident fracture 
and all-cause mortality.  

Data and Methods 

Sample and Study Setting 
The Tasmanian Older Adult Cohort (TASOAC) study is 

a prospective, population-based study primarily aimed 
at examining the causes and progression of osteoarthritis. 
Participants aged 50 years and above were selected using a 
sex-stratified random sampling technique from the electoral 
roll in Southern Tasmania (population 229,000).  A total of 
1099 adults (response rate = 57%) consented to participate in 
the study. Participants were excluded if they had any implants 
that would prevent them from undergoing an MRI or they 
were living in a nursing home. Participants who consented to 
participate in the study were invited to attend a clinic at the 
Menzies Institute for Medical Research, Hobart, Tasmania 
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between March 2002 and September, 2004. They were invited 
for follow–up clinic assessments at 2.5, 5, and 10 years after 
the initial clinic assessment. The study was approved by the 
Tasmanian Health and Medical Research Ethics Committee and 
written informed consent was obtained from all participants.  

Baseline measures 

Muscle strength measures 
Lower-l imb muscle strength (kg) was measured 

simultaneously for both limbs using a dynamometer (TTM 
Muscular Meter, Tokyo, Japan). Participants stood on the 
back of a dynamometer platform with their backs against 
a wall and knee flexed to 115°. A bar was attached to the 
dynamometer, and participants were instructed to lift the bar 
using their lower-limbs only to maximum contractile force, 
whilst maintaining proper head and neck posture. This test 
assessed the isometric strength of the whole lower-limbs, but 
predominantly of the quadriceps and hip extensors. Two trials 
were recorded, with the mean score taken as the criterion value 
for lower-limbs muscle strength (9). The intra-class correlation 
coefficient (ICC) for the first and second trial was 0.95 (95% 
CI: 0.94–0.96). Handgrip strength (psi) was measured using a 
pneumatic handheld bulb dynamometer (North CoastTM bulb 
dynamometer; adult 0-30 psi, model no. 70154). Participants 
were required to grip the bulb and squeeze as hard as possible. 
Two trials were recorded for the right and left hand and the 
mean of grip strength both hands was calculated.

Body composition
Body composition was measured using dual energy X-ray 

absorptiometry (DXA; Hologic Delphi, Hologic, Waltham 
USA). Appendicular lean mass (ALM), in kilograms, was 
calculated as the sum of lean mass in the upper and lower limbs. 
Weight (kg) was measured using electronic scales (Heine, 
Dover, USA). Height (cm) was measured using the Leicester 
stadiometer (Invicta, Leicester, UK). Body mass index was 
calculated as weight (kg) divided by height (m) squared.   

  
Measures of low muscle mass and function 
Four measures of low muscle mass (anthropometric 

measures) and four measures of low muscle function 
(pe r fo rmance -based  measures )  were  cons ide red . 
Anthropometric measures were ALM/height2 (ALMHHLOW) 
(3), ALM /body mass index [BMI] (ALMBMILOW) (10), ALM/
weight multiplied by 100 (ALMLOW)  (11) and the residuals 
of the linear regression of ALM on height and DXA derived 
total body fat (ALMRLOW) (12). Performance-based measures 
were handgrip strength (HGSLOW), lower-limb muscle strength 
(LMSLOW) (5) , upper-limb muscle quality (UMQLOW), and 
lower-limb muscle quality (LMQLOW). UMQLOW was defined as 
handgrip strength divided by the sum of lean mass in the right 
and left upper limb and LMQLOW was defined as lower limb 
muscle strength divided by the sum of lean mass in the left and 

right lower limb (8). Participants in the lowest 20% of the sex-
specific distribution for each anthropometric or performance-
based measure were classified as having low muscle mass or 
function (8, 12). 

10 year falls risk
Falls risk at 10 years was assessed using the short form 

Physiological Profile Assessment (PPA) (Prince of Wales 
Medical Research Institute, Sydney, Australia), a valid and 
reliable tool used to identify individuals who are at risk of falls 
(13). The PPA assesses five physiological domains (visual 
contrast sensitivity, reaction time, knee extension strength, 
proprioception and postural sway on foam) and a standardized 
falls risk score is calculated for each individual using these five 
domains. 

Fracture 
At each study visit participants were asked to list, by 

location, any fractures they had since their previous visit. Those 
who experienced at least one fracture between the baseline 
and 10-year follow-up assessment were coded as ‘1’ (incident 
fracture.) and those without any fracture were coded ‘0’ (no 
incident fracture). 

