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Abstract 

Background: In 2015, a specific health‑related quality of life questionnaire for sarcopenia, SarQoL®, was developed 
and validated in French. Since then, SarQoL® has been adapted and validated in different languages. We prepared a 
translation, cultural adaptation and validation of the psychometric properties of the SarQoL® into Spanish.

Methods: A cross‑sectional study with 86 participants. The translation and adaptation followed international guide‑
lines with two direct translations, a synthesized version of the direct translations, two reverse translations, consensus 
by an expert committee of a pre‑final version, pre‑test by end users and final version. The discriminative power (logis‑
tic regression analyses), construct validity (Pearson and Spearman´s correlation), internal consistency (Cronbach´s 
alpha coefficient), test–retest reliability (intraclass correlation coefficient) and ceiling and floor effects were analyzed.

Results: The Spanish version showed good construct validity (high correlation with comparable domains of the 
SF‑36), high internal consistency (Cronbach’s alpha coefficient: 0.84) and excellent test–retest reliability (ICC: 0.967, 
95%, CI 0.917 – 0.989). However, it had no discriminative power between sarcopenic and non‑sarcopenic participants 
defined with the EWGSOP and FNIH diagnostic criteria of sarcopenia. It did show discriminative power between 
patients with decreased vs normal muscle strength (54.9 vs. 62.6, p 0.009) and low vs. normal physical performance 
(57.3 vs. 70.2; p 0.005). No ceiling or floor effect was found.

Conclusions: The Spanish version of SarQoL® has similar psychometric properties to those of the original version of 
the instrument. It did not discriminate between sarcopenic and non‑sarcopenic patients diagnosed according to the 
EWGSOP or FNIH criteria, but it did with those with low muscle strength and low physical performance.
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Background
Sarcopenia is a progressive and generalized disease of 
skeletal muscle with accelerated loss of muscle mass 
and function [1]. Sarcopenia is prevalent in the older 
population, associated with multiple related factors 
such as aging, different diseases, treatments, living and 
environmental conditions, and with adverse outcomes 
such as functional decline, increased risk of falls, frailty, 
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fractures, increased health costs and mortality [1–8]. 
Therefore, sarcopenia and its adverse consequences may 
be associated with a worse quality of life [9, 10].

Health-related quality of life is measured in clini-
cal practice using questionnaires that address different 
domains. Such instruments are part of the wider concept 
of Patient Reported Outcome Measures (PROM) and are 
gaining momentum as relevant information to be col-
lected in diseases and interventions. Quality of life ques-
tionnaires and instruments are usually self-administered, 
can be generic or specific for a given condition and usu-
ally gauge the impact of a disease on different domains of 
the quality of life of the patients that may be impaired by 
that condition [11, 12].

Interest in quality of life in sarcopenic patients is grow-
ing. Some studies have used general instruments for its 
assessment, such as SF-36 or EQ-5D [9, 13, 14]. However, 
data on quality of life in sarcopenia are heterogeneous, 
because different diagnostic criteria are used to define sar-
copenia [15] and generic quality of life questionnaires may 
not address the specific impact of this condition on quality 
of life [10, 16]. For this reason, Beaudart et al. developed 
and validated in Belgium in 2015 a specific instrument—in 
French language—to measure the quality of life in sarcope-
nia, named SarQoL® (www. sarqol. org) [17, 18]. It is a self-
administered questionnaire, which takes approximately 
10–15 min to complete, with 22 questions on 55 aspects 
of quality of life, organized around 7 domains: physical 
and mental health, mobility, body composition, function-
ality, activities of daily living, leisure activities and fears. 
The questions are evaluated according to a Likert scale. 
It scores on a scale from 0 to 100, a higher score means 
a better quality of life. This instrument has been validated 
in English [19, Additional file  1], Romanian [20,] Dutch 
[21], Polish [22], Russian [23], Lithuanian [24], Greek [25] 
Chinese [26] and Turkish [27]. A Spanish psychometric 
validation of SarQoL, not the full validation, was published 
recently [28] using our Spanish translation that was avail-
able on the SarQoL website after presentation at a con-
gress while we conducted the validation study, but it used 
a less reliable methodology so their validation has some 
limitations.

Spanish is the native language of more than 500 million 
persons, so our aim was to translate, adapt and validate 
the psychometric properties of the SarQoL® in Spanish 
language using the best available methodology for ques-
tionnaire validation.

