
hepatitis C virus. The cutoff values were MAMC ≤ 25.09 cm for 
muscle mass, PT ≤ 93.4 Nm for muscle strength, and 6MWT ≤ 459 
m for muscle function. 
CONCLUSION: After extrapolating European Working Group 
on Sarcopenia in Older People criteria to classify sarcopenia in pre-
liver transplant patients, test cutoffs and accuracies used to determine 
muscle mass, strength, and function by the MAMC, PT, and 6MWT 
were ≤ 25.09 cm and 77.9%, ≤ 93.4 Nm and 72.72%, and ≤ 459 m 
and 75%, respectively.
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INTRODUCTION
Liver cirrhosis is the final stage of the chronic and progressive 
development of several liver dysfunctions, leading to hepatocellular 
damage and portal hypertension due to a decreased hepatocyte 
production capacity and hemodynamic disorders including 
hyperdynamic circulation secondary to portal hypertension[1]. 
Liver cirrhosis is histologically characterized by diffuse nodular 
regenerative hyperplasia surrounded by fibrous septa with the 
subsequent collapse of liver structures, leading to significant 
impairment of the vascular architecture of the liver[2].
    Liver transplantation (LT) is the only treatment currently available 
for cirrhosis; however, it is not available to most waiting list patients, 
most of whom wait more than 1 year[3]. During the waiting period, 
these patients are vulnerable to easily diagnosed complications 
of cirrhosis, including spontaneous bacterial peritonitis, variceal 
bleeding, hepatic encephalopathy, hepatorenal syndrome, 
progression to hepatocellular carcinoma[2], and other subtle but lethal 
complications such as muscle loss (sarcopenia), malnutrition, and 

1 Department of hepatology, UFCSPA, Porto Alegre, Brazil.

Conflict-of-interest statement: The authors declare that there is no 
conflict of interest regarding the publication of this paper.

Open-Access: This article is an open-access article which was 
selected by an in-house editor and fully peer-reviewed by external 
reviewers. It is distributed in accordance with the Creative Com-
mons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-
commercially, and license their derivative works on different terms, 
provided the original work is properly cited and the use is non-
commercial. See: http://creativecommons.org/licenses/by-nc/4.0/

Correspondence to: Tiago Cabral, Av Julio de Castilhos, 2773/ 
302A, São Pelegrino, CEP: 95010-005, Caxias do Sul, RS, Brasil.
Email: t-cabral@hotmail.com
Telephone: +55 54992225885

Received: March 8, 2020
Revised: March 20, 2020
Accepted: March 26, 2020
Published online: August 21, 2020

ABSTRACT
RATIONALE AND OBJECTIVE: Sarcopenia, a syndrome 
characterized by progressive and generalized loss of skeletal muscle 
mass, strength, and function, is commonly associated with several 
chronic diseases including liver diseases. In this study, we diagnosed 
sarcopenia in pre-liver transplant patients according to European 
Working Group on Sarcopenia in Older People criteria.
METHODS: This cross-sectional study evaluated pre-liver 
transplant patients with sarcopenia of different etiologies who 
underwent outpatient follow-up between January 2016 and 
December 2017. Clinicopathological characteristics were identified, 
and sarcopenia was assessed using European Working Group 
criteria, including the 6-minute walk test (6MWT), mid-arm muscle 
circumference (MAMC), and peak torque (PT).
RESULTS: The study included 106 patients (mean age, 58 years) 
and model for end-stage liver disease score of 12 points; there was 
a predominance of men. The most common etiology (60.4%) was 
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functional decline[4].
    In cirrhosis, sarcopenia depends on etiology, age, comorbidities, 
and disease duration and severity[5]. Sarcopenia is among the most 
prevalent complications of cirrhosis, with a prevalence similar to that 
of portal-systemic encephalopathy (40-70%)[6-9]. This disease affects 
more men than women[7].
    Sarcopenia is associated with worse outcomes of LT, including 
reduced survival[8,10,11], increased health-related costs for waiting 
list patients[12], and higher infection rates. Moreover, the long-term 
consequences of this disease are not well known. The sarcopenia-
related mortality rate is higher in Asian populations than in Western 
populations[13].
    Sarcopenia was defined in 1989 as the loss of skeletal muscle 
mass[14]. Over time, this quantitative definition has evolved into a 
quantitative and qualitative definition that correlates the decrease 
in muscle mass with a reduction in muscle strength and function. 
The diagnosis is usually made by quantifying skeletal muscle mass, 
strength, and function[15].
    These measurements are complementary but have limitations. 
Patients with cirrhosis present changes in body composition due to 
ascites and edema, which overestimate lean body mass assessed by 
dual-energy X-ray absorptiometry[13] and bioimpedance analysis[16]. 
Cutoff values for sarcopenia have been determined by computed 
tomography (CT) and magnetic resonance imaging. However, these 
diagnostic methods are expensive, involve significant radiation 
exposure[16,17], and require special software for calculating muscle 
surface area[17]. The anthropometric analysis of mid-arm muscle 
circumference (MAMC) is an accurate and predictive measure 
of clinical outcomes, although edema may overestimate muscle 
mass. Functional assessments with exercises can help diagnose 
cardiovascular, pulmonary, neurological, hematological, and 
musculoskeletal conditions[7]. This study aimed to determine 
cutoff values and assess the performance of tests used to diagnose 
sarcopenia in pre-liver transplant patients.

