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Background. Low body mass index is a general measure of thinness. However, its measurement can be cumbersome
in older persons and other simple anthropometric measures may be more strongly associated with mortality. Therefore,
associations of low mid-upper arm circumference, calf circumference, and body mass index with mortality were examined in older persons.
Methods. Data of the Longitudinal Aging Study Amsterdam, a population-based cohort study in the Netherlands, were
used. The present study included community-dwelling persons 65 years and older in 1992–1993 (n = 1,667), who were
followed until 2007 for their vital status. Associations between anthropometric measures and 15-year mortality
were examined by spline regression models and, below the nadir, Cox regression models, transforming all measures to
sex-specific Z scores.
Results. Mortality rates were 599 of 826 (73%) in men and 479 of 841 (57%) in women. Below the nadir, the hazard
ratio of mortality per 1 standard deviation lower mid-upper arm circumference was 1.79 (95% confidence interval,
1.48–2.16) in men and 2.26 (1.71–3.00) in women. For calf circumference, the hazard ratio was 1.45 (1.22–1.71) in men
and 1.30 (1.15–1.48) in women and for body mass index 1.38 (1.17–1.61) in men and 1.56 (1.10–2.21) in women. Excluding deaths within the first 3 years after baseline did not change these associations. Excluding those with a smoking history,
obstructive lung disease, or cancer attenuated the associations of calf circumference (men) and body mass index (women).
Conclusions. Based on the stronger association with mortality and given a more easy assessment in older persons,
mid-upper arm circumference seems a more feasible and valid anthropometric measure of thinness than body mass index
in older men and women.
Key Words: Aged—Anthropometry—Body mass index—Mortality—Thinness.
Received March 17, 2010; Accepted May 10, 2010
Decision Editor: Luigi Ferrucci, MD, PhD

T

he increased mortality risk at low body mass index
(BMI; weight/[height2]) values in old age is well established (1–5). BMI is therefore commonly incorporated in
the assessment of undernutrition (6,7) or frailty (8) in older
persons. The causality of this association is still debated and
is recently suggested to be largely explained by chronic
obstructive pulmonary disease and lung cancer (9).
Unfortunately, BMI is acknowledged to be of limited use
in an older population for practical reasons (7). Measurement of height and weight can be a cumbersome procedure
in older persons due to spinal deformities and difficulties
with standing. Moreover, spinal deformities and fluctuations in body weight due to fluid retention might diminish
the validity and reproducibility of this measure and thus
influence the association with mortality. Alternative, easy-

to-assess anthropometric measures of thinness are therefore
needed for this specific population group.
Low mid-upper arm circumference (MUAC) (6,10–11)
and low calf circumference (12,13) have been proposed as
alternative measures for determining thinness in older persons, Given the lack of a golden standard for assessing thinness, examining their association with mortality is considered
a valid approach and was previously used for determining a
clinical relevant cutoff point for low BMI in adults (14).
A systematic comparison of the associations of these three
anthropometric measures with mortality is however lacking.
Another deliberation when trying to maximize the association between an anthropometric measure and mortality is
the hypothesis that low muscle mass is more strongly related
to mortality than low fat mass in adults (15–17). In line with
1
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Methods

Study Sample
This study used prospective data of the Longitudinal Aging
Study Amsterdam (LASA). LASA is an ongoing study on
predictors and consequences of changes in physical, emotional, cognitive, and social functioning in older people in the
Netherlands. A random sample stratified by age and sex according to expected mortality after 5 years was drawn from
the population registries of 11 municipalities in three geographical areas of the Netherlands. A total of 3,107 men and
women aged 55–85 years were enrolled at the baseline examination in 1992–1993. The total sample is representative of
the Dutch general older population. Examinations are repeated approximately every 3 years and consist of a general
face-to-face interview and a medical interview in the respondent’s home. The details of the LASA study have been
described elsewhere (21). For the present study, communitydwelling respondents aged 65 years and older in 1992–1993
(n = 2,001) with valid anthropometric measurements (n =
1,667) were included. The study was approved by the Ethics
Review Board of the VU University Medical Center, and informed consent was obtained from all respondents.
Measures
Vital status and date of death was traced until June 1,
2007 through the registers of municipalities in which the
respondents were living. Survival time was calculated in
days from the baseline measurement in 1992–1993 to June
1, 2007. For six respondents, survival time was censored at
April 1, 2003 due to incomplete follow-up after this date.
Anthropometric data were collected during the medical
interview by trained research nurses using a standardized

