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Abstract: This study aimed to estimate the frequency and overlap of cachexia, malnutrition, and
sarcopenia in elderly patients with diabetes mellitus. Patients who were aged at least 65 years, had
diabetes mellitus, and were regularly visiting the Ise Red Cross Hospital on an outpatient basis
were included. The patients were assessed to determine whether they had cachexia, malnutrition,
and sarcopenia according to the Asian Working Group for Cachexia criteria, the Global Leadership
Initiative on Malnutrition criteria, and the Asian Working Group for Sarcopenia 2019 criteria. A total
of 510 patients (310 men and 200 women) were analyzed in this study. Sarcopenia, cachexia, and
malnutrition were found in 84 patients (16.4%), 40 patients (7.8%) (17.8% among patients with chronic
diseases), and 110 patients (21.5%), respectively. Among patients with sarcopenia, the frequencies
of cachexia and malnutrition were 30% and 71.4%, respectively. Among patients with cachexia,
the frequencies of sarcopenia and malnutrition were 65% and 90%, respectively, and among those
with malnutrition, the frequencies of sarcopenia and cachexia were 54% and 32.7%, respectively.
The overlap among cachexia, malnutrition, and sarcopenia appears to be an important factor to be
considered in the treatment of elderly patients with diabetes mellitus.

Keywords: elderly patients with diabetes mellitus; cachexia; malnutrition; sarcopenia

1. Introduction

Patients with diabetes mellitus are aging as the elderly population increases [1]. El-
derly patients with diabetes mellitus are prone to decreased skeletal muscle mass, muscle
weakness, and impaired physical function as effects of glucotoxicity, increased inflamma-
tion and oxidative stress, and diabetic neuropathy [2]. Therefore, muscle mass or function
maintenance is important in elderly patients with diabetes mellitus [3]. Elderly patients
with diabetes mellitus are also characterized by higher prevalence rates of comorbidities,
such as chronic heart failure, chronic kidney disease, and malignant tumors, which can re-
sult in impaired appetite, weight loss, and reduced food intake. Sarcopenia or malnutrition
is an important geriatric syndrome associated with diabetes mellitus in elderly people [4,5].
Sarcopenia is characterized by muscle weakness or declined physical function associated
with decreased muscle mass due to aging, chronic inflammation, increased oxidative stress,
decreased physical activities, and undernutrition [4]. Malnutrition, conversely, is a con-
dition characterized by calorie and protein deficits related to a loss of appetite due to
malabsorption, metabolic abnormality, or aging [5]. Furthermore, diagnostic criteria for
cachexia, in which inflammation due to chronic diseases as well as malignant tumors is
found as an underlying pathological condition, have been developed recently [6], and the
importance of cachexia has attracted attention. Sarcopenia, malnutrition, and cachexia are
associated with low activities of daily living, bone fractures, hospitalization, prolonged
hospitalization, increased healthcare costs, and higher mortality rates [7–10]. Thus, early
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diagnosis of and early intervention for these conditions in elderly patients with diabetes
mellitus are essential tasks.

Previous studies have reported varying frequencies of sarcopenia, malnutrition, and
cachexia and different effects of these conditions on health outcomes, presumably because
these conditions were defined differently from one study to another. The diagnostic criteria
have been standardized to solve such problems. Specifically, the Asian Working Group for
Sarcopenia (AWGS) 2019 criteria (based on decreased limb skeletal muscle mass, muscle
weakness, and impaired physical function) [11] and the Global Leadership Initiative on
Malnutrition (GLIM) criteria (including decreased weight or body mass index, decreased
limb skeletal muscle mass, decreased food intake, chronic diseases, and increased c-reactive
protein (CRP)) [12] have been developed for sarcopenia and malnutrition, respectively.
Moreover, the diagnostic criteria for cachexia, which is a complex metabolic syndrome
associated with chronic diseases as mentioned above, have been developed by the Asian
Working Group for Cachexia (AWGC) (based on decreased body mass index, anorexia,
increased CRP, and decreased grip strength) [6]. As mentioned above, sarcopenia, malnutri-
tion, and cachexia have many similarities in definitions and are thus expected to overlap. In
fact, previous studies in elderly people have reported overlap between these pathological
conditions [13,14]. Meanwhile, as different treatments are required for sarcopenia, malnu-
trition, and cachexia, it is important to diagnose these conditions differently. Adequate
nutrition is necessary to combat malnutrition, and a high level of physical activity, in
addition to sufficient nutrition, is important for sarcopenia [15]. Drug therapy has recently
become available for cachexia [16]. Therefore, in addition to single diagnoses of individual
conditions, the possibility of overlap should be kept in mind to ensure that individual
patients are diagnosed accurately.

