1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuey Joyiny

WEALTY 4
of %,

/ HHS Public Access

Author manuscript

j JCSM Clin Rep. Author manuscript; available in PMC 2019 August 28.

Published in final edited form as:
JCSM Clin Rep. 2018 ; 3(2): .

Race and socioeconomic effect on sarcopenia and sarcopenic
obesity in the Louisiana Osteoporosis Study (LOS)

Cassie Jengl”, Lan-Juan Zhao?", Kehao Wu?, Yu Zhou?, Ted Chen?, Hong-Wen Deng?
Iwestern Michigan University, 1903 W. Michigan Ave., Kalamazoo, Ml 49008-5378

2Tulane University, 1440 Canal St., Suite 2001, New Orleans, LA 70112

Abstract

Background—Sarcopenia and sarcopenic obesity are emerging public health issues. True
prevalence rates are unknown and estimates differ substantially between studies. No large-scale
single study has compared prevalence rates between whites, blacks, Asians, and Hispanics, as we
intend to do here. This study also examined the effects of race and socioeconomic factors on
sarcopenia and sarcopenic obesity.

Methods—This study included 10,325 participants from Louisiana. Appendicular lean mass
(ASM), measured through dual energy x-ray absorptiometry (DXA) scans, was divided by height
squared (ASM/h?) to define sarcopenia. Sarcopenic obesity was defined as sarcopenia plus obesity
(waist-to-hip ratio).

Results—Overall sarcopenia and sarcopenic obesity rates were 17.6% and 7.0% for males, and
13.7% and 2.5% for females, respectively. The highest sarcopenia and sarcopenic obesity rates
were found in Asian males (40.6%, 14.4%) and females (30.1%, 8.0%). The lowest sarcopenic
obesity rates were observed in black males (3.7%) and females (0.9%). We found significant
associations with sarcopenic obesity in males for age, race, and income; in females, for age, race,
and education.

Conclusions—Under one diagnostic definition, the prevalence of sarcopenia and sarcopenic
obesity is highest among Asians and lowest amongst blacks. Income and education had significant
associations with sarcopenia and sarcopenic obesity, in males and females, respectively.
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Introduction

Methods

As the first of the “baby boomer” generation started turning 65 in 2011 [1], the elderly
population in the United States is expected to increase from 35 million in 2000 [2], to 74
million (20.6% of the population) in 2030 [3]. Sarcopenia — generally defined as the age-
related decrease in skeletal muscle mass [4-5] — has been found to be associated with many
adverse health outcomes, including metabolic issues [6-8] and physical disability [4, 9].
Sarcopenic obesity — generally defined as the co-occurrence of sarcopenia and obesity [10—
11] - has a combined effect that increases the severity of both health conditions [12-13],
leading to worse functional declines, more physical disabilities, and poorer health outcomes
[14-17].

The true prevalence rates of sarcopenia and sarcopenic obesity are unknown. Due to the use
of different definitions, reported prevalence rates for sarcopenia and sarcopenic obesity
differ substantially among studies [12, 18]. While six major “consensus” definitions have
been published by various international special interest and working groups, there is no real
consensus for a diagnostic definition of sarcopenia and sarcopenic obesity [19-24].

Race and ethnicity may explain some of the high variation of prevalence rates for sarcopenia
and sarcopenic obesity. It is well-established that body composition differs between major
races [25-28], and the discussion about race-specific cutoffs is building. For example, the
World Health Organization (WHO) has proposed lowering body mass index (BMI) cutoffs
for Asian populations, from normal standards of overweight: 25-29.9 kg/m? and obese: >30
kg/m? to adjusted standards of overweight: 23-27.4 kg/m? and obese: >27.5 kg/m?2 [28-29].

In our literature review, we did not find any publication that compared the prevalence of
sarcopenic obesity between whites, blacks, Asians, and Hispanics from one large-scale study
using a representative young reference population. Additionally, other studies have shown
that socioeconomic factors may also play a role in sarcopenic and sarcopenic obesity, but no
associations are reliably found [30-33]. The aim of this study is to examine the race/
ethnicity and socioeconomic effects on the prevalence rates of sarcopenia and sarcopenic
obesity. Better understanding of these effects on sarcopenia and sarcopenic obesity will
contribute to the discussions on specific cutoffs for different ethnicities, provide guidelines
for measuring true prevalence rates, and help promote better prevention and management of
sarcopenia and sarcopenic obesity.