Mortality
Mortality over 10 years was ascertained through national 

and state death registries. Data on mortality was collected until 
August 2015.

Data analysis
Linear regression analyses with adjustment for age at 

baseline were used to estimate the association of low muscle 
mass and function with 10-year falls risk. Poisson regression 
was used to estimate incident rate ratios for fracture and 
mortality over 10 years. Statistical interaction between sex and 
each measure of muscle mass and function was assessed by a 
test of significance of a product term. Data was analysed using 
Stata version 12.

Results

One thousand and ninety-nine participants attended the 
baseline clinics. Of these, 1041 (63 ± 7.5 years; 50% female) 
completed all anthropometric and muscle function assessments 
and were included in our analyses. From baseline to 10-year 
clinic assessments, 489 (47%) participants were lost to follow-
up. Compared to participants retained at the 10-year follow-up 
assessment, participants lost to follow-up were older (64.5±8.0 
[range: 51 – 80.9 years] vs. 61.4±6.6 [range: 51.1 – 79.9 years], 
P<0.001), had greater number of chronic conditions (1.7±1.5 
vs. 1.2±1.2, P<0.001), poorer baseline ALM (24.1±5.3 vs. 
24.9±5.3, P=0.025), HGS (11.7±3.0 vs. 12.4±3.0, P<0.001) 
and LMS (87.8±45.0 vs. 96.8±50.5, P=0.003) than those who 
completed the 10 year follow-up, but no sex differences were 
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observed (P= 0.586). Baseline characteristics of the participants 
are shown in Table 1. The mean age of the participants at 
baseline was 63±7.5 (range: 51 – 81 years) and the mean fall 
risk score was 0.16 ± 0.82, indicating a mild increase in risk 
of falls. At 10 year follow-up assessment, the mean age was 
72.1±6.4 (range: 61.9 – 81.9 years) and 52% were female. The 
prevalence of low muscle mass or function is shown in Table 
2.  In women, the prevalence ranged from 13% to 23% in 50-59 
year olds, 16% to 21% in 60-69 year olds and from 15% to 
44% in those aged 70 years and above.  In men, the prevalence 
ranged from 8% to 19%, 17% to 23%, and 23% to 46% in 
50-59 year olds, 60-69 year olds and those aged 70 years 
and above age, respectively. Table 3 shows the associations 
between each anthropometric and performance-based measures 
assessed at baseline and 10-year falls risk scores, fracture 
incidence and mortality over 10 years. 

Table 1
Baseline characteristics of participants in the Tasmanian 

Older Adult Cohort (TASOAC) study (N=1041)

Variables Mean SD

Age (years) (range: 51 – 81)                                       63.0 7.5

Female, n (%) 525 50.4

Height (cm) (range: 141 – 192)                                      167.1 9.0

Weight (kg) (range: 41.6 – 119.6)                                         77.8 14.6

 BMI (kg/m2) (range: 17.8  – 52.9)                                      27.8 4.6

BMI category

     Underweight/Normal, n (%) 319 29.0

     Overweight, n (%) 477 43.4

     Obese, n (%) 303 27.6

Appendicular lean mass (kg) (range: 14.7  – 39.2)              24.5 5.3

Total body fat (%) (range: 4.4 – 54.5)                              33.8 8.0

Handgrip strength (psi†) (range: 3.9 –24.3 )                     12.1 3.0

Lower-limb muscle strength (kg) (range: 7– 256.5)                               92.5 49.1

Falls risk z-score, (range: -2.3– 3.6)                                0.17 0.82

Total hip BMD (g/cm2) (0.97 – 1.70)                 0.97 0.15

Values are mean (SD) unless stated otherwise; †psi: pounds per square inch, BMD bone 
mineral density, SD standard deviation

Falls risk 
The mean falls risk score at 10 year follow up assessment 

was 0.64 ± 1.12. There was evidence for positive associations 
between each of the four performance-based measures 
at baseline and falls risk score at 10 years. The strongest 
association was found between baseline LMSLOW and 10-year 
falls risk score (β=0.60, 95% CI: 0.39-0.81, P<0.001). No 
associations were found for anthropometric measures, or for 
any interaction between sex and each measures of muscle mass 
or function.

Fracture 
The incidence of fracture over 10 years was 16.8% (n =147). 