METHODS
Patients and study design
This cross-sectional study evaluated patients with cirrhosis of 
different etiologies who were followed up at the Liver Transplant 
Outpatient Clinic of the Santa Casa Hospital of Porto Alegre, Brazil, 
from January 2016 to December 2017. The sample included cirrhotic 
patients older than 18 years of both sexes who were candidates for 
LT and agreed to participate in the study. The exclusion criteria 
were illiteracy, encephalopathies, cognitive or visual impairment, 
hepatopulmonary or portal-pulmonary syndrome. We also excluded 
candidates for double transplantation (liver + kidney) or re-
transplantation, patients with orthopedic dysfunction and/or difficulty 
walking; and those hospitalized within the last 6 months. Data 
were collected after the study was approved by the Research Ethics 
Committee of the Santa Casa Hospital of Porto Alegre under protocol 
no. 1,171,170.
    Patients were invited to participate in the study after consultation at 
the outpatient clinic. Clinical examination, 6-minute walk test, mid-
arm muscle performance (MAMC) assessments, and muscle strength 
evaluations using peak torque (PT) were performed in patients 
who agreed to participate. All tests were conducted by trained 
professionals at a single time point.

Clinical Evaluation
Anamnesis included identification data, age, date of birth, sex, current 
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weight, and smoking and drinking history. Data on disease etiology 
and staging were obtained from the patients’ medical records.
    Body mass index (BMI) was calculated according to the formula 
proposed by the World Health Organization [weight (kg) divided by 
height squared (m2)], and obesity was defined as a BMI >30 kg/m2.
    Wiesner et al. (2001) reported that the model for end-stage liver 
disease (MELD) could be used to stratify the 3-month mortality rate 
based on the following scores: ≤ 9, 4%; 10-19, 27%; 20-29, 76%; 30-
39, 83%; and ≥ 40, 100%[18]. MELD is also used for disease staging 
and prioritizing patients on waiting lists. In this respect, patients with 
a MELD > 15 points can improve sooner after LT, except in special 
situations[19].

Evaluation Of Sarcopenia
Six-minute walk test: The 6MWT was performed in a standardized 
manner to assess muscle function according to published 
guidelines[20].
    Measurement of MAMC: Skeletal muscle mass was estimated 
by MAMC using a standard formula that included arm circumference 
(AC) and triceps skinfold thickness (TSF). AC was measured with a 
non-extensible tape measure at the midpoint between the olecranon 
and the acromial process in the non-dominant arm in the hanging 
position. TSF was measured in the same region using a plicometer 
(Cescorf Equipamentos Esportivos, Brazil). Measurements were 
made in triplicate by a trained investigator, and median values were 
included in the analysis. The following equation was employed in the 
calculation: MAMC = AC - (0.314 × TSF)[21].
    Peak torque: Muscle strength was measured by an isokinetic 
dynamometer during knee extension, and the maximum isokinetic 
muscle strength (PT, in Newtons [N]) was evaluated using a 
dynamometer (Biodex System 3 Pro; Biodex Medical Systems, 
USA). Only the concentric PT of the knee extensor was evaluated to 
prevent worsening of the portal hypertension[22].
    The patient remained seated with the hips at a 90° angle, and 
the shin pad was placed next to the malleolus. Stabilization strips 
were positioned around the patient’s thorax, pelvis, and thigh of the 
evaluated limb. The lever arm axis was aligned with the knee joint 
axis.
    The dominant limb was evaluated. After a warm-up, the patients 
were verbally instructed to push and pull with maximum force in 
the range of motion. One test was performed with three concentric 
repetitions at a controlled speed of 60º s-1. Data were included in the 
analysis if the coefficient of variation for PT was < 10% to exclude 
submaximal performance. The patient was retested after a 2-min rest 
period in cases in which the coefficient of variation was > 10%.
    The diagnosis was made by quantifying skeletal muscle mass 
and assessing muscle strength and function according to the criteria 
of the European Working Group on Sarcopenia in Older People. 
Cutoff values were proposed based on dataset quantiles and the 
characteristics of the associated variables according to the statistical 
description.