Study participants

This study used collected data from the Louisiana Osteoporosis Study (LOS), which has
been ongoing since 2011 [34]. The study was approved by the IRB of Tulane University and
all participants signed an informed consent form.

LOS had recruited 10,475 random human subjects at the preparation of this paper. We
excluded 150 participants from the data analysis due to missing anthropometric or
incomplete dual energy x-ray absorptiometry (DXA) scan results. The final dataset
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contained 10,325 subjects, who had complete race/ethnicity, anthropometric data
information, and valid muscle mass data.

Measurements

Definitions

Research staff measured height, weight, waist circumference, and hip circumference for
each LOS participant. Height and weight were measured using a Health-O-Meter
Professional height and weight scale, in centimeters and kilograms, respectively. Waist and
hip circumferences were measured at maximal circumferences in centimeters. Whole body
composition, including lean mass in both arms and legs, was measured using a DXA
machine (Hologic Discovery A system, Hologic Inc., Bedford, MA, USA). Subjects self-
reported as African-American/Black, Asian, Caucasian/White, and Hispanic/Latino.
Participants who didn’t fit one of these categories were designated “other” for ethnicity.
Personal annual income and education were optionally self-reported with categorized
selections in the LOS medical questionnaire.

We divided the 10,325 subjects into two groups according to their ages at the time of the
DXA scan, calculated from reported date of birth and scan date. Those under the age of 40
constituted the young reference group, totaling 2,663 participants (1,024 males, 1,639
females). The analyzed sample, at least 40 years old, has a total of 7,662 subjects (2,971
males, 4,691 females).

In most published studies [35], sarcopenia was defined using height-adjusted appendicular
skeletal muscle mass (ASM/h?), with ASM calculated as the sum of the lean mass of the
arms and legs. In order to compare the prevalence of sarcopenia for different racial/ethnic
groups, we calculated the means of ASM/h2 in males and females for the entire young
reference population. We defined sarcopenia as one standard deviation below the gender-
specific means (males: <7.8 kg/m?, females: <5.88 kg/m?).

For this study, we selected both body mass index (BMI) and waist-to-hip ratio (WHR) to
categorize obesity in order to examine how obesity rates differ by index. BMI was calculated
as weight in kilograms divided by the square of height in meters. BMI cutoff values are: <25
= normal, 25-29.9 = overweight, and =30 = obese [36]. WHR was calculated as ratio of the
circumference of the waist to that of the hips. The WHR cutoff values for defining central
obesity are: =0.90 for males and = 0.85 for females [37].

Sarcopenic obesity was defined as sarcopenia plus obesity as defined by WHR. We chose
WHR over BMI to reduce the possibility of overall weight misrepresenting fat mass, and to
sustain the use of gender-specific thresholds, similar to sarcopenia.

Statistical Analyses

All analyses were conducted in SAS versions 9.3 and 9.4.

Data were analyzed in sex-specific sets. Univariate analyses were conducted to calculate
demographic and prevalence data across five race/ethnicity groups. Income and education
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were the only two optional data points, with rates of missing data ranging from 17.1% to
39.1%.

Analysis of variance (ANOVA) and group ftests were used to determine group differences in
the anthropometric data. Multinomial stepwise regression, a variation of forward selection
regression, was used to test associations between socioeconomic factors and sarcopenic
obesity, as well as to calculate individual odds ratios in the analyzed population. For this last
set of analyses, race/ethnicity had to be condensed into three groups due to insufficient
distribution of participants (combining “Hispanic”, “Asian”, and “Other” into one “Other”
group) in testing the associations of social determinant factors with sarcopenia, obesity, and
sarcopenic obesity by gender. Statistical significance was defined as p-value < .05.