Evidence for an increased risk of 10-year fracture incidence was 
found only for HGSLOW. The risk of 10-year fracture incidence 
associated with HGSLOW was modified by sex (P=0.091): where 
the association was stronger for women (RR 1.63 95% CI: 
1.09-2.42, P=0.017) than men (RR 1.46 95% CI: 0.78-2.71, 
P=0.234).

Mortality 
Over the follow-up period, 14% of the participants (94 men 

and 51 women) died. Increased risk of 10-year mortality was 
associated with ALMBMILOW (RR 1.52 95% CI: 1.13 - 2.06, 
P=0.006). There was no evidence for an association with any 
other measures of muscle mass or function or for an interaction 
between sex and other measures of muscle mass or function. 

Discussion 

This is the first prospective study, to our knowledge, 
investigating the association between multiple measures of 
muscle mass and function and falls risk, incident fracture 
and mortality over 10 years in a large sample of community-
dwelling older adults. We found that all performance-based 
measures at baseline were associated with increased falls risk 
score at 10 years, but only HGSLOW and ALMBMILOWwere 
predictive of 10-year fracture incidence and mortality 
respectively. Importantly, HGSLOW was consistently associated 
with an increase in falls risk and fracture over 10 years. This 
finding demonstrates that low handgrip strength alone, a simple 
and inexpensive procedure, could be considered in clinical 
settings as a useful screening tool for identifying older adults at 
risk of falls and fracture. Low muscle mass defined according 
to ALM adjusted for BMI could be most suitable in estimating 
10-year mortality risk in older people, but requires access to 
specialised equipment.

Increased falls risk score at 10-years was associated 
with muscle function but not muscle mass. These results 
are consistent with previous studies (2, 14) and confirm the 
importance of  muscle strength even a decade earlier for 
predicting falls-risk. Prior studies have also showed that 
absolute decline in muscle strength and quality, but not muscle 
mass, are associated with functional limitations and disability 
– risk factor for falls (8).  Muscle strength decreases at a faster 
rate than muscle mass (7).  Even when muscle mass appears 
preserved, there is evidence of a decline in muscle strength 
(15), which may be attributable to age-related changes in 
neuromuscular contributors to strength including decreased 
motor unit recruitment and increased fatty infiltration of 
muscle. This rapid age-associated decline in strength may lead 
to functional limitations at an earlier stage than mass potentially 
explaining why performance-based measures are superior to 
anthropometric measures in identifying older adult with higher 
falls risk over 10 years.
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HGSLOW was the only  measure that provided evidence 
for an association with 10-year fracture incidence, and this 
is consistent with a prior study (16). Women had a higher 
prevalence of fracture (21% vs. 11.8% in men) potentially due 
to higher prevalence of osteoporosis.  Therefore, the stronger 
associations in women could be explained by low muscle 
strength and low bone density in women leading to falls related 

fractures. Contrary to our findings, previous studies have 
established an association between ALMHHLOW and fracture 
(17-19). However, these studies were cross-sectional and were 
conducted among older people admitted to a clinic facility 
(17-19). The strongest mechanical loads applied to bones 
are created by muscle contraction (4). Hence, low handgrip 
strength, a reflection of global muscle weakness of the body 

Table 2
Prevalence of low muscle mass and function at baseline stratified by sex and age (N = 1041)

Men Women
Low muscle mass 
/ function

50-59 years
(n=204)

60-69 years 
(n=200)

≥70 years 
(n=112)

50-59 years 
(n=252)

60-69 years 
(n=173)

≥70 years 
(n=100)

n %  n % n % n %  n % n %
Performance-based measures
LMQLOW 25 (12) 46 (23) 33 (30) 40 (16) 32 (19) 34 (34)
UMQLOW 26 (12) 39 (19) 42 (36) 45 (17) 30 (16) 37 (34)
LMSLOW 16 (8) 41 (20) 55 (46) 34 (13) 33 (17) 48 (44)
HGSLOW 25 (12) 42 (21) 37 (33) 39 (16) 31 (18) 37 (37)
Anthropometric measures 
ALMHHLOW 25 (12) 43 (21) 39 (33) 50 (19) 39 (21) 23 (21)
ALMBMILOW 39 (19) 38 (19) 30 (25) 51 (20) 36 (19) 25 (23)
ALMWLOW 34 (16) 35 (17) 38 (32) 36 (14) 38 (20) 38 (34)
ALMRLOW 35 (17) 45 (22) 27 (23) 59 (23) 36 (19) 17 (15)
UMQ: upper-limb muscle quality (kg/kg) LMQ: lower-limb muscle quality;  (kg/kg) LMS: lower-limb  muscle strength (kg) HGS: handgrip strength (psi) ALMHH: appendicular lean 
mass (ALM)/height2 (kg/m2),) ALMBMI: low ALM/body mass index(kg/ kg/m2) ALMW: ALM / weight * 100 (kg/kg) ALMR: residual of ALM on height and total body fats (kg)    