Statistical Analysis
Data were analyzed using Statistics Package for the Social Sciences 
software version 22. The normality of continuous data was verified 
using the Kolmogorov-Smirnov test with Lilliefors correction. 
Categorical data are described as absolute frequencies and 
percentages.
   The cutoff values were proposed on the basis of the quantiles of 
the MAMC, PT, and 6-MWT data and the characteristics of the 
associated variables. A receiver operator characteristic (ROC) curve 
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was constructed to estimate the sensitivity, specificity, positive 
predictive value, negative predictive value, and accuracy of the tests.

RESULTS
A total of 153 LT patients were evaluated. Of them, 106 patients were 
included as the others were lost to follow-up (Figure 1).
    The demographic characteristics of the study population are shown 
in Table 1. The age of the sample was 35 to 75 years, and MELD 
scores varied from 5 to 20 points. Most participants (67.9%) were 
men, and the most common (60.4%) etiology of liver disease was 
hepatitis C virus.

Sarcopenia
The ROC curve analysis revealed 6MWT, PT, and MAMC cutoffs of 
≤ 459 m, ≤ 93.4 N, and ≤ 25.09, respectively (Tables 2 and 3; Figure 
2).

DISCUSSION
The analysis of the cutoff values of the ROC curve showed that the 
6MWT was the best method to diagnose sarcopenia because of its 
good sensitivity and ability to evaluate all gait parameters[20].
    All tests had high specificity and a low negative predictive value, 
resulting in a lower false positive rate (a sarcopenic patient may 
be classified as non-sarcopenic, but a non-sarcopenic patient is not 
classified as sarcopenic).
    MAMC had the best accuracy among the tests; therefore, it was the 
best for diagnosis. Nonetheless, it might be limited by the consensus 
of the decrease in muscle mass during the three stages of sarcopenia. 
For instance, if the diagnosis of sarcopenia by CT were adopted, an 
ROC curve could be adjusted to identify the MAMC, PT, and 6MW 
cutoff values because CT can be adopted as the gold standard for 
quantifying muscle mass.
    The cutoff for 6MWT was ≤ 459 m, which was significantly lower 
than the predicted value of 526.90 ± 60.30 m for this sample[23] but 
similar to that reported by Santos et al. (2014) (464 m)[24]. Galant et 
al. (2012) compared the distances traveled by cirrhotic patients and 
found similar values among patients with hepatitis B or C virus and 
smaller among those with alcoholic cirrhosis (373.50 ± 50.48 m, 
464.16 ± 32 m, and 475.94 ± 27.8 m, respectively)[25].
    The European Working Group on Sarcopenia in Older People 
considers 6MWT values <400 m as indicative of sarcopenia[26]. The 
distances obtained in international studies were smaller than those 
observed in our study (306 ± 111 m[27], 309.4 ± 134.6 m[28], 341.1 ± 
139.7 m[29], 369 ± 122 m[27], and 370.5 ± 121.4 m[30]) or higher than 
529.1 ± 131.8[31]. These distances are reference values for specific 
populations and races[32 and are associated with muscle use and 
physical activity[33]. However, these results were not correlated with 
demographic or anthropometric data.
    The 6MWT can be an independent predictor of survival[30] because 
it provides an unbiased measure of overall physical function. 
Cirrhotic patients who can walk less than 250 m have a higher 
risk of mortality after LT[27]. In patients with primary pulmonary 
hypertension, a 50-m increase in the performance of this test reduces 
mortality by 18%[34].
    The cutoff for MAMC was ≤ 25.09 cm, similar to that obtained 
by Bering et al. (2018) in compensated cirrhosis patients (26 cm) 
and positively correlated with the appendicular skeletal muscle 
mass index[35]. Giusto (2015) found that the MAMC in patients with 
cirrhosis was 24.6 (16.7 ± 33 cm) in men and 22.5 (20.4 ± 29.4 cm) 
in women[33]. These values are higher than those found by Román 

Identification

Screening

Eligibility 
criteria

Included

Total patients (n = 153)

Refused to participate (n = 3)

Exclusion criteria 
(n = 44)

Patients subjected to 
clinical evaluation 

(n = 150)

Included patients 
(n = 106)

Difficulty ambulating (n = 19)
Encephalopathy (n = 5)
Double transplantation (n = 2)
Loss of vision (n = 2)
No referral for liver 
transplantation (n = 16)

Figure 1 Flowchart of the patient selection process.