Demographics

Race, income, and education levels of the 10,325 participants can be found in Table 1. The
majority of our LOS subjects were white (54.3%) and black (32.2%) in both the study
population (56.1% white; 32.4% black) and the young reference population (48.9% white;
31.5% black). In the female group, there were more white people in the study group (64.3%)
compared to the young reference group (50%). In the male group, there were more black
subjects in the study population (45.5%) compared to that in the young reference group
(35.6%). The distribution of the subjects was similar for other races in the study and young
reference populations.

Anthropometrics

Anthropometric data of the study population (n=7,662) can be found in Table 2. All data
were grouped by gender and examined in separate race/ethnicity groups. Each measure,
which included age, BMI, WHR, and ASM/h?, had significant group differences across the
five race/ethnicity groups and the differences are listed in the group differences column.

Prevalence rates for obesity, sarcopenia, and sarcopenic obesity

Prevalence rates for obesity, sarcopenia, and sarcopenic obesity in subject study population
can be found in Table 3.

Considering both BMI and WHR results, the highest obesity rates by race were Hispanic
males (35.4% by BMI, 69.2% by WHR) and black females (54.6% by BMI, 55.4% by
WHR). The lowest obesity rates by race/ethnicity using BMI were Asian males (4.8%) and
Asian females (6.9%).

The overall sarcopenia rates were 17.6% for males and 13.7% for females. The highest
sarcopenia rates by race/ethnicity were Asian for both males (40.6%) and females (30.1%).
The lowest sarcopenia rates by race/ethnicity were Hispanic males (10.8%) and black
females (3.6%).

Overall sarcopenic obesity rates were 7.0% in males and 2.5% in females. The highest
sarcopenic obesity rates by race/ethnicity were Asian males (14.4%) and Asian females
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(8.0%). The lowest sarcopenic obesity rates by race/ethnicity were black males (3.7%) and
black females (0.9%).

Associations of socioeconomic factors with obesity, sarcopenia, and sarcopenic obesity

We tested the effects of age, race, personal annual income, and education on sarcopenic
obesity, sarcopenia only, and obesity only. All examined factors, with the exception of
education level in males, were found to be significant (at least p < .05) for at least one
outcome (sarcopenia only, obesity only, or sarcopenic obesity). The odds ratios are presented
in Table 4.

For males, age had the largest associations with sarcopenic obesity, with odds ratios
increasing with age, from 3.54 (p < .001) in the 50s to as high as 18.33 (p < .001) for 70+
years of age, as compared to the 40s. Significant associations for race/ethnicity were found
for blacks (as compared to white) with an odds ratio of 0.21 (p <.001) for sarcopenic
obesity, 0.38 (p < .001) for sarcopenia only, and 0.46 (p < .001) for obesity only. Income was
found to be significant only for sarcopenic obesity — males with a personal annual income
less than $20,000 were 2.78 times more likely (p < .01) to have sarcopenic obesity than
males with an annual income of $60,000 or more.

For females, age also had the largest associations with sarcopenic obesity, with odds ratios
increasing from 2.26 (p < .05) in the 50s to 4.96 (p < .001) for 70+ years of age, as
compared to the 40s. Significant associations for race/ethnicity were found for blacks (as
compared to whites) with an odds ratio of 0.19 (p < .001) for sarcopenia only and 1.60 (p <.
001) for obesity only. Looking at education levels, females with a high school degree and/or
some college were 2.68 times more likely (p < .01) to have sarcopenic obesity compared to
females with at least a college degree.

Discussion

One of the key findings of this study is the prevalence rates of sarcopenia and sarcopenic
obesity across the different races/ethnicities. Asians had the highest rates of both sarcopenia
and sarcopenic obesity, and almost all of the lowest rates of sarcopenia and sarcopenic
obesity were found in blacks. Personal annual income and education level had significant
associations with sarcopenia and/or sarcopenic obesity.