protocol. Particularities during the measurements were reported using standard forms. Height was measured to the
nearest 0.001 m using a stadiometer. When no valid height
measurement could be obtained due to the recorded particularities, such as “not able to stand,” “shoes,” “kyphosis,” or
“scoliosis,” or height missing, one of the following imputation methods were applied: (a) a valid follow-up measurement of height was used; (b) height was calculated for those
with scoliosis or kyphosis using gender-specific prediction
rules based on age and knee height (22) developed within the
LASA sample with a valid height and knee height measurement; and (c) self-reported height was used. This imputation
was performed in 112 of 1604 (7%) respondents. Knee
height of the left leg was measured using a Mediform sliding
caliper (Medical Express, Beaverton, OR) with the knee and
ankle joints fixed at 90° angles. Weight was measured to the
nearest 0.1 kg using a calibrated bathroom scale (Seca, model
100; Lameris, Utrecht, the Netherlands). Recorded weight
particularities that lead to exclusion of respondents were
“amputation,” “brace,” and “prothesis.” In addition, weight
was adjusted for, respectively, “clothing” (−1 kg), “corset”
(−1 kg), and shoes (−1 kg) (23). Self-reported weight was
used when no measured weight was available (1%). BMI (n
= 1,604) was calculated as body weight (kg) divided by
height (m) squared. MUAC (n = 1,626) was measured at the
left arm in duplicate to the nearest 0.001 m at a point midway
between the lateral projection of the acromion process of the
scapula and the inferior margin of the olecranon process of
the ulna. The mean of two MUAC measurements was used
for the analyses. Calf circumference was measured in half
the study sample (n = 877) to the nearest 0.001 m on the left
leg with the respondent standing straight, feet 20 cm apart,
body weight equally distributed on both feet, and at the level
of the widest circumference of the calf. The intraclass correlation coefficients for two duplicate anthropometric measures were >0.99 for MUAC and calf circumference
(duplicate measurements of calf circumference were performed during one of the follow-up cycles of LASA).
The presence (yes or no) of obstructive lung disease
(OLD; asthma, chronic bronchitis, or pulmonary emphysema) and cancer (malignant neoplasms) was determined by
explicitly asking the participants whether they had these diseases. The accuracy of self-report data for these diseases as
compared with general practitioners’ information was shown
to be adequate (24). Smoking status and history was assessed
and categorized into current, former, and never-smokers.
Former smokers who stopped smoking more than 15 years
ago were classified as never-smokers because mortality in
former smokers approaches the level of never-smokers after
a smoking cessation time of 10–20 years (25,26).
Statistical Analyses
Separate analyses were performed for men and
women because sex differences in the association between
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this hypothesis, a previous study in community-dwelling
older persons showed that a low corrected arm muscle area
(MUAC—factor × triceps skinfold thickness) was more
strongly associated with mortality than a low BMI (18). Unfortunately, this measure requires triceps skinfold thickness
measurement and additional calculation, which hampers its
practical implementation. Moreover, studies based on accurate imaging techniques to validly assess muscle mass in
older persons show inconsistent results as to whether a low
muscle mass and/or low fat mass is associated with an increased mortality risk (19,20).
The aim of the present study was to examine and compare the associations of simple anthropometric measures,
that is, low MUAC, low calf circumference, and low BMI,
with 15-year all-cause mortality in a population-based sample of community-dwelling older men and women. By
studying these associations, we aim to examine whether or
not BMI can be substituted by MUAC or calf circumference
to assess thinness in older persons, based on their equally
strong or preferably stronger association with mortality.
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Men: total study sample
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Figure 1. Dose–response associations between anthropometric measures and 15-year mortality among men, the Longitudinal Aging Study Amsterdam, 1992–
1993. The left column shows the hazard ratios plotted on a logarithmic scale in the total study sample, the middle after excluding all deaths occurring within first
3 years after baseline, and the right column after excluding current and former smokers, obstructive lung disease (25), or cancer. The associations found in the total
study sample (left) are superimposed in black on the other figures. Dotted lines represent the 95% confidence intervals, which converge to the median reference value
(hazard ratio = 1) because standard errors become infinitely small when approaching the reference point. Rug plots are shown along the x-axes of the graphs to depict
the distribution of the anthropometric measures.