Table 2 Data distribution in quartiles to determine sarcopenia cutoff 
values for 106 pre-liver transplant patients.

n Minimum Quartile Median Quartile Maximum

MAMC (cm) 86 18.89 22.04 24.97 27.31 35.05

PT (Nm) 66 22.1 69.7 96.85 125.52 195

6MWT (m) 100 250 400 461 546 681
6MWT, 6-minute walk test; MAMC, mid-arm muscle circumference; PT, 
peak torque.

Table 3 Performance of cutoff values obtained by receiver operating 
characteristic curve analysis for the diagnosis of sarcopenia.

Cutoff Sensitivity Specificity PPV NPV Accuracy

MAMC (cm) ≤ 25.09 67.16 100 100 46.34 77.9

PT (Nm) ≤ 93. 4 66.66 100 100 52.94 72.72

6MWT (m) ≤ 459 68.42 95.83 98.11 48.93 75
6MWT, 6-minute walk test; MAMC, mid-arm muscle circumference; 
NPV, negative predictive value; PPV, positive predictive value; PT, peak 
torque.

et al. (2014) (22.2 cm) in cirrhotic patients[28] and by Oliveira et al. 
(2010) (22.86 ± 3.52 cm) in patients with chronic kidney disease 
associated with water retention who underwent dialysis[36].
    Similar to that reported by Andersen et al. (1998) in patients with 
alcoholic cirrhosis, the cutoff for PT was ≤93.4 N, approximately 
80 N for knee extension, and was related to nutritional status and 
BMI[37]. Wiesinger (2001) observed that PT in patients on the waiting 
list for LT was ≥ 101.96 N and related to disease status by Child-

Table 1 Distribution of sociodemographic and clinical data of pre-liver 
transplant patients.

n (%) Mean ± SD

Male 72 (67.9)

Female 34 (32.1)

Age (years) 58.8 ± 7.9

Height (cm) 166 ± 8.8

Weight (kg) 79.34 ± 16.6

BMI (kg/m2) 28.44 ± 5.1

MELD (points) 12.6 ± 3.1

HCV 64 (60.4)

HCC 37 (34.9)

Alcohol 27 (25.5)

HBV 6 (5.7)

NASH 5 (4.7)

Autoimmune 2 (1.9)

Others 11 (10.4)
BMI: body mass index; HBV: hepatitis B virus; HCC: hepatocellular 
carcinoma; HCV: hepatitis C virus; NASH: nonalcoholic steatohepatitis; 
SD: standard deviation.
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Pugh classification[22]. Gadelha et al. (2014) found that PT in older 
patients was ≤ 83.59 N[38].
    Muscle strength should be maintained at adequate levels in 
sarcopenic patients because it provides better functional capacity, 
promotes autonomy, and improves the performance of activities of 
daily living[38].
    Carias et al. (2016) showed that sarcopenia in cirrhotic patients 
was more prevalent in men (75%) than in women (24%)[19]. It is 
hypothesized that women are prone to lose more fat mass than 
muscle mass because of their higher baseline fat mass[39-41].
    Fat mass increases with age, peaking at 60-75 years, whereas 
muscle mass and strength begin to decrease progressively around the 
age of 30 years, with higher losses after the age of 60 years[39-41]. 
    In addition, hypotestosteronemia is implicated in sarcopenia 
in cirrhotic patients, in whom testosterone levels are significantly 
lower[43] as a result of a central hypothalamic-pituitary abnormality, 
increased peripheral androgen aromatization, and gonadal 
insufficiency[44].
    Skeletal muscle mass can also be affected by height; taller people 
tend to have higher mass than shorter people[45].
    Although the mechanisms of sarcopenia in cirrhotic patients are 
not well understood, a decreased protein intake and malnutrition may 
contribute to muscle wasting. Decreased muscle protein synthesis 
and increased myofibril degradation may contribute to sarcopenia 
and associated physical inactivity. In addition to muscle mass loss, 
motor dysfunction may result from biochemical and physiological 
abnormalities in the contractile properties and characteristics of the 
sarcolemma, leading to decreased concentrations of phosphorus and 
magnesium[37]. These factors aggravate sarcopenia in patients on the 
LT waiting list[46].
    The limitations of the present study are its selection of patients 
from an LT referral center, who may not represent the entire cirrhotic 
population. However, the study has internal validity because the 
presence of random errors undermines only the study’s accuracy. 
Another limitation is the evaluation by isokinetic dynamometry 
without previous patient training.
    In conclusion, the cutoff values and accuracies of the tests used to 
determine muscle mass, strength, and function by MAMC, PT, and 
6MWT were ≤ 25.09 cm and 77.9%, ≤ 93.4 Nm and 72.72%, and ≤ 
459 m and 75%, respectively.
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1.	 Krüger RL, Teixeira BC, Dias AS, Reischak-Oliveira Á. The 