To the best of our knowledge, no previous studies have investigated the overlap
among sarcopenia, defined by the AWGS2019 criteria; malnutrition, defined by the GLIM
criteria; and cachexia, defined by the AWGC criteria, in elderly patients with diabetes
mellitus. As described above, many elderly patients with diabetes mellitus concurrently
have chronic diseases and are treated mainly with diet therapy and exercise therapy.
Therefore, sarcopenia, malnutrition, and cachexia are important factors to consider in
designing treatment plans. This study aimed to estimate the overlap among sarcopenia
as defined by the AWGS2019 criteria, malnutrition as defined by the GLIM criteria, and
cachexia as defined by the AWGC criteria in elderly patients with diabetes mellitus.

2. Materials and Methods
2.1. Study Design and Subjects

This was a cross-sectional study in patients who were aged at least 65 years, had
diabetes mellitus, and visited the Ise Red Cross Hospital in Ise-shi, Mie, on an outpatient
basis. Among patients with diabetes mellitus aged ≥ 65 years who visited the outpatient
clinic of our hospital between July 2019 and December 2022, those who had undergone
assessments to determine whether they had chronic diseases (chronic heart failure, cancer,
and chronic kidney failure), cachexia according to the AWGC criteria (body mass index
(BMI), anorexia, CRP, and grip strength) [6], malnutrition according to the GLIM criteria
(BMI, limb skeletal muscle mass, decreased food intake, chronic disease, and CRP) [12], and
sarcopenia according to the AWGS2019 criteria (limb skeletal muscle mass, grip strength,
and physical function) [11] were eligible. Patients with alcohol intoxication, those with
severe mental illness, those residing in a nursing care facility, and those unable to cooperate
independently in the survey were excluded. This study was conducted after patients
provided written consent, and approval was obtained from the ethics committee of the Ise
Red Cross Hospital.

2.2. Assessment of Chronic Diseases

Chronic diseases included in the AWGC and GLIM criteria were chronic heart failure,
cancer, and chronic kidney failure, which are common comorbidities in elderly patients
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with diabetes mellitus. Information from medical interviews or medical records was used
to determine whether patients had chronic diseases according to the following criteria:
(1) chronic heart failure and cancer, diagnosis and treatment of these conditions by a
cardiologist or a physician in charge of the treatment of cancer; (2) chronic kidney failure,
with an estimated glomerular filtration rate of <30 mL/min/1.73 m2.

2.3. Assessment of Cachexia

Cachexia was diagnosed when a patient with a causal chronic disease had a BMI of
<21 kg/m2 and at least one of anorexia, increased CRP, and decreased grip strength [6]. The
Japanese version of the Simplified Nutritional Appetite Questionnaire (SNAQ) translated
by Nakatsu et al. [17] was used to evaluate patients for anorexia. The SNAQ is a self-
administered questionnaire composed of four questions about appetite. The total score
ranges from 4 to 20 points, with a higher score indicating higher appetite. In this study,
scores < 14 were considered to indicate decreased appetite based on previous studies. CRP
levels (measured by latex agglutination) ≥ 0.5 mg/dL were considered elevated based on
the AWGC criteria. A Smedley dynamometer (Grip-D, Takei Scientific Instruments, Co.,
Ltd., Niigata City, Japan) was used to measure grip strength, and the maximum values
for the left and right hands were averaged. Grip strength < 28 kg for men and <18 kg for
women was defined as decreased grip strength.

2.4. Assessment of Sarcopenia

Sarcopenia was diagnosed based on the AWGS2019 criteria [11]. Multi-frequency
bioelectrical impedance analysis (seca medical body composition analyzers 525, GmbH
& Co., Hamburg, Germany) was used to measure limb skeletal muscle mass. The appen-
dicular skeletal muscle mass (ASM) values were measured, and the limb skeletal muscle
mass index (ASMI) values were calculated as follows: ASMI (kg/m2) = ASM (kg)/(body
height (m)2). ASMI values lower than 7.0 kg/m2 for men and 5.7 kg/m2 for women were
defined as reduced limb skeletal muscle mass. Grip strength values were measured, and
the maximum values for the left and right hands were averaged; averaged values < 28 kg
for men and <18 kg for women was defined as muscle weakness. The five times sit-to-stand
test was used to evaluate physical function. The length of time required to sit and stand
five times in succession was measured using a stopwatch. Patients requiring 12 s or longer
to sit and stand five times were considered to have impaired physical function. A patient
with a decreased skeletal muscle mass and a decreased grip strength or impaired physical
function was diagnosed with sarcopenia.

2.5. Assessment of Malnutrition

GLIM criteria comprise phenotypic and etiologic criteria, and those meeting at least
one each of phenotypic criteria (weight loss, low BMI, and decreased ASMI) and etiologic
criteria (insufficient food intake and inflammation/chronic diseases) were diagnosed with
malnutrition [12]. Of the phenotypic criteria, weight loss could not be measured in this
study; thus, only low BMI (BMI < 18.5 kg/m2 for those aged < 70 years and BMI < 20 kg/m2

for those aged ≥ 70 years) and decreased ASMI (<7.0 kg/m2 for men and <5.7 kg/m2 for
women) were considered. The specific etiologic criteria were as follows: (1) decreased
food intake in those who answered “yes” to the question “Has your food intake decreased
recently?” and (2) inflammation/chronic diseases in those with chronic diseases (chronic
heart failure, cancer, and chronic kidney failure) or CRP ≥ 0.5 mg/dL.