Table 3
Associations between low muscle mass and function at baseline and falls risk at 10-year, incident fractures and mortality over 10 

years

Low muscle mass/ 
function

Cut-point for low muscle mass  
and function*

Falls risk z-score 
(n=551)

Fracture 
n=841)

Mortality 
(n=1041)

Male Female  β (95% CI)  RR (95% CI)  RR (95% CI)
Performance-based measures
LMQLOW 3.85 1.85 0.41 (0.19, 0.62) 0.95 (0.63, 1.43) 1.21 (0.89, 1.64)
UMQLOW 1.08 1.15 0.29 (0.07, 0.51) 1.13 (0.78, 1.65) 0.82 (0.59, 1.14)
LMSLOW 69.18 26.40 0.60 (0.39, 0.81) 0.93 (0.62, 1.40) 1.03 (0.75, 1.42)
HGSLOW 10.68 7.54 0.50 (0.27, 0.73) 1.55 (1.09, 2.20) 0.82 (0.60, 1.12)
Anthropometric measures
ALMHHLOW 8.32 6.64 0.03 (–0.19, 0.25) 0.94 (0.63, 1.41) 1.17 (0.85, 1.66)
ALMBMILOW 0.88 0.60 0.08 (–0.15, 0.32) 1.01 (0.67, 1.53) 1.54 (1.14, 2.08)
ALMWLOW 29.96 24.36 0.13 (–0.10, 0.35) 1.13 (0.77, 1.67) 1.25 (0.91, 1.72)
ALMRLOW –0.87 –1.82 0.13 (–0.80, 0.34) 1.07 (0.73, 1.57) 1.04 (0.73, 1.48)
*: lowest 20%, Data in bold indicate statistical significance at p<0.05, All analyses are adjusted for age;  UMQ: upper-limb muscle quality (kg/kg) LMQ: lower-limb  muscle quality;  (kg/
kg) LMS: lower-limb  muscle strength (kg) HGS: handgrip strength (psi) ALMHH: appendicular lean mass (ALM)/height2 (kg/m2),) ALMBMI: low ALM/body mass index(kg/ kg/m2) 
ALMW: ALM / weight * 100 (kg/kg) ALMR: residual of ALM on height and total body fats (kg)    
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(16), could be a better indicator of 10-year fracture risk than 
other measures of low muscle mass or function. Interestingly, 
despite strong correlation (r= 0.77, P < 0.001) between handgrip 
strength and lower-limb muscle strength in our sample, LMSLOW 
was not significantly associated with fracture over 10 years. 
The reason for this observation is not clear. 

ALMBMILOW was the only measure that provided evidence 
for an association with mortality. Several studies have 
reported associations between a decline in muscle strength 
and mortality (5, 20, 21), but conflicting evidence for a decline 
in muscle mass, with some studies reporting an association 
(22) and others no association with mortality (5). Lean muscle 
mass alone may not be predictive of health outcomes, but a 
combination with other anthropometric indices such as BMI 
may increase sensitivity. BMI is an established risk factor for 
diseases including cardiovascular disease, cancer, stroke, and 
is in itself a strong predictor of all-cause mortality (23). Low 
BMI is also a strong determinant of transition to sarcopenia 
(24). It is possible that low muscle mass defined by combining 
ALM and BMI was the strongest predictor of mortality 
because BMI conferred additional risk besides consequences of 
decline in ALM. Furthermore, low ALM relative to BMI is an 
indication of high body fat percentage (25), hence, the effect of 
ALMBMILOW on mortality may potentially be related to obesity 
rather than sarcopenia.