anthropometric measures and mortality have been observed
(14,16,27). Pearson correlation coefficients were calculated
for determining associations between anthropometric measures at baseline.
The dose–response association between baseline anthropometric measures and 15-year mortality was examined by
use of a Cox regression model with restricted cubic spline
functions with four knots at quartiles of the independent
variable. Most articles that describe the BMI mortality association in older persons convert the continuous independent variable BMI into categories (1–3). However, this
method assumes homogenous risks within categories so
that large sample sizes are needed to create very narrow
groups (28). Spline regression models can fit complex distributions without assuming linear associations within categories, thus providing better insight into the true shape of
the association (29). The hazard ratios (HR) and 95% confidence intervals (CI) were plotted using sex-specific medians of each anthropometric measure as the reference point

(HR = 1). Rug plots were calculated to depict the distribution of each anthropometric measure.
To examine the influence of preexisting illness and smoking on the association between anthropometric measures
and mortality, two known methods (1–4) were used: (a) excluding those with a smoking history (current or former<15
years) or OLD or cancer, two important chronic diseases
related to thinness (30); and (b) excluding all deaths occurring within the first 3 years after baseline.
Finally, the association between lower values of anthropometric measures and 15-year mortality was examined by a
Cox regression model. First, all measures were transformed
to sex-specific Z scores to standardize across different units
of the anthropometric measures. The Z score was defined as
a deviation from the sample mean value in standard deviation (SD) units. The Z scores were multiplied by −1 so that
an HR > 1 indicated an increased mortality risk per 1 SD
lower value of the anthropometric measure. Based on the
dose–response associations depicted in Figures 1 and 2,
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Women: total study sample
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Figure 2. Dose–response associations between anthropometric measures and 15-year mortality among women, the Longitudinal Aging Study Amsterdam,
1992–1993. The left column shows the hazard ratios plotted on a logarithmic scale in the total study sample, the middle after excluding all deaths occurring within
first 3 years after baseline, and the right column after excluding current and former smokers, obstructive lung disease (25), or cancer. The associations found in
the total study sample (left) are superimposed in black on the other figures. Dotted lines represent the 95% confidence intervals, which converge to the median
reference value (hazard ratio = 1) because standard errors become infinitely small when approaching the reference point. Rug plots are shown along the x-axes of
the graphs to depict the distribution of the anthropometric measures.

these analyses were performed below the nadir of the dose–
response curve. The linearity of the association in this range
was furthermore confirmed by adding a quadratic term of the
anthropometric measure to the model (all were nonstatistically significant). Because for calf circumference in women
the association with mortality was linear across all values of
calf circumference, all respondents were included. The assumption of proportional HR was checked by a time interaction test. As there is no accepted statistical method for testing
the difference between two HRs using partially paired measures, we evaluated whether the HR of a measure overlapped
with the 95% CI around the HR of another measure. No
overlap was considered as a statistical significant difference.
We used two-sided tests at a .05 significance level. All
statistical analyses were performed with SPSS 14.0 and R
statistical software (R development Core Team, R Foundation
for Statistical Computing, Vienna, Austria, version 2.6.2).