2.6. Assessment of Other Variables

The following information was collected: age, sex, smoking habit, alcohol use habit, ex-
ercise habit, etiologic classification of diabetes mellitus (type 1, type 2), duration of diabetes
mellitus, hemoglobin A1c (HbA1c), hypertension, dyslipidemia, diabetic retinopathy, dia-
betic neuropathy, living alone, cognitive function decline, physical frailty, and medications
for diabetes mellitus. For the etiologic classification of diabetes mellitus, the disease was
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classified into type 1, type 2, and others based on the diagnostic criteria of the Japan Diabetes
Society [18]. HbA1c was measured with high-performance liquid chromatography based
on the National Glycohemoglobin Standardization Program. Systolic and diastolic blood
pressure values were measured in examination rooms, and patients who had a systolic
blood pressure of ≥130 mmHg or a diastolic blood pressure of ≥80 mmHg or were under-
going treatment with an antihypertensive agent were considered to have hypertension. For
lipid levels, a patient was considered to have dyslipidemia if triglycerides ≥150 mg/dL,
high-density lipoprotein cholesterol <40 mg/dL, or low-density lipoprotein cholesterol
(LDL-c) ≥120 mg/dL (for patients with coronary artery disease, LDL-c ≥100 mg/dL) or if
the patient was taking an oral lipid-lowering agent. Diabetic retinopathy was diagnosed by
an ophthalmologist. The condition was diagnosed based on decreased Achilles’ tendon
reflexes, decreased vibration perception in the lateral malleolus, or abnormalities in nerve
conduction studies. Patients who answered “no” to the following yes–no question were
considered to have cognitive function decline: “Can you recall what happened 5 min ago?”
The frailty screening index (FI) developed by Yamada et al. [19] was used to evaluate
physical frailty. The FI is a 5-item self-administered questionnaire composed of yes–no
questions about weight loss, walking speed, exercise habit, memory, and fatigue. The total
score ranges from 0 to 5 points, and patients with a score of ≥3 were considered to have
physically frailty.

2.7. Statistical Analysis

Patient background variables were described separately for chronic diseases, cachexia,
malnutrition, and sarcopenia. The normality of continuous variables was evaluated using
the Shapiro–Wilk test. For group comparisons, normally and non-normally distributed
continuous variables were assessed using analysis of variance and the Kruskal–Wallis test,
respectively. Binary variables were compared between groups using the chi-square test.
Among subjects with cachexia, malnutrition, and sarcopenia, prevalence rates of other
pathological conditions were also calculated to evaluate the size of overlap. The significance
level (two-tailed) was <0.05, and STATA version 16.0 (Stata Corporation LP, College Station,
TX, USA) was used for analysis.

3. Results

A total of 870 patients provided consent to participate in the study during the ob-
servation period. Of these patients, 510 (310 men and 200 women) for whom data from
assessment of chronic diseases, cachexia, malnutrition, and sarcopenia were available were
analyzed in this study. The patient backgrounds are shown in Table 1. The median age was
75 years; men accounted for 60%; the median duration of diabetes mellitus was 18 years;
and the median HbA1c was 7.4%. With regard to chronic diseases (224 patients in total),
118 patients had chronic heart failure, 86 had cancer, and 60 had chronic kidney failure
(there was overlap). The median BMI in the group of subjects with sarcopenia, cachexia,
and malnutrition was lower than that in the group of subjects without these conditions,
and patients with type 1 diabetes mellitus, diabetic retinopathy, and physical frailty and
those not treated with oral hypoglycemic agents in the former group were higher than
those in the latter group.
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Table 1. Characteristics of the analysis population.

Total
n = 510

Chronic Disease
n = 224 (43.9%)

Sarcopenia
n = 84 (16.4%)

Cachexia
n = 40 (7.8%)

Malnutrition
n = 110 (21.5%)

Components of sarcopenia, cachexia, or malnutrition
Low ASMI, % 25.8 25.0 100 * 56.4 * 81.8 *

Low grip strength, % 40.7 46.4 * 85.7 * 64.1 * 54.5 *
Low physical performance, % 32.5 35.7 52.3 * 33.3 36.3

Etiology, % 43.9 100 47.6 51.2 60.0 *
Low BMI (<21 kg/m2), % 20.7 19.6 42.8 * 100 * 54.5 *

Low appetite, % 23.0 26.4 17.1 31.4 27.0
Elevated CRP, % 27.8 27.6 26.1 51.2 * 43.6 *

Reduced food intake, % 24.3 31.2 * 35.7 * 41.0 * 43.6 *
Age (years), median (range) 75.0 (72.0–79.0) 76.0 (72.0–81.0) * 76.5 (71.5–80.0) 79.0 (75.0–82.0) * 77.0 (73.0–82.0) *