HGSLOW was the most consistent predictor, being associated 
with both falls risk and fracture. The predictive validity of 
handgrip strength as an important marker of health in older 
people has previously been established (26).  The mechanisms 
underlying why this is the case is not entirely certain (26). Low 
handgrip strength is potentially a result of chronic conditions 
such as osteoarthritis, frailty or diabetic neuropathy which are 
causal risk factors for functional limitation (26). However, 
recent findings from a sample of over 130, 000 adults from 
the Prospective Urban Rural Epidemiology study showed that 
the association between handgrip strength and cardiovascular 
diseases, cardiovascular death and all-cause mortality was 
independent of hypertension, diabetes, prior stroke and other 
co-morbidities (27).  This suggests that the mechanism may 
be independent of chronic health conditions, or alternatively 
may represent sub-clinical disease and/or, lower levels of 
social, physical or occupational activity, which increase the 
risk of clinical disease and disability. Further clinical studies 
incorporating genetics and environmental factors are warranted 
to explore why handgrip strength is such a powerful marker of 
health outcomes (28).

This study has a number of strengths including the 10-year 
follow-up period, measurement of multiple measures of muscle 
mass and function and the use of a population-based sample 
increasing generalizability. A major step in designing an 
effective intervention is identifying individuals at risk. This 
prospective population-based study provides evidence for the 
most appropriate measures of muscle mass and function to 
identify older people with higher 10-year falls risk, fracture 

and mortality. However, this study also has a number of 
limitations. Firstly, there was 19.2% and 47% missing data 
for incident fracture and falls risk score respectively. This is 
a major limitation that could lead to bias in our results. Such 
missing data is not unexpected in a long-term prospective 
study involving older people. We performed sensitivity 
analysis for missing data using multiple imputation to assess 
the robustness of the falls risk and fracture models assuming 
the data are missing at random. The results of the analyses 
were similar to the complete case analyses (supplementary 
table 1). Secondly, incidence of fracture was self-reported 
and may be subject to recall bias. However, fractures are a 
major life event and inaccuracy of recall is unlikely (29). 
Thirdly, data on the specific cause of death was not available 
for all the participants, hence, we were unable to perform 
cause-specific analysis for mortality. Fourthly, grip strength 
was measured using a pneumatic bulb dynamometer rather than 
a hydraulic dynamometers (e.g. Jamar), hence cut-points for 
increased risk of falls and fracture observed in this study may 
be different for assessments using hydraulic dynamometers. 
However, previous studies have found high reliability between 
the two methods (30). Fifthly, physiological assessment of 
falls risk rather than prospective data on actual falls was used 
in this study and therefore we cannot be certain whether our 
findings on associations with falls risk score are representative 
of incident falls. Nevertheless, the physiological approach to 
the assessment of falls risk used in the study is not subjected 
to recall bias (31) and the PPA has been shown to have 75% 
accuracy in predicting multiple falls among older people 
(32). On average, our sample was young and overweight. The 
prevalence of fracture and mortality may have been higher 
in an ‘older’ and less overweight population. Lastly, we did 
not use definitions established for sarcopenia due to our 
middle-aged and relatively healthy older adult population. For 
example, previously established cut-points for ALHMHHLOW 
and ALMBMILOW, proposed by Baumgartner et al (3)  and the 
Foundation for National Institute of Health (FNIH) sarcopenia 
project would have only classified 4 (men=4; women=0) and 
12 (men=10; women=2) participants respectively as having 
sarcopenia. In contrast we defined cut-points in the lowest 20% 
of the sex-specific distribution of each anthropometric and 
performance-based measure which has previously been used 
as a diagnostic measure for sarcopenia (8, 12).  Despite this we 
still found important associations using this method.

In conclusion, findings from this study suggest that low 
muscle function defined according to low handgrip strength is 
associated with increased falls risk and incidence of fracture 
over 10 years. Diagnostic criteria of low muscle mass and 
function relevant to clinical settings should be readily available, 
low cost and predictive of future health outcomes (33). In 
this respect, defining low muscle function according to low 
handgrip strength appears to be a promising approach in 
identifying older people with higher falls and fracture risk 
over 10 years. Low muscle mass defined according to ALM 
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adjusted for BMI could be most suitable in estimating 10-year 
mortality risk in older people, but requires access to specialised 
equipment.

Acknowledgements: This work was supported by the National Health and Medical 
Research Council of Australia; Arthritis Foundation of Australia; Royal Hobart Hospital 
Research Foundation; Tasmanian Community Fund; and University of Tasmania 
Institutional Research Grants Scheme. A special thanks to the TASOAC participants, staff 
and volunteers. 

Conflict of Interest: None declared.