influence that hepatic cirrhosis provides in exercise capacity and 
muscle strength: a review. Fisioterapia em Movimento. 2015 Sep; 
28(3): 617-25. [DOI: 10.1590/0103-5150.028.003.AR02]

2.	 Nishikawa H, Osaki Y. Liver Cirrhosis: Evaluation, Nutritional 
Status, and Prognosis. Mediators of Inflammation. 2015; 2015: 
1-9. [DOI: 10.1155/2015/872152]

3.	 Kim HY. Sarcopenia in the prognosis of cirrhosis: Going beyond 
the MELD score. World Journal of Gastroenterology. 2015; 
21(25): 7637. [DOI: 10.3748/wjg.v21.i25.7637]

4.	 Lai JC, Dodge JL, Sen S, Covinsky K, Feng S. Functional decline 
in patients with cirrhosis awaiting liver transplantation: Results 
from the functional assessment in liver transplantation (FrAILT) 
study: Liver Failure/Cirrhosis/Portal Hypertension. Hepatology. 
2016 Feb; 63(2): 574-80. [DOI: 10.1002/hep.28316]

5.	 Dasarathy S, Merli M. Sarcopenia from mechanism to diagnosis 
and treatment in liver disease. Journal of Hepatology. 2016 Dec; 
65(6): 1232-44. [DOI: 10.1016/j.jhep.2016.07.040]

6.	 Ponziani FR, Gasbarrini A. Sarcopenia in Patients with Advanced 
Liver Disease. Curr Protein Pept Sci. 2018; 19(7): 681-91. [DOI: 

10.2174/1389203718666170428121647]
7.	 Sinclair M, Gow PJ, Grossmann M, Angus PW. Review article: 

sarcopenia in cirrhosis - aetiology, implications and potential 
therapeutic interventions. Alimentary Pharmacology & 
Therapeutics. 2016 Apr; 43(7): 765-77. [DOI: 10.1111/apt.13549]

8.	 Kang SH, Kim MY, Baik SK. The Impact of Sarcopenia and Its 
Rate of Change on Prognostic Value of Liver Cirrhosis. J Korean 
Med Sci [Internet]. 2018 Dec 3 [cited 2019 Oct 27]; 33(50). [DOI: 
10.3346/jkms.2018.33.e334]

9.	 Xiao HJ, Zhang M, Qi YM, Han T. Research advances of 
sarcopenia in chronic liver disease. Zhonghua Gan Zang 
Bing Za Zhi. 2019 Jul 20; 27(7): 563-6. [DOI: 10.3760/cma.
j.issn.1007-3418.2019.07.018]

10.	 Jeong JY, Lim S, Sohn JH, Lee JG, Jun DW, Kim Y. Presence of 
Sarcopenia and Its Rate of Change Are Independently Associated 
with Long-term Mortality in Patients with Liver Cirrhosis. J 
Korean Med Sci [Internet]. 2018 Oct 31 [cited 2019 Oct 27]; 
33(50). [DOI: 10.3346/jkms.2018.33.e299]

11.	 Van Vugt JLA, Alferink LJM, Buettner S, Gaspersz MP, Bot D, 
Darwish Murad S, Feshtali S, van Ooijen PMA, Polak WG, Porte 
RJ, van Hoek B, van den Berg AP, Metselaar HJ and Ijzermans 
JNM. A model including sarcopenia surpasses the MELD score 
in predicting waiting list mortality in cirrhotic liver transplant 
candidates: A competing risk analysis in a national cohort. J 
Hepatol. 2018; 68(4): 707-14. [DOI: 10.1016/j.jhep.2017.11.030]