Male, % 60.7 67.8 40.4 * 58.9 58.1
BMI (kg/m2), median (range) 23.7 (21.4–26.2) 24.3 (21.5–26.8) * 21.1 (18.6–23.4) * 19.1 (18.3–20.1) * 20.8 (19.1–22.0) *

T2DM, % 90.2 95.5 * 78.5 * 85.0 * 78.1 *
Duration of diabetes (years), median (range) 18.0 (12.0–25.0) 18.0 (12.0–24.0) 20.0 (14.0–29.0) 18.0 (12.0–29.5) 17.5 (12.0–25.0)

HbA1c (%), median (range) 7.4 (6.7–7.9) 7.3 (6.6–7.7) * 7.5 (6.8–8.5) * 7.3 (6.7–7.7) 7.4 (6.7–7.9)
Alcohol consumption, % 15.2 14.2 7.1 * 7.6 10.9

Smoking, % 14.1 16.9 14.2 15.3 14.5
Hypertension, % 76.7 84.8 * 80.9 66.6 74.5
Dyslipidemia, % 69.8 76.7 * 73.8 55.2 63.6
Retinopathy, % 37.6 44.6 * 57.1 * 41.0 * 47.2 *
Neuropathy, % 36.8 40.1 50.0 * 46.1 38.1

Cardiovascular disease, % 21.5 50.4 * 25.0 27.0 27.2 *
Living alone, % 13.3 12.5 11.9 17.9 18.1

Cognitive function decline, % 20.0 20.0 28.9 * 29.6 25.0
Physical frailty, % 26.0 33.3 * 43.2 * 47.3 * 43.5 *

Oral hypoglycemic agents, % 75.6 74.1 64.2 * 53.8 * 65.4 *
Sodium-glucose cotransporter 2 inhibitors, % 16.4 13.8 5.7 * 4.5 * 7.1 *

Insulin, % 69.6 73.8 76.1 64.1 76.3
GLP-1RA, % 19.2 25.0 * 16.6 17.9 20.0

BMI, body mass index; T2DM, type 2 diabetes mellitus; HbA1c, hemoglobin A1c; GLP-1RA, glucagon-like peptide-1 receptor agonist. * Significant difference between patients with and
without the respective condition (p < 0.05).
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Frequencies of chronic diseases, sarcopenia, cachexia, and malnutrition in those with
the respective conditions are listed in Table 2 and illustrated in Figure 1. The frequencies of
chronic diseases, sarcopenia, cachexia, and malnutrition were 224 patients (43.9%), 84 pa-
tients (16.4%), 40 patients (7.8%) (17.8% in patients with chronic diseases), and 110 patients
(21.5%), respectively. The frequencies of chronic diseases, cachexia, and malnutrition in
patients with sarcopenia were 47.6%, 30%, and 71.4%, respectively. The frequencies of
chronic diseases, sarcopenia, and malnutrition in those with cachexia were 100%, 65%, and
90%, respectively. The frequencies of chronic diseases, sarcopenia, and cachexia in those
with malnutrition were 60%, 54%, and 32.7%, respectively.

Table 2. Prevalence of each within chronic disease, sarcopenia, cachexia, and malnutrition.

Chronic Disease
n = 224

Sarcopenia
n = 84

Cachexia
n = 40

Malnutrition
n = 110

Chronic disease, % – 47.6 100 60.0
Sarcopenia, % 17.8 – 65.0 54.5
Cachexia, % 17.8 30.9 – 32.7

Malnutrition, % 29.4 71.4 90.0 –

Figure 1. Overlap of sarcopenia (S – – ), cachexia (C ■ ■ ■ ■), and malnutrition (M - - - ).

4. Discussion

The frequencies and overlap rates of cachexia according to the AWGC criteria, malnu-
trition according to the GLIM criteria, and sarcopenia according to the AWGS2019 criteria
in elderly patients with diabetes mellitus were determined. Regarding overlap, the frequen-
cies of sarcopenia and malnutrition in subjects with cachexia were extremely high, and the
overlap between sarcopenia and malnutrition was also high. Meanwhile, the overlap rates
of cachexia and malnutrition with chronic diseases were high, but the overlap rates of these
conditions with sarcopenia were only approximately 50%. To the best of our knowledge,
this is the first study to find overlapping patterns among these conditions in elderly patients
with diabetes mellitus.