Ethical standard: Ethical approval for this study was granted by the Tasmanian Health 
and Medical Research Ethics Committee. 

References
	
1. 	 Goodpaster BH, Park SW, Harris TB, Kritchevsky SB, Nevitt M, Schwartz AV, et 

al. The loss of skeletal muscle strength, mass, and quality in older adults: the health, 
aging and body composition study. The Journals of Gerontology Series A: Biological 
Sciences and Medical Sciences. 2006;61:1059-1064.

2.	 Tanimoto Y, Watanabe M, Sun W, Sugiura Y, Hayashida I, Kusabiraki T, et al. 
Sarcopenia and falls in community-dwelling elderly subjects in Japan: defining 
sarcopenia according to criteria of the European Working Group on Sarcopenia in 
Older People. Archives of Gerontology and Geriatrics. 2014;59:295-299.

3.	 Baumgartner RN, Koehler KM, Gallagher D, Romero L, Heymsfield SB, Ross RR, et 
al. Epidemiology of sarcopenia among the elderly in New Mexico. American Journal 
of Epidemiology. 1998;147:755-763.

4.	 Cederholm T, Cruz-Jentoft A, Maggi S. Sarcopenia and fragility fractures. European 
Journal of Physical and Rehabilitation Medicine. 2013;49:111-117.

5.	 Newman AB, Kupelian V, Visser M, Simonsick EM, Goodpaster BH, Kritchevsky 
SB, et al. Strength, but not muscle mass, is associated with mortality in the health, 
aging and body composition study cohort. The Journals of Gerontology Series A: 
Biological Sciences and Medical Sciences. 2006;61:72-77.

6.	 Frontera WR, Hughes VA, Lutz KJ, Evans WJ. A cross-sectional study of muscle 
strength and mass in 45-to 78-yr-old men and women. Journal of Applied Physiology. 
1991;71:644-650.

7.	 Clark BC, Manini TM. Sarcopenia≠ dynapenia. The Journals of Gerontology Series 
A: Biological Sciences and Medical Sciences. 2008;63:829-834.

8.	 Hairi NN, Cumming RG, Naganathan V, Handelsman DJ, Le Couteur DG, Creasey 
H, et al. Loss of muscle strength, mass (sarcopenia), and quality (specific force) 
and its relationship with functional limitation and physical disability: the Concord 
Health and Ageing in Men Project. Journal of the American Geriatrics Society. 
2010;58:2055-2062.

9.	 Scott D, Blizzard L, Fell J, Jones G. Prospective associations between ambulatory 
activity, body composition and muscle function in older adults. Scandinavian journal 
of medicine & science in sports. 2011;21:e168-e175.

10.	 Studenski SA, Peters KW, Alley DE, Cawthon PM, McLean RR, Harris TB, 
et al. The FNIH sarcopenia project: rationale, study description, conference 
recommendations, and final estimates. The Journals of Gerontology Series A: 
Biological Sciences and Medical Sciences. 2014;69:547-558.

11.	 Janssen I, Heymsfield SB, Ross R. Low relative skeletal muscle mass (sarcopenia) 
in older persons is associated with functional impairment and physical disability. 
Journal of the American Geriatrics Society. 2002;50:889-896.

12.	 Newman AB, Kupelian V, Visser M, Simonsick E, Goodpaster B, Nevitt M, et al. 
Sarcopenia: alternative definitions and associations with lower extremity function. 
Journal of the American Geriatrics Society. 2003;51:1602-1609.

13.	 Lord SR, Menz HB, Tiedemann A. A physiological profile approach to falls risk 
assessment and prevention. Physical therapy. 2003;83:237-252.

14.	 Sjöblom S, Suuronen J, Rikkonen T, Honkanen R, Kröger H, Sirola J. Relationship 
between postmenopausal osteoporosis and the components of clinical sarcopenia. 

Maturitas. 2013;75:175-180.
15.	 Barbat-Artigas S, Rolland Y, Zamboni M, Aubertin-Leheudre M. How to assess 

functional status: a new muscle quality index. The Journal of Nutrition, Health & 
Aging. 2012;16:67-77.

16.	 Cheung C-L, Tan KC, Bow CH, Soong CS, Loong CH, Kung AW-C. Low handgrip 
strength is a predictor of osteoporotic fractures: cross-sectional and prospective 
evidence from the Hong Kong Osteoporosis Study. Age. 2012;34:1239-1248.