Results
Overall, 17% (334 of 2,001) of eligible respondents were
excluded due to missing data on all anthropometric measures mainly because they refused to participate in the medical interview. Compared with included respondents, those
excluded were on average older and had a higher 15-year
mortality rate (Table 1). Characteristics of the included
study sample are shown in Table 2. Those who died within
15 years had on average a lower MUAC and calf circumference (p < .01), but not a lower BMI. The Pearson correlation
coefficients between MUAC and BMI were .83 in both men
and women. The coefficients between MUAC and calf circumference were .69 (women) and .70 (men), and between
BMI and calf circumference .70 (women) and .74 (men).
Of the 826 men included at baseline, 599 (73%) died during the 15 years of follow-up. Of the 841 women, 479 (57%)
died (Table 1). Figures 1 and 2 show the dose–response
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Table 1. Description of the Study Sample by Inclusion and Exclusion* and Sex, The Longitudinal Aging Study Amsterdam, 1992–1993
Men

Respondents, n (%)
Age, mean (SD), y
Died within 15 y, n/total (%)

826 (85)
74.7 (5.7)
599/826 (73)

Women

Excluded

p Value†

Included

Excluded

p Value†

147 (15)
76.2 (5.4)
127/147 (86)

.003
<.001

841 (82)
74.1 (5.9)
479/841 (57)

187 (18)
75.8 (6.0)
129/187‡ (70)

.001
.001

Included

Notes: SD = standard deviation.
* Missing data on all anthropometric assessments because of refusal to participate in the medical interview (n = 324) or missing data on cancer, obstructive lung
disease/smoking status (n = 10).
† Differences between included and excluded respondents are tested by means of a Students t test (age) and a log rank test with adjustment for survival time (died
within 15 years).
‡ For three respondents, vital status in 2003 (all alive) was used instead of 2007.

Table 2. Characteristics of the Included Study Sample by 15-year Mortality and Sex, The Longitudinal Aging Study Amsterdam, 1992–1993
Men

Mid-upper arm circumference, mean (SD), cm
Calf circumference‡, mean (SD), cm
Body mass index, mean (SD), kg/m2
Obstructive lung disease, n/total (%)
Cancer, n/total (%)
Current/former smoker, n/total (%)

Women

Survived

n*

Died

n*

p†

31.1 (2.6)
36.3 (2.4)
25.9 (2.8)
22/227 (9.7)
9/227 (4.0)
104/227 (45.8)

225
117
225

30.2 (3.2)
35.3 (2.8)
25.7 (3.4)
93/599 (15.5)
58/599 (9.7)
344/599 (57.4)

585
289
579

<.001
<.001
.434
.040
.011
.004

Survived

n*

Died

n*

p†

31.9 (3.6)
36.1 (3.2)
27.8 (4.6)
31/363 (8.5)
31/362 (8.6)
71/363 (19.6)

356
214
349

31.2 (4.0)
34.9 (3.0)
27.6 (4.7)
60/484 (12.4)
67/483 (13.9)
119/480 (24.8)

460
257
451

.007
<.001
.448
.093
.023
.086

Notes: SD = standard deviation.
* Number of respondents with valid data for that anthropometric measure.
† Differences between those who died and stayed alive are tested—not adjusting for survival time—by a Student’s t test (anthropometric measures) and a Yates’
corrected chi-square test (dichotomous variables).
‡ Measurement performed in 50% of respondents.
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Discussion
In this longitudinal study representative of Dutch community-dwelling persons 65 years and older, low MUAC
was statistically significantly associated with an increased
15-year mortality risk in men and women, even after excluding all deaths occurring within the first 3 years after
baseline or those with a smoking history, OLD, or cancer.
Low MUAC was found to be more strongly associated with
15-year mortality than low BMI and low calf circumference
in both men and women.
To our knowledge, this is the first study that compares
mortality associations of these simple anthropometric measures of thinness in older persons from the general population. In other study populations, like in acutely hospitalized
patients, low MUAC was also found to be more strongly
associated with hospital mortality than low BMI (10). In
community-dwelling adults, low MUAC was more strongly
associated with mortality from causes other than cardiovascular disease, diabetes, or obesity-related cancers than low
BMI, low hip circumference, or low waist circumference,
although these differences were statistically significant for
waist circumference only (31).
The association between thinness and mortality may be
explained by the hypothesized adverse effects of a low
muscle mass and/or low fat mass in older persons. Studies