Virtually no reports investigating the frequency of cachexia in elderly patients with
diabetes mellitus could be found, except for one reporting 9.4–12.8% [20]. In our study,
the frequency of cachexia in elderly patients with diabetes mellitus and chronic diseases
was 17.8%, which tended to be higher than the rate reported in the previous study. The
possible reasons for the difference are as follows: In the previous study, cachexia was
defined according to Evans et al. (BMI < 20 kg/m2 and at least three of muscle weakness,
malaise, anorexia, decreased lean mass, and biochemical abnormalities) [20]. Compared
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with the AWGC criteria, the definition of Evans et al. uses a smaller BMI threshold and
is expected to be met by a smaller number of individuals because at least three of muscle
weakness, malaise, anorexia, decreased lean mass, and biochemical abnormalities are
required. Another reason may be the effects of differences in patient groups between the
two studies. Specifically, the previous study [20] included elderly patients with diabetes
mellitus, regardless of whether they had chronic diseases. However, our study using
the AWGC criteria only included patients with chronic diseases who were considered to
have a high risk of cachexia. Presumably, the use of different definitions for cachexia and
patient populations with different characteristics might have had effects on the difference
in cachexia frequency between the two studies. In the present study, the frequency of
sarcopenia in subjects with cachexia was as high as the rates in previous studies. The
AWGC criteria include the decreased grip strength criterion in addition to low BMI, which
is strongly associated with decreased limb skeletal muscle mass, an essential requirement for
the diagnosis of sarcopenia [6]; this is a possible reason for the high frequency. Furthermore,
the frequency of malnutrition in patients with cachexia in the present study was as high as
90%. The AWGC and GLIM criteria include a criterion of having a low BMI as an essential
requirement and the presence of inflammation and chronic diseases; this may explain why
the frequency of malnutrition was high.

A previous study in elderly diabetic patients with chronic kidney disease, which also
used the GLIM criteria as in our study, reported that the frequency of malnutrition was
23.7% [21]. Previous studies in inpatients with diabetes mellitus [22,23] have reported that
the frequency of malnutrition according to the GLIM criteria was 23.6–52.9%. Thus, the
frequency of malnutrition in the present study in elderly outpatients with diabetes mellitus
was similar to that in previous studies. In the present study, the frequency of sarcopenia
in patients with malnutrition was 54%, meaning that approximately half of the patients
with malnutrition had sarcopenia. A previous study in elderly nursing home residents
hospitalized [14] reported that the frequency of sarcopenia in patients with malnutrition
according to the GLIM criteria was 31.2%. Decreases in skeletal muscle mass, muscle mass,
and physical function in patients with diabetes mellitus have been reported to be greater
than those in non-diabetic patients [2]; this may explain why the frequency of sarcopenia
was high in our study. Meanwhile, the GLIM phenotypic criteria include decreased limb
skeletal muscle mass in addition to low BMI, which is strongly associated with decreased
limb skeletal muscle mass. However, the GLIM etiologic criteria do not include grip
strength and physical function, which are necessary to diagnose sarcopenia. Therefore, it
was considered important to diagnose sarcopenia independently of malnutrition.

In previous studies in diabetic patients aged ≥ 65 years, the frequency of sarcopenia
has been reported to range from 5.8% to 15.3% [24,25]. A study investigating frequencies of
sarcopenia in different age groups [24] reported a frequency of 13.9% in those approximately
75 years of age, which is the mean age of participants in our study; rates in this study
and ours are similar. Meanwhile, in the present study, the frequency of chronic diseases
in subjects with sarcopenia was 47%, which seems to be lower than the rates in those
with cachexia or malnutrition. Previous studies have shown that patients with chronic
diseases, such as chronic heart failure and chronic kidney disease, had high frequencies
of sarcopenia [26,27]. Moreover, as described above, patients with diabetes mellitus have
been reported to have greater decreases in skeletal muscle mass, muscle mass, and physical
function [2], and the importance of sarcopenia has been suggested. The results of the
present study imply that the evaluation of sarcopenia is important in elderly diabetic
patients with or without chronic diseases.

The results of this study revealed a significant overlap of cachexia, malnutrition, and
sarcopenia and are of clinical significance in the following aspects: These three pathological
conditions have many features in common, but importantly, they differ etiologically and
thus require different measures. Specific measures important for the respective conditions
include control of inflammation caused by chronic diseases for cachexia; monitoring of
food intake and adjustment of nutritional balance for malnutrition; and increased physical
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activities, including resistance exercise as well as increased nutritional intake for sarcope-
nia [15]. In elderly patients with diabetes mellitus, measures against malnutrition are
considered particularly important because their food intake has been restricted since they
were middle-aged, without adequate measures to prevent malnutrition in some cases.
Recently, drug therapy for cachexia has become available [16], and the diagnosis of this
condition is important. The overlap of cachexia, malnutrition, and sarcopenia in elderly
patients with diabetes mellitus is an important factor to consider in designing treatment
strategies.

This study is the first to evaluate the overlap of sarcopenia, malnutrition, and cachexia
in elderly patients with diabetes mellitus, which is the strength of this study. Because
these conditions require different treatments, the study’s results are useful for establishing
treatment strategies by considering the overlap among these conditions. Furthermore,
because sarcopenia, malnutrition, and cachexia in this study were defined based on the
AWGS 2019 criteria, GLIM criteria, and AWGC criteria, respectively, the use of these
internationally standardized criteria allowed the results of this study to be compared with
those of other studies, which is another strength of this study.