12.	 van Vugt JLA, Buettner S, Alferink LJM, Bossche N, de 
Bruin RWF, Darwish Murad S, Polak WG, Metselaar HJ and 
IJzermans JNM. Low skeletal muscle mass is associated with 
increased hospital costs in patients with cirrhosis listed for liver 
transplantation-a retrospective study. Transpl Int. 2018; 31(2): 
165-74. [DOI: 10.1111/tri.13048]

13.	 Kallwitz ER. Sarcopenia and liver transplant: The relevance of 
too little muscle mass. World Journal of Gastroenterology. 2015; 
21(39): 10982. [DOI: 10.3748/wjg.v21.i39.10982]

14.	 Rosenberg IH. Summary comments. Am J Clin Nutr. 1989 Nov 1; 
50(5): 1231-3. [DOI: 10.1093/ajcn/50.5.1231]

15.	 Cruz-Jentoft AJ, Baeyens JP, Bauer JM, Boirie Y, Cederholm T, 
Landi F, et al. Sarcopenia: European consensus on definition and 
diagnosis: Report of the European Working Group on Sarcopenia 
in Older People. Age and Ageing. 2010 Jul; 39(4): 412-23. [DOI: 
10.1093/ageing/afq034]

16.	 Bera TK. Bioelectrical Impedance Methods for Noninvasive 
Health Monitoring: A Review. Journal of Medical Engineering. 
2014; 2014: 1-28. [DOI: 10.1155/2014/381251]

17.	 Cornet M, Lim C, Salloum C, Lazzati A, Compagnon P, Pascal G 
and Azoulay D. Prognostic value of sarcopenia in liver surgery. 
Journal of Visceral Surgery. 2015 Nov; 152(5): 297-304. [DOI: 
10.1016/j.jviscsurg.2015.08.001]

18.	 Wiesner RH, McDiarmid SV, Kamath PS, Edwards EB, Malinchoc 
M, Kremers WK, Krom RAF and Kim WR. MELD and PELD: 
application of survival models to liver allocation. Liver Transpl. 
2001 Jul; 7(7): 567-80. [DOI: 10.1016/j.jviscsurg.2015.08.001]

19.	 Perkins JD, Halldorson JB, Bakthavatsalam R, Fix OK, Carithers 
RL, Reyes JD. Should liver transplantation in patients with model 
for end-stage liver disease scores <or=14 be avoided? A decision 
analysis approach. Liver Transpl. 2009 Feb; 15(2): 242-54. [DOI: 
10.1002/lt.21703]

20.	 ATS Statement: Guidelines for the Six-Minute Walk Test. 
American Journal of Respiratory and Critical Care Medicine. 
2002 Jul; 166(1): 111-7. [DOI: 10.1164/ajrccm.166.1.at1102]

21.	 Canda  AS.  Puntos  de  cor te  de  d i ferentes  parámetros 
antropométricos para el diagnóstico de sarcopenia. Nutrición 
Hospitalaria, 32(2): 765-770. [DOI: 10.3305/nh.2015.32.2.9193.

22.	 F. Wiesinger, Michael Quittan, Kari G. Physical performance 
and health-related quality of life in men on a liver transplantation 
waiting list. Journal of Rehabilitation Medicine. 2001 Nov 1; 
33(6): 260-5. [DOI: 10.1080/165019701753236446]



3274

Cabral T et al.  Sarcopenia reference cut-off points

23.	 Soares MR, Pereira CA de C. Teste de caminhada de sei.s 
minutos: valores de referência para adultos saudáveis no Brasil. 
Jornal Brasileiro de Pneumologia. 2011 Oct; 37(5): 576-83. 
[DOI: 10.1590/S1806-37132011000500003]

24.	 dos Santos DC, Limongi V, de Oliveira da Silva AM, de Ataide 
EC, Trovato Mei MF, Udo EY, Boin IF and Stucchi RS. Evaluation 
of Functional Status, Pulmonary Capacity, Body Composition, 
and Quality of Life of End-Stage Liver Disease Patients Who are 
Candidates for Liver Surgery. Transplantation Proceedings. 2014 
Jul; 46(6): 1771-4. [DOI: 10.1016/j.transproceed.2014.05.043]

25.	 Galant LH, Forgiarini Junior LA, Dias AS, Marroni CA. Condição 
funcional, força muscular respiratória e qualidade de vida em 
pacientes cirróticos. Brazilian Journal of Physical Therapy. 2012 
Feb; 16(1): 30-4. [DOI: 10.1590/S1413-35552012000100006]