association of each anthropometric measure with 15-year
mortality. In the total study sample (Figures 1 and 2,
left column), MUAC showed an inversely J-shaped association with mortality in both men and women. Calf circumference showed a U-shaped or inversely J-shaped
association with mortality in men and a linearly decreasing association in women. BMI showed a U-shaped association with mortality in men and an inversely J-shaped
association in women. Excluding all deaths occurring
within the first 3 years after baseline (16% of men, 10% of
women) hardly changed these associations (Figures 1 and
2, middle column). Excluding (former) smokers and persons with cancer or OLD (63% of men and 37% of women)
resulted in a shift of the BMI nadir (point of lowest mortality risk) to the left and, in women, the association with
BMI disappeared. The association with low MUAC remained
(Figures 1 and 2, right column; (Table 3).
Low MUAC was more strongly associated with mortality
than BMI and low calf circumference (Figures 1 and 2;
Table 3). In the total study sample, the HR of mortality per
1 SD lower MUAC was 1.79 (95% CI, 1.48–2.16) in men
and 2.26 (95% CI, 1.71–3.00) in women. In both men and
women, the point estimate of MUAC was higher and did not
overlap with the CI of the HR of mortality per 1 SD lower
BMI or 1 SD lower calf circumference (Table 3).
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Table 3. The HR of 15-Year Mortality Per 1 SD Lower Value of Each Anthropometric Measure, The Longitudinal Aging Study Amsterdam,
1992–1993
Men

Total study sample
Mid-upper arm circumference, cm
Calf circumference, cm
Body mass index, kg/m2
Excluding deaths within the first 3 y after baseline
Mid-upper arm circumference, cm
Calf circumference, cm
Body mass index, kg/m2
Excluding (ex-)smokers, OLD or cancer
Mid-upper arm circumference, cm
Calf circumference, cm
Body mass index, kg/m2

Women

Included*

n*

HR (95% CI)†

Included*

n*

HR (95% CI)†

<30.0
<37.6
<26.7

344
311
516

1.79 (1.48–2.16)
1.45 (1.22–1.71)
1.38 (1.17–1.61)

<30.0
All
<25.7

281
471
289

2.26 (1.71–3.00)
1.30 (1.15–1.48)
1.56 (1.10–2.21)‡

<30.0
<37.6
<25.8

274
256
343

1.85 (1.48–2.32)
1.41 (1.16–1.71)
1.44 (1.16–1.80)

<30.0
All
<25.7

254
426
263

2.12 (1.55–2.91)
1.32 (1.15–1.52)
1.39 (0.94–2.05)

<30.0
<38.2
<24.5

106
103
88

2.17 (1.49–3.16)
1.25 (0.90–1.75)
1.44 (0.82–2.52)

<30.0
All
<24.2

181
299
124

1.75 (1.20–2.53)
1.27 (1.07–1.49)
0.93 (0.43–1.98)

favoring that low muscle mass is associated with increased
mortality and not low fat mass used imprecise estimates of
muscle mass like anthropometric measures (16) and bioelectrical impedance (17), but also the more accurate
method total body potassium counting (15). However, these
studies were not performed in older persons specifically. In
older persons, based on accurate imaging methods—that
is, computed tomography scanning and/or dual energy
x-ray absorptiometry—the results are conflicting. One
study found no clear association between low muscle mass
and mortality (19), whereas another study found that both
low muscle mass and low fat mass were associated with
mortality in community-dwelling older persons (20). Other
studies indicate that leg fat mass is associated with more
unfavorable glucose and lipid levels in older persons after
taking into account the association with trunk fat mass,
which is in the opposite direction (32,33). In sum, both low
muscle mass and low leg fat mass may be associated with
increased mortality risk in older persons, but further studies using accurate imaging methods are needed.
The stronger mortality association of low MUAC compared with low BMI may thus be explained by the assumption that MUAC is a better measure of muscle mass than
BMI but further research on this topic is clearly needed.
Another explanation may be that spinal deformities and
body fluid changes associated with old age diminish the
validity and reproducibility of BMI and thus attenuate the
association with mortality. Fluid retention may also explain
why low calf circumference is more weakly associated with
mortality than low MUAC.
To examine the effect of severe underlying disease on the
association between thinness and mortality, two approaches
also applied in previous studies were used (1–4). First, excluding all deaths occurring within the first 3 years after