This study has some limitations. First, the participants in this study were patients
visiting an outpatient clinic specialized for diabetes mellitus, and many had relatively
severe diabetes mellitus. Therefore, care should be exercised in determining whether the
findings of this study can be applied to patients with glycemic stability or those visiting
their primary care physicians. Second, the sample size in this study was relatively small,
and further analysis in a larger number of patients is desirable. Third, chronic diseases
analyzed in this study did not include chronic obstructive lung disease and collagenosis,
such as rheumatism. Therefore, the frequency of cachexia might have been underestimated
and should be interpreted with caution. Fourth, the accuracy in estimating the prevalence
of malnutrition may be influenced as our study did not assess weight loss, one of the three
phenotypic criteria as defined by the GLIM guidelines. Fifth, the impact of medications
like glucagon-like peptide-1 (GLP-1) receptor agonists and sodium-glucose cotransporter-2
(SGLT-2) inhibitors on food intake and body weight was not considered. These drugs are
known to reduce appetite and body weight, potentially leading to an overestimation of
malnutrition within our findings. Sixth, ASM values were evaluated after being adjusted
by height. Thus, the results of this study may differ if these values were assessed after
being adjusted by other factors, such as body weight and BMI [28]. Further research is
required to compensate for the above limitations.

5. Conclusions

Despite the limitations described above, this study showed the frequency and overlap
of cachexia according to the AWGC criteria, malnutrition according to the GLIM criteria,
and sarcopenia according to the AWGS2019 criteria in elderly patients with diabetes
mellitus. This study indicated that cachexia patients have a high frequency of sarcopenia
and malnutrition, and sarcopenia and malnutrition highly overlap. Furthermore, while the
overlap rates of cachexia and malnutrition with chronic diseases were high, the overlap
rates of these conditions with sarcopenia were approximately half of those. It is clinically
important to consider the overlap among sarcopenia, malnutrition, and cachexia when
establishing the treatment strategy for elderly patients with diabetes mellitus who are
suffering from these conditions.

Author Contributions: Conceptualization, S.I. and K.M.; methodology, S.I.; formal analysis, S.I. and
K.M.; investigation, S.I., K.M., K.I. and S.M.; resources, S.I., K.M., K.I. and S.M.; data curation, S.I.;
writing—original draft preparation, S.I.; writing—review and editing, S.I. and K.M.; supervision,
K.M., K.I., S.M. and K.K.; project administration, S.I. All authors have read and agreed to the published
version of the manuscript.

Funding: This research received no external funding.



Nutrients 2024, 16, 236 9 of 10

Institutional Review Board Statement: Data collection for this study started in 2019 after approval
by the Ethics Committee of the Ise Red Cross Hospital (protocol code: 1-27, approval date: 21 June
2019). The study was conducted in accordance with the Declaration of Helsinki and approved by
the Ethics Committee of the Ise Red Cross Hospital (protocol code ER2023-81, approval date: 24
December 2023).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to ethical.

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. World Health Organization (WHO). Global Report on Diabetes. Available online: http://www.who.int (accessed on 1 Septem-

ber 2023).
2. Kalyani, R.R.; Metter, E.J.; Egan, J.; Golden, S.H.; Ferrucci, L. Hyperglycemia predicts persistently lower muscle strength with

aging. Diabetes Care 2015, 38, 82–90. [CrossRef]
3. De Luis Román, D.; Garrachón Vallo, F.; Carretero Gómez, J.; López Gómez, J.J.; Tarazona Santabalbina, F.J.; Guzmán Rolo,

G.; García Almeida, J.M.; Sanz Paris, A. La masa muscular disminuida en la diabetes de tipo 2. Una comorbilidad oculta que
debemos tener en cuenta [Decreased muscle mass in type-2 diabetes. A hidden comorbidity to consider]. Nutr. Hosp. 2023, 40,
59–66. [CrossRef] [PubMed]

4. Sinclair, A.; Dunning, T.; Rodriguez-Mañas, L. Diabetes in older people: New insights and remaining challenges. Lancet Diabetes
Endocrinol. 2015, 3, 275–285. [CrossRef] [PubMed]

5. Tamura, Y.; Omura, T.; Toyoshima, K.; Araki, A. Nutrition management in older adults with diabetes: A review on the importance
of shifting prevention strategies from metabolic syndrome to frailty. Nutrients 2020, 12, 3367. [CrossRef] [PubMed]

6. Arai, H.; Maeda, K.; Wakabayashi, H.; Naito, T.; Konishi, M.; Assantachai, P.; Auyeung, W.T.; Chalermsri, C.; Chen, W.; Chew, J.;
et al. Diagnosis and outcomes of cachexia in Asia: Working Consensus Report from the Asian Working Group for Cachexia. J.
Cachexia Sarcopenia Muscle 2023, 14, 1949–1958. [CrossRef]

7. Morley, J.E.; Anker, S.D.; von Haehling, S. Prevalence, incidence, and clinical impact of sarcopenia: Facts, numbers, and
epidemiology-update 2014. J. Cachexia Sarcopenia Muscle 2013, 5, 253–259, Erratum in J. Cachexia Sarcopenia Muscle 2015, 6, 192.
[CrossRef]

8. Fearon, K.C.; Carter, D.C. Cancer cachexia. Ann. Surg. 1998, 208, 1–5. [CrossRef] [PubMed]
9. Soenen, S.; Chapman, I.M. Body weight, anorexia, and undernutrition in older people. J. Am. Med. Dir. Assoc. 2013, 14, 642–648.