26.	 Cruz-Jentoft AJ, Bahat G, Bauer J, Boirie Y, Bruyère O, 
Cederholm T, Cooper C, Landi F, Rolland Y, Sayer AA, Schneider 
SM, Sieber CC, Topinkova E, Vandewoude M, Visser M, Zamboni 
M; Writing Group for the European Working Group on Sarcopenia 
in Older People 2 (EWGSOP2), and the Extended Group for 
EWGSOP2. Sarcopenia: revised European consensus on definition 
and diagnosis. Age Ageing. 2019 01; 48(1): 16-31. [DOI: 10.1093/
ageing/afy169]

27.	 Carey EJ, Steidley DE, Aqel BA, Byrne TJ, Mekeel KL, Rakela 
J, Vargas HE and Douglas DD. Six-minute walk distance predicts 
mortality in liver transplant candidates. Liver Transplantation. 
2010 Dec; 16(12): 1373-8. [DOI: 10.1002/lt.22167]

28.	 Román E, Torrades MT, Nadal MJ, Cárdenas G, Nieto JC, Vidal 
S, Bascuñana H, Juárez C, Guarner C, Córdoba J and Soriano G. 
Randomized Pilot Study: Effects of an Exercise Programme and 
Leucine Supplementation in Patients with Cirrhosis. Dig Dis Sci. 
2014 Aug 1; 59(8): 1966-75. [DOI: 10.1007/s10620-014-3086-6]

29.	 Mizuno Y, Ito S, Hattori K, Nagaya M, Inoue T, Nishida Y, Onishi 
Y, Kamei H, Kurata N, Hasegawa Y and Ogura Y. Changes in 
Muscle Strength and Six-Minute Walk Distance Before and 
After Living Donor Liver Transplantation. Transplantation 
Proceedings. 2016 Dec; 48(10): 3348-55. [DOI: 10.1016/
j.transproceed.2016.08.042]

30.	 Yadav A, Chang Y-H, Carpenter S, Silva AC, Rakela J, Aqel BA, 
Byrne TJ, Douglas DD, Vargas HE and Carey EJ. Relationship 
between sarcopenia, six-minute walk distance and health-related 
quality of life in liver transplant candidates. Clin Transplant. 2015 
Feb; 29(2): 134-41. [DOI: 10.1111/ctr.12493]

31.	 Zenith L, Meena N, Ramadi A, Yavari M, Harvey A, Carbonneau 
M, Ma M, Abraldes JG, Paterson I, Haykowsky MJ and Tandon 
P. Eight weeks of exercise training increases aerobic capacity and 
muscle mass and reduces fatigue in patients with cirrhosis. Clin 
Gastroenterol Hepatol. 2014 Nov; 12(11): 1920-1926.e2. [DOI: 
10.1016/j.cgh.2014.04.016]

32.	 Dourado VZ. Equações de referência para o teste de caminhada 
de seis minutos em indivíduos saudáveis. Arquivos Brasileiros de 
Cardiologia. 2011 Jun; 96(6): e128-38. [DOI: 10.1590/S0066-
782X2011005000024]

33.	 Giusto M, Lattanzi B, Albanese C, Galtieri A, Farcomeni A, 
Giannelli V, Lucidi C, Di Martino M, Catalano C and Merli M. 
Sarcopenia in liver cirrhosis: the role of computed tomography 
scan for the assessment of muscle mass compared with dual-
energy X-ray absorptiometry and anthropometry. European 
Journal of Gastroenterology & Hepatology. 2015 Mar; 27(3): 
328-34. [DOI: 10.1097/MEG.0000000000000274]

34.	 Paciocco G, Martinez FJ, Bossone E, Pielsticker E, Gillespie 
B, Rubenfire M. Oxygen desaturation on the six-minute walk 
test and mortality in untreated primary pulmonary hypertension. 
European Respiratory Journal. 2001 Apr 1; 17(4): 647-52. [DOI: 
10.1183/09031936.01.17406470]

35.	 Bering T, Diniz KGD, Coelho MPP, Vieira DA, Soares MMS, 
Kakehasi AM, Correia MITD, Teixeira R, Queiroz DMM, 
Rocha GA and Silva LD. Association between pre-sarcopenia, 
sarcopenia, and bone mineral density in patients with chronic 
hepatitis C: Sarcopenia and bone mineral density in hepatitis C. 
Journal of Cachexia, Sarcopenia and Muscle. 2018 Apr; 9(2): 
255-68. [DOI: 10.1002/jcsm.12269]