The overall sarcopenic obesity prevalence rates are the lowest in both black men and black
women in our study. This finding is consistent with previous findings from Batsis et al. [12].
Interestingly, our finding that Asians have the highest rates of sarcopenia and sarcopenic
obesity is opposite to other studies, particularly those done in Asian countries, where the use
of an Asian reference population showed very low rates of sarcopenia and sarcopenic
obesity [22, 31, 38]. Because there is no consensus on a definition for sarcopenic obesity and
different studies use different reference groups, it is difficult to compare the prevalence rates
found here to other studies. Additionally, most studies in the United States have not had
enough diversity in their study populations to examine prevalence rates beyond whites and
blacks. Studies from Asian countries have used Asian young reference populations to define
sarcopenia and sarcopenic obesity, making those results difficult to compare to most other
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non-Asian studies, which tend to have more diverse young reference populations. However,
studies outside of Asia typically include very few, if any, Asians, meaning that no
conclusions about Asian populations can be made in comparison to the other included races/
ethnicities. Our finding that Asians had the highest prevalence rates of sarcopenia and
sarcopenic obesity is significant and unique in that it is the first study to identify a local
Asian population as having the highest prevalence rates of sarcopenia and sarcopenic obesity
compared to local whites, blacks, and Hispanics, all under the same diagnostic criteria and
definitions. Further studies should be done with more diverse populations to better
understand the effect of race and ethnicity on sarcopenic obesity.

Age is an established factor of sarcopenia [4, 7, 11] and, to some extent, sarcopenic obesity
[10, 11, 35]. It proved to have the strongest positive associations in our study. However, the
strength of association is difficult to compare across studies because there is no consensus
about how to define age groups. In our study, age had the strongest effect on sarcopenic
obesity, compared to sarcopenia alone and obesity alone. The socioeconomic effects of
income and education level that are found in this study are similar to findings from other
studies. Alexandre et al. found that low income was a risk factor for sarcopenia [33]. In our
study, low income was associated with sarcopenic obesity only in males, and sarcopenia
only and obesity only in females. Hwang et al. found that having a middle school education
or lower was associated with sarcopenic obesity in a Korean male population [31]. In our
study, lower educational level was associated with sarcopenic obesity only in the female
group. Clearly, much more research is needed in this area.

There were some design issues in our study regarding the definition of sarcopenic obesity.
First, we selected WHR to define obesity in our study for two reasons: one, it provided
gender-specific cutoffs; and two, it was the least contested across different races/ethnicities.
However, there is no clear consensus for which index of obesity is the most useful, so any
chosen index may not necessarily reflect the true prevalence of obesity. Second, we chose to
define sarcopenia as <1SD below the young reference population mean, based on Janssen’s
definition of class | sarcopenia [9]. Most studies use <2SD below the young reference
population mean, which is class Il sarcopenia by Janssen’s definition [12]. We selected
<1SD for two reasons: one, the reference population data was too clustered that there were
no participants classified as sarcopenic using the <2SD definition; and two, there are studies
validating the use of <1SD, particularly as a way to diagnose less severe sarcopenia [39-41].
Additionally, we did not have enough data variety to use any multi-pronged definitions of
sarcopenia, like the FNIH definition [23].

This study had several strengths, including: the large sample size used, the diversity of races/
ethnicities examined, and the use of a local, combined, young reference population to
calculate the cutoff points for defining sarcopenia. There were also several limitations to this
study, including the expected high percentages of missing data for personal annual income
and education level. Despite the large sample size, the distribution of outcomes across race/
ethnicity groups was insufficient for complete association analysis across all five categories.
As the LOS progresses, it is hoped that more data will allow for more diverse race/ethnicity-
specific analyses. Second, the subjects for LOS are recruited in New Orleans and Baton
Rouge and surrounding areas. Conclusions from this study may not be able to be generalized
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in other populations. Finally, it is hoped that future differentiation between class | and class
Il sarcopenia can be applied in future research in order to examine associations on multiple
outcome levels.

In conclusion, under the same diagnostic criteria and definitions, our study shows that the
prevalence of sarcopenia and sarcopenic obesity is highest amongst Asian men and women.
Black men and women have the lowest prevalence rates of sarcopenic obesity. More studies
with diverse populations need to be done to replicate the finding. Additionally, both income
and education level had significant associations with sarcopenia and/or sarcopenic obesity.
This study reflects the need for current research to more specifically identify, define, and
measure sarcopenia and sarcopenic obesity. The age and race/ethnicity associations found in
this study show that the definition of sarcopenic obesity could benefit from being more
specifically defined by subgroups of populations to provide true sarcopenia and sarcopenic
obesity rates.
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