[CrossRef]
10. Serrano Valles, C.; López Gómez, J.J.; García Calvo, S.; Jiménez Sahagún, R.; Torres Torres, B.; Gómez Hoyos, E.; Ortolá Buigues,

A.; de Luis Román, D. Influence of nutritional status on hospital length of stay in patients with type 2 diabetes. Influencia del
estado nutricional sobre la estancia media hospitalaria en el paciente con diabetes mellitus tipo 2. Endocrinol. Diabetes Nutr. (Engl.
Ed.) 2020, 67, 617–624. [CrossRef]

11. Chen, L.K.; Woo, J.; Assantachai, P.; Auyeung, T.W.; Chou, M.Y.; Iijima, K.; Jang, H.C.; Kang, L.; Kim, M.; Kim, S.; et al. Asian
Working Group for Sarcopenia: 2019 Consensus update on sarcopenia diagnosis and treatment. J. Am. Med. Dir. Assoc. 2020, 21,
300–307. [CrossRef]

12. Cederholm, T.; Jensen, G.L.; Correia, M.I.T.D.; Gonzalez, M.C.; Fukushima, R.; Higashiguchi, T.; Baptista, G.; Barazzoni, R.;
Blaauw, R.; Coats, A.; et al. GLIM criteria for the diagnosis of malnutrition—A consensus report from the global clinical nutrition
community. Clin. Nutr. 2019, 38, 1–9. [CrossRef]

13. Gingrich, A.; Volkert, D.; Kiesswetter, E.; Thomanek, M.; Bach, S.; Sieber, C.C.; Zopf, Y. Prevalence and overlap of sarcopenia,
frailty, cachexia and malnutrition in older medical inpatients. BMC Geriatr. 2019, 19, 120. [CrossRef]

14. Faxén-Irving, G.; Luiking, Y.; Grönstedt, H.; Franzén, E.; Seiger, Å.; Vikström, S.; Wimo, A.; Boström, A.M.; Cederholm, T. Do
malnutrition, sarcopenia and frailty overlap in nursing-home residents? J. Frailty Aging 2021, 10, 17–21. [CrossRef]

15. Jeejeebhoy, K.N. Malnutrition, fatigue, frailty, vulnerability, sarcopenia and cachexia: Overlap of clinical features. Curr. Opin. Clin.
Nutr. Metab. Care 2012, 15, 213–219. [CrossRef] [PubMed]

16. Wakabayashi, H.; Arai, H.; Inui, A. Anamorelin in Japanese patients with cancer cachexia: An update. Curr. Opin. Support. Palliat.
Care 2023, 17, 162–167. [CrossRef] [PubMed]

17. Nakatsu, N.; Sawa, R.; Misu, S.; Ueda, Y.; Ono, R. Reliability and validity of the Japanese version of the simplified nutritional
appetite questionnaire in community-dwelling older adults. Geriatr. Gerontol. Int. 2015, 15, 1264–1269. [CrossRef]

18. Araki, E.; Goto, A.; Kondo, T.; Noda, M.; Noto, H.; Origasa, H.; Osawa, H.; Taguchi, A.; Tanizawa, Y.; Tobe, K.; et al. Japanese
clinical practice guideline for diabetes 2019. J. Diabetes Investig. 2020, 11, 1020–1076. [CrossRef]

19. Yamada, M.; Arai, H. Predictive value of frailty scores for healthy life expectancy in community-dwelling older Japanese adults. J.
Am. Med. Dir. Assoc. 2015, 16, 1002.e7–1002.e11. [CrossRef] [PubMed]

http://www.who.int
https://doi.org/10.2337/dc14-1166
https://doi.org/10.20960/nh.04468
https://www.ncbi.nlm.nih.gov/pubmed/36633517
https://doi.org/10.1016/S2213-8587(14)70176-7
https://www.ncbi.nlm.nih.gov/pubmed/25466523
https://doi.org/10.3390/nu12113367
https://www.ncbi.nlm.nih.gov/pubmed/33139628
https://doi.org/10.1002/jcsm.13323
https://doi.org/10.1007/s13539-014-0161-y
https://doi.org/10.1097/00000658-198807000-00001
https://www.ncbi.nlm.nih.gov/pubmed/3291799
https://doi.org/10.1016/j.jamda.2013.02.004
https://doi.org/10.1016/j.endinu.2020.05.004
https://doi.org/10.1016/j.jamda.2019.12.012
https://doi.org/10.1016/j.clnu.2018.08.002
https://doi.org/10.1186/s12877-019-1115-1
https://doi.org/10.14283/jfa.2020.45
https://doi.org/10.1097/MCO.0b013e328352694f
https://www.ncbi.nlm.nih.gov/pubmed/22450775
https://doi.org/10.1097/SPC.0000000000000658
https://www.ncbi.nlm.nih.gov/pubmed/37389636
https://doi.org/10.1111/ggi.12426
https://doi.org/10.1111/jdi.13306
https://doi.org/10.1016/j.jamda.2015.08.001
https://www.ncbi.nlm.nih.gov/pubmed/26385303