36.	 Oliveira CMC de, Kubrusly M, Mota RS, Silva CAB da, Oliveira 
VN. Desnutrição na insuficiência renal crônica: qual o melhor 
método diagnóstico na prática clínica? Jornal Brasileiro de 
Nefrologia. 2010 Mar; 32(1): 57-70. [DOI: 10.1590/S0101-
28002010000100011]

37.	 Andersen H, Borre M, Jakobsen J, Andersen PH, Vilstrup H. 
Decreased muscle strength in patients with alcoholic liver 
cirrhosis in relation to nutritional status, alcohol abstinence, liver 
function, and neuropathy. Hepatology. 1998 May; 27(5): 1200-6. 
[DOI: 10.1002/hep.510270503]

38.	 Gadelha AB, Dutra MT, Oliveira RJ de, Safons MP, Lima RM. 
Associação entre força, sarcopenia e obesidade sarcopénica com o 
desempenho funcional de idosas. Motricidade. 2014 Sep 1; 10(3). 
[DOI: 10.6063/motricidade.10(3).2775]

39.	 Tandon P, Ney M, Irwin I, Ma MM, Gramlich L, Bain VG, 
Esfandiari N, Baracos V, Montano-Loza AJ and Myers RP. 
Severe muscle depletion in patients on the liver transplant wait 
list: Its prevalence and independent prognostic value. Liver 
Transplantation. 2012 Oct; 18(10): 1209-16. [DOI: 10.1002/
lt.23495]

40.	 Montano-Loza AJ. Clinical relevance of sarcopenia in patients 
with cirrhosis. World J Gastroenterol. 2014 Jul 7; 20(25): 8061-
71. [DOI: 10.3748/wjg.v20.i25.8061]

41.	 Tachi Y, Kozuka A, Hirai T, Ishizu Y, Honda T, Kuzuya T, Hayashi 
K, Ishigami M and Goto H. Impact of myosteatosis on skeletal 
muscle volume loss in patients with chronic liver disease. Journal 
of Gastroenterology and Hepatology. 2018; 33(9): 1659-66. [DOI: 
10.1111/jgh.14133]

42.	 Carias S, Castellanos AL, Vilchez V, Nair R, Dela Cruz 
AC, Watkins J, Barrett T, Trushar P, Esser K and Gedaly R. 
Nonalcoholic steatohepatitis is strongly associated with sarcopenic 
obesity in patients with cirrhosis undergoing liver transplant 
evaluation: Sarcopenic obesity in patients with cirrhosis. Journal 
of Gastroenterology and Hepatology. 2016 Mar; 31(3): 628-33. 
[DOI: 10.1111/jgh.13166]

43.	 Sinclair M, Grossmann M, Gow PJ, Angus PW. Testosterone in 
men with advanced liver disease: Abnormalities and implications. 
Journal of Gastroenterology and Hepatology. 2015; 30(2): 244-
51. [DOI: 10.1111/jgh.12695]

44.	 Moctezuma-Velázquez C, Low G, Mourtzakis M, Ma M, Burak 
KW, Tandon P and Montano-Loza AJ. Association between 
Low Testosterone Levels and Sarcopenia in Cirrhosis: A 
Crosssectional Study. Ann Hepatol. 2018 Aug; 17(4): 615-23. 
[DOI: 10.5604/01.3001.0012.0930]

45.	 Hayashi F, Matsumoto Y, Momoki C, Yuikawa M, Okada G, 
Hamakawa E, Kawamura E, Hagihara A, Toyama M, Fujii H, 
Kobayashi S, Iwai S, Morikawa H, Enomoto M, Tamori A, 
Kawada N and Habu D. Physical inactivity and insufficient dietary 
intake are associated with the frequency of sarcopenia in patients 
with compensated viral liver cirrhosis: Sarcopenia in compensated 
liver cirrhosis. Hepatology Research. 2013 Dec; 43(12): 1264-75. 
[DOI: 10.1111/hepr.12085]

46.	 Tsien C, Garber A, Narayanan A, Shah SN, Barnes D, Eghtesad 
B, Fung J, McCullough AJ and Dasarathy S. Post-liver 
transplantation sarcopenia in cirrhosis: A prospective evaluation: 
Post-liver transplant sarcopenia. Journal of Gastroenterology and 
Hepatology. 2014 Jun; 29(6): 1250-7. [DOI: 10.1111/jgh.12524]