17.	 Iolascon G, Giamattei M, Moretti A, Di Pietro G, Gimigliano F, Gimigliano 
R. Sarcopenia in women with vertebral fragility fractures. Aging Clinical and 
Experimental Research. 2013;25:129-131.

18.	 Di Monaco M, Vallero F, Di Monaco R, Tappero R. Prevalence of sarcopenia and its 
association with osteoporosis in 313 older women following a hip fracture. Archives 
of Gerontology and Geriatrics. 2011;52:71-74.

19.	 Steihaug OM, Gjesdal C, Bogen B, Ranhoff A. Identifying low muscle mass in 
patients with hip fracture: Validation of bioelectrical impedance analysis and 
anthropometry compared to dual energy X-ray absorptiometry. The Journal of 
Nutrition, Health & Aging. 2016;20:685-690. .

20.	 Kim JH, Lim S, Choi SH, Kim KM, Yoon JW, Kim KW, et al. Sarcopenia: an 
independent predictor of mortality in community-dwelling older Korean men. 
The Journals of Gerontology Series A: Biological Sciences and Medical Sciences. 
2014;69:1244-1252.

21.	 McLean RR, Shardell MD, Alley DE, Cawthon PM, Fragala MS, Harris TB, et al. 
Criteria for clinically relevant weakness and low lean mass and their longitudinal 
association with incident mobility impairment and mortality: the foundation for the 
National Institutes of Health (FNIH) sarcopenia project. The Journals of Gerontology 
Series A: Biological Sciences and Medical Sciences. 2014;69:576-583.

22.	 Landi F, Russo A, Liperoti R, Pahor M, Tosato M, Capoluongo E, et al. Midarm 
muscle circumference, physical performance and mortality: results from the aging 
and longevity study in the Sirente geographic area (ilSIRENTE study). Clinical 
Nutrition. 2010;29:441-447.

23.	 di Angelantonio E. BS, Wormser D, Gao P, Kaptoge S, Berrington de Gonzalez A, 
Cairns BJ, et al. Body-mass index and all-cause mortality: Individual-participant-
data meta-analysis of 239 prospective studies in four continents. The Lancet. 
2016;388:776 - 786.

24.	 Murphy RA, Ip EH, Zhang Q, Boudreau RM, Cawthon PM, Newman AB, et al. 
Transition to sarcopenia and determinants of transitions in older adults: a population-
based study. The Journals of Gerontology Series A: Biological Sciences and Medical 
Sciences. 2013:glt131.

25.	 Scott D, Park M, Kim T, Ryu J, Hong H, Yoo H, et al. Associations of low muscle 
mass and the metabolic syndrome in Caucasian and Asian middle-aged and older 
adults. The Journal of Nutrition, Health & Aging. 2016;20:248-255.

26.	 Bohannon RW. Hand-Grip Dynamometry Predicts Future Outcomes in Aging Adults. 
Journal of Geriatric Physical Therapy. 2008;31:3-10.

27.	 Leong DP, Teo KK, Rangarajan S, Lopez-Jaramillo P, Avezum A, Orlandini A, 
et al. Prognostic value of grip strength: findings from the Prospective Urban Rural 
Epidemiology (PURE) study. The Lancet. 2015.

28.	 Chan JP, Thalamuthu A, Oldmeadow C, Armstrong NJ, Holliday EG, McEvoy M, et 
al. Genetics of hand grip strength in mid to late life. Age. 2015;37:1-10.

29.	 Ivers RQ, Cumming RG, Mitchell P, Peduto AJ. The accuracy of self-reported 
fractures in older people. Journal of Clinical Epidemiology. 2002;55:452-457.

30.	 Ward C, Adams J. Comparative study of the test-re-test reliability of four instruments 
to measure grip strength in a healthy population. The British Journal of Hand 
Therapy. 2007;12:48-54.

31.	 Lord SR, Sherrington C, Menz HB, Close JC. Falls in older people: risk factors and 
strategies for prevention. Cambridge University Press; 2007.

32.	 Lord SR, Ward JA, Williams P, Anstey KJ. Physiological factors associated with falls 
in older community-dwelling women. Journal of the American Geriatrics Society. 
1994;42:1110-1117.

33.	 Pahor M, Manini T, Cesari M. Sarcopenia: clinical evaluation, biological markers 
and other evaluation tools. JNHA-The Journal of Nutrition, Health and Aging. 
2009;13:724-728.