Nutrients 2024, 16, 236 10 of 10

20. Ida, S.; Murata, K.; Okubo, K.; Imataka, K.; Azuma, K.; Kaneko, R.; Fujiwara, R. A study of the frequency of cachexia and its
associated factors in elderly patients with diabetes mellitus. Nihon Ronen Igakkai Zasshi 2023, 60, 51–59. [CrossRef]

21. Dai, L.L.; Li, W.L.; Zheng, D.F.; Wang, W.H.; Xie, H.F.; Ma, J.W. Prevalence and management recommendations for disease-related
malnutrition in chronic kidney disease patients with and without diabetes. Int. J. Endocrinol. 2022, 2022, 4419486. [CrossRef]

22. Lauwers, P.; Hendriks, J.M.H.; Van Bouwel, S.; Verrijken, A.; Van Dessel, K.; Van Gils, C.; Peiffer, F.; Yogeswaran, K.; De Block, C.;
Dirinck, E. Malnutrition according to the 2018 GLIM criteria is highly prevalent in people with a diabetic foot ulcer but does not
affect outcome. Clin. Nutr. ESPEN 2021, 43, 335–341. [CrossRef]

23. Sanz-París, A.; Martín-Palmero, A.; Gomez-Candela, C.; García-Almeida, J.M.; Burgos-Pelaez, R.; Sanz-Arque, A.; Espina, S.;
Arbones-Mainar, J.M.; Study VIDA Group. GLIM criteria at hospital admission predict 8-year all-cause mortality in elderly
patients with type 2 diabetes mellitus: Results from VIDA study. JPEN J. Parenter. Enter. Nutr. 2020, 44, 1492–1500. [CrossRef]

24. Murata, Y.; Kadoya, Y.; Yamada, S.; Sanke, T. Sarcopenia in elderly patients with type 2 diabetes mellitus: Prevalence and related
clinical factors. Diabetol. Int. 2018, 9, 136–142. [CrossRef] [PubMed]

25. Ida, S.; Murata, K.; Nakadachi, D.; Ishihara, Y.; Imataka, K.; Uchida, A.; Monguchi, K.; Kaneko, R.; Fujiwara, R.; Takahashi, H.
Association between dynapenia and decline in higher-level functional capacity in older men with diabetes. Geriatr. Gerontol. Int.
2018, 18, 1393–1397. [CrossRef] [PubMed]

26. Zhang, Y.; Zhang, J.; Ni, W.; Yuan, X.; Zhang, H.; Li, P.; Xu, J.; Zhao, Z. Sarcopenia in heart failure: A systematic review and
meta-analysis. ESC Heart Fail. 2021, 8, 1007–1017. [CrossRef] [PubMed]

27. Chatzipetrou, V.; Bégin, M.J.; Hars, M.; Trombetti, A. Sarcopenia in chronic kidney disease: A scoping review of prevalence, risk
factors, association with outcomes, and treatment. Calcif. Tissue Int. 2022, 110, 1–31. [CrossRef]

28. de Luis, D.; Primo, D.; Izaola, O.; Martinez, A.; Lopez Gomez, J.J. Relationship between fat-free mass and metabolic syndrome in
obese females. Eur. Rev. Med. Pharmacol. Sci. 2023, 27, 4648–4655. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.3143/geriatrics.60.51
https://doi.org/10.1155/2022/4419486
https://doi.org/10.1016/j.clnesp.2021.03.029
https://doi.org/10.1002/jpen.1781
https://doi.org/10.1007/s13340-017-0339-6
https://www.ncbi.nlm.nih.gov/pubmed/30603361
https://doi.org/10.1111/ggi.13498
https://www.ncbi.nlm.nih.gov/pubmed/30094914
https://doi.org/10.1002/ehf2.13255
https://www.ncbi.nlm.nih.gov/pubmed/33576177
https://doi.org/10.1007/s00223-021-00898-1
https://doi.org/10.26355/eurrev_202305_32476
https://www.ncbi.nlm.nih.gov/pubmed/37259765

	Introduction 
	Materials and Methods 
	Study Design and Subjects 
	Assessment of Chronic Diseases 
	Assessment of Cachexia 
	Assessment of Sarcopenia 
	Assessment of Malnutrition 
	Assessment of Other Variables 
	Statistical Analysis 

	Results 
	Discussion 
	Conclusions 
	References