baseline did not alter the associations, which is in line with
results from a meta-analysis of 29 studies investigating the
effect of excluding early deaths from the BMI mortality association (34). Excluding (former) smokers and persons
with cancer or OLD resulted in a shift of the BMI nadir to
the left, whereas in women the association with BMI disappeared. This suggests that underlying disease may explain
(part of) the association with low BMI, especially in women.
These results give rise to reasonable doubt about a causal
link between low BMI and mortality, which is in line with a
recent large collaborative study that showed that the association between low BMI and mortality was largely explained by chronic obstructive pulmonary disease and lung
cancer (9). In contrast, the mortality association of low
MUAC remained after exclusion of these diseases, which
supports a potential causal link between low MUAC and
mortality.
An important advantage of using MUAC compared with
BMI is that it can be easily obtained in older persons using
a simple measure tape. As an illustration, for the 112 respondents of our study with no a valid height measurement (height was imputed), 100 had a valid MUAC
measurement. There are no constraints of standing problems or spinal deformities and a negligible influence of
fluid retention. As indicated by our study as well as by others (35), the reproducibility of MUAC measurements has
been shown to be exceptionally good with intraclass correlation coefficients of .98 for between-observer (35) and
0.99 for within-observer variations, with the patient in
either sitting or standing position (35).
A second advantage of using MUAC compared with BMI
is that the dose–response association with mortality seems
to follow a similar pattern in both men and women. This also
holds for the distribution of MUAC; the 5th percentile of
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Notes: CI= confidence interval; HR= hazard ratio; OLD = obstructive lung disease; SD = standard deviation.
* Analyses are performed below the nadir of the dose–response curve (Figures 1 and 2).
† An HR > 1 indicates an increased mortality risk per 1 SD lower value of the anthropometric measure.
‡ The proportional hazard assumption was violated in women, that is, there was a positive interaction between time and a decrease in BMI (p = .02). Stratified by
time, 1 SD lower BMI was associated with 7-year mortality (HR = 2.13; 95% CI, 1.32–3.56), but not with 7- to 15-year mortality (HR = 1.14; 95% CI, 0.68–1.90).

LOW ANTHROPOMETRIC MEASURES AND MORTALITY AT OLD AGE

Funding
LASA is largely funded by the Ministry of Welfare, Health and Sports of
the Netherlands. The work of H.A.H.W. is supported by a grant (6004.0001)
from The Netherlands Organisation for Health Research and Development
(ZonMw).
Acknowledgments
We thank the participants of LASA for their conscientious collaboration
and the other investigators and staff of LASA for their efforts.
References
1. Corrada MM, Kawas CH, Mozaffar F, et al. Association of body mass
index and weight change with all-cause mortality in the elderly. Am J
Epidemiol. 2006;163(10):938–949.
2. Breeze E, Clarke R, Shipley MJ, et al. Cause-specific mortality in
old age in relation to body mass index in middle age and in old age:

follow-up of the Whitehall cohort of male civil servants. Int J Epidemiol. 2006;35(1):169–178.
3. Flegal KM, Graubard BI, Williamson DF, et al. Impact of smoking and
preexisting illness on estimates of the fractions of deaths associated
with underweight, overweight, and obesity in the US population. Am J
Epidemiol. 2007;166(8):975–982.
4. Dey DK, Rothenberg E, Sundh V, et al. Height and body weight in the
elderly. I. A 25-year longitudinal study of a population aged 70 to 95
years. Eur J Clin Nutr. 1999;53(12):905–914.
5. Thinggaard M, Jacobsen R, Jeune B, et al. Is the relationship between
BMI and mortality increasingly U-shaped with advancing age? A 10year follow-up of persons aged 70-95 years. J Gerontol A Biol Sci Med
Sci. 2010;65(5):526–531.
6. Chen CC, Schilling LS, Lyder CH. A concept analysis of malnutrition
in the elderly. J Adv Nurs. 2001;36(1):131–142.
7. Cook Z, Kirk S, Lawrenson S, et al. Use of BMI in the assessment of
undernutrition in older subjects: reflecting on practice. Proc Nutr Soc.
2005;64(3):313–317.
8. Puts MT, Lips P, Deeg DJ. Sex differences in the risk of frailty for
mortality independent of disability and chronic diseases. J Am Geriatr
Soc. 2005;53(1):40–47.
9. Prospective Studies Collaboration. Body-mass index and cause-specific
mortality in 900 000 adults: collaborative analyses of 57 prospective
studies. Lancet. 2009;373(9669):1083–1096.
10. Powell-Tuck J, Hennessy EM. A comparison of mid upper arm circumference, body mass index and weight loss as indices of undernutrition in acutely hospitalized patients. Clin Nutr. 2003;22(3):307–312.
11. BAPEN. Malnutrition Universal Screening Tool (MUST). Redditch:
British Association of Enteral and Parenteral Nutrition; 2003.
12. Bonnefoy M, Jauffret M, Kostka T, et al. Usefulness of calf circumference measurement in assessing the nutritional state of hospitalized
elderly people. Gerontology. 2002;48(3):162–169.
13. Kaiser MJ, Bauer JM, Ramsch C, et al. Validation of the Mini Nutritional Assessment short-form (MNA-SF): a practical tool for identification of nutritional status. J Nutr Health Aging. 2009;13(9):782–788.
14. Physical status: the use and interpretation of anthropometry. Report
of a WHO expert committee. World Health Organisation Technical Report Series 854, 1995:1–452..
15.	Heitmann BL, Erikson H, Ellsinger BM, et al. Mortality associated
with body fat, fat-free mass and body mass index among 60-year-old
Swedish men-a 22-year follow-up. The study of men born in 1913. Int
J Obes Relat Metab Disord. 2000;24(1):33–7.
16. Allison DB, Zhu SK, Plankey M, et al. Differential associations of
body mass index and adiposity with all-cause mortality among men in
the first and second National Health and Nutrition Examination Surveys (NHANES I and NHANES II) follow-up studies. Int J Obes
Relat Metab Disord. 2002;26(3):410–416.
17. Bigaard J, Frederiksen K, Tjonneland A, et al. Body fat and fat-free
mass and all-cause mortality. Obes Res. 2004;12(7):1042–1049.
18. Miller MD, Crotty M, Giles LC, et al. Corrected arm muscle area: an
independent predictor of long-term mortality in community-dwelling
older adults? J Am Geriatr Soc. 2002;50(7):1272–1277.
19. Newman AB, Kupelian V, Visser M, et al. Strength, but not muscle
mass, is associated with mortality in the health, aging and body composition study cohort. J Gerontol A Biol Sci Med Sci. 2006;61(1):72–77.
20. Cesari M, Pahor M, Lauretani F, et al. Skeletal muscle and mortality
results from the InCHIANTI Study. J Gerontol A Biol Sci Med Sci.
2009;64(3):377–384.
21. Deeg DJ, van Tilburg T, Smit JH, et al. Attrition in the Longitudinal
Aging Study Amsterdam. The effect of differential inclusion in side
studies. J Clin Epidemiol. 2002;55(4):319–328.
22. Chumlea WC, Roche AF, Steinbaugh ML. Estimating stature from
knee height for persons 60 to 90 years of age. J Am Geriatr Soc. 1985;
33(2):116–120.
23. Frank E, Dunlop AL. What does a patient’s outfit weight? Fam Med.
2000;32(9):595–596.

Downloaded from biomedgerontology.oxfordjournals.org by guest on July 12, 2010

MUAC was 25 cm in both men and women (data not shown).
This suggests that a potential MUAC cutoff point used to
define thinness could be similar for men and women.
Our study has some limitations. Although the LASA
sample is a representative sample of the general Dutch older
population, in this study, 17% was excluded due to missing
data on anthropometric measures, resulting in a younger
and healthier sample. This could have led to an underestimation of the strengths of the observed associations. Furthermore, we could not directly test the differences in
strength of the association with mortality between the three
anthropometric measures because different subjects are inevitably included in each analysis. For example, those with
a low BMI may not have a low MUAC, and calf circumference was measured in only 50% of subjects. However, visual inspection of the figures and comparison of the HRs
consistently showed that low MUAC was most strongly associated with mortality. Another limitation is that although
we applied commonly used methods to eliminate confounding by underlying (severe) diseases and smoking, it is generally known that causality cannot be determined using
observational cohort studies.
The strengths of this study are the long (15 years) follow-up and the fact that commonly used and easy-to-assess
anthropometric measures were studied, which enhances the
potential applicability of the results to clinical practice. Another strength was the use of sophisticated spline regression
techniques that allowed a detailed study of the exact dose–
response associations, which turned out to be nonlinear.
Future research is needed to assess whether these results
can be replicated in other study populations and with other
relevant outcome measures.
In conclusion, low MUAC was statistically significantly
associated with an increased 15-year all-cause mortality
risk in community-dwelling older persons. It was more
strongly associated with mortality than low BMI and low
calf circumference. Given the reliable and easy assessment
of MUAC in older persons, MUAC seems a more feasible
and valid measure of thinness than BMI in older men and
women.

7

8

Wijnhoven et al.

30.
31.

32.

33.

34.

35.

outcomes: does it tell us more than we already know? Ann Epidemiol.
2008;18(3):196–205.
Kruizenga HM, Wierdsma NJ, van Bokhorst MA, et al. Screening of
nutritional status in The Netherlands. Clin Nutr. 2003;22(2):147–152.
Flegal KM, Graubard BI. Estimates of excess deaths associated with
body mass index and other anthropometric variables. Am J Clin Nutr.
2009;89(4):1213–1219.
Snijder MB, Dekker JM, Visser M, et al. Trunk fat and leg fat have
independent and opposite associations with fasting and postload glucose levels: the Hoorn study. Diabetes Care. 2004;27(2):372–377.
Snijder MB, Visser M, Dekker JM, et al. Low subcutaneous thigh fat
is a risk factor for unfavourable glucose and lipid levels, independently
of high abdominal fat. The Health ABC Study. Diabetologia.
2005;48(2):301–308.
Allison DB, Faith MS, Heo M, et al. Meta-analysis of the effect of
excluding early deaths on the estimated relationship between body
mass index and mortality. Obes Res. 1999;7(4):342–354.
Burden ST, Stoppard E, Shaffer J, et al. Can we use mid upper arm
anthropometry to detect malnutrition in medical inpatients? A validation study. J Hum Nutr Diet. 2005;18(4):287–294.

Downloaded from biomedgerontology.oxfordjournals.org by guest on July 12, 2010

24. Kriegsman DM, Penninx BW, van Eijk JT, et al. Self-reports and general practitioner information on the presence of chronic diseases in
community dwelling elderly. A study on the accuracy of patients’ selfreports and on determinants of inaccuracy. J Clin Epidemiol. 1996;
49(12):1407–1417.
25. Kawachi I, Colditz GA, Stampfer MJ, et al. Smoking cessation in relation to total mortality rates in women. A prospective cohort study. Ann
Intern Med. 1993;119(10):992–1000.
26. Paganini-Hill A, Hsu G. Smoking and mortality among residents of
a California retirement community. Am J Public Health. 1994;84(6):
992–995.
27. Zhu S, Heo M, Plankey M, et al. Associations of body mass index and
anthropometric indicators of fat mass and fat free mass with all-cause
mortality among women in the first and second National Health and
Nutrition Examination Surveys follow-up studies. Ann Epidemiol.
2003;13(4):286–293.
28. Greenland S. Dose-response and trend analysis in epidemiology: alternatives to categorical analysis. Epidemiology. 1995;6(4):356–365.
29. Gilboa SM, Correa A, Alverson CJ. Use of spline regression in an
analysis of maternal prepregnancy body mass index and adverse birth