Methods
Study population
Patients were screened from those who volunteered to 
participate in a European multicenter study on physi-
cal exercise and nutritional intervention to improve 

physical performance in patients with frailty and sarco-
penia (SPRINT-T) [29]. Inclusion criteria for our study 
were: age 65  years or older, a Short Physical Perfor-
mance Battery (SPPB) [30] score ≤ 9, who had Spanish 
as their mother tongue and who completed and signed 
the informed consent form disregarding if they met or 
not inclusion criteria for SPRINT-T. Participants with 
cognitive impairment were excluded. Main sociodemo-
graphic variables (age, gender, civil status and academic 
level) were self-reported. Medical conditions, drugs and 
functional status (Barthel Index and FAC) were estab-
lished through self-reported history and medical records. 
Measurements of anthropometric variables and SPPB 
were performed by the study staff.

Assessment of sarcopenia
Sarcopenia was defined according to two different diag-
nostic criteria:

- the original European Working Group on Sarcopenia 
in Older People (EWGSOP) definition in 2010 [31]. Based 
on the suggested cut-off points, we chose the following:

• low muscle mass, with cut-off points of < 7.26 kg/m2 
for men and < 5.5 kg/m2 for women, measured with a 
dual energy x-ray absorptiometry (DXA).

• low muscle strength (< 30  kg for men and < 20  kg 
for women) measured with a manual hydraulic 
dynamometer Jamar model according to the South-
ampton protocol [32].

• low physical performance, measured with a ≤ 9 score 
on the Short Physical Performance Battery (SPPB).

- the Foundation for the National Institutes of Health 
(FNIH) criteria [33, 34]:

• low muscle mass adjusted by the body mass index: 
appendicular lean mass/body mass index (ALM/
BMI) < 0.789 for men and < 0.512 for women, meas-
ured with a dual energy x-ray absorptiometry (DXA).

• low muscle strength (< 26  kg for men and < 16  kg 
for women) measured with a manual hydraulic 
dynamometer Jamar model according to the South-
ampton protocol.

With evolving changes in sarcopenia definitions, we 
decided also to classify our participants with low physi-
cal performance (SPPB < 8) and low muscle strength 
according to the original definition of the EWGSOP (31) 
(low handgrip strength: < 30  kg for men and < 20  kg for 
women) as per protocol and also with its last update, the 
EWGSOP2 (3) (low handgrip strength: < 27  kg for men 
and < 16 kg for women). 

http://www.sarqol.org
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Spanish translation and adaptation of the SarQoL®

The process of translation and adaptation of the origi-
nal questionnaire into Spanish was performed fol-
lowing the five phases recommended in international 
guides for intercultural adaptation of self-administered 
scales [35–40]:

– Direct translations from French to Spanish: two 
translations were made from the original French 
version into Spanish by two native Spanish transla-
tors who are bilingual for French.

– Summary of the two direct translations: the two 
previous translators made a synthesis of their two 
direct translations to achieve a single tentative 
Spanish version of SarQoL®.

– Backward translations from Spanish version into 
French: two different native French translators, 
bilingual for Spanish and blind to the original ver-
sion of SarQoL®, translated the Spanish version 
back into French. This reverse translation ensures 
that the Spanish version accurately reflects the con-
tents and meaning of the original French version.

– Review by an expert committee: a group of experts 
consisting of a medical professional, two method-
ologists, a Spanish academic teacher and the four 
translators compared the original French version 
with all the translations and agreed on a pre-final 
Spanish version of SarQoL®.

– First evaluation of the Spanish version: the pre-final 
Spanish version was completed by 10 participants 
to ensure they understood each question of the 
questionnaire, and minor changes were performed 
to obtain the final Spanish version used in the 
validation study. The time needed to complete the 
questionnaire was also measured.

Validation of psychometric properties
At present, there is no consensus on specific recom-
mendations for the validation of a translated question-
naire [41], but most general recommendations used in 
the literature propose the following steps along valida-
tion process [35, 36, 39, 42, 43], which were used in the 
original questionnaire and, therefore, were followed to 
validate the Spanish version.

Sample size
The appropriate sample size for validation and pro-
posed by the authors of the original questionnaire is 
based on Terwee’s recommendations: a sample of 100 
participants with at least 50 in the target population 

that the instrument is intended to measure (persons 
with sarcopenia) [44].

Discriminative power
The hypothesis is that the quality of life is better in par-
ticipants without sarcopenia than in sarcopenic ones. 
Total score of the SarQol® questionnaire and individual 
domains scores from two groups were compared using 
logistic regression analyses adjusted for clinical char-
acteristics which were significantly different between 
groups in univariate analysis.

Internal consistency
This is an estimation of the homogeneity and the degree 
of coherence across all the items of the scale. Internal 
consistency reliability was determined using Cronbach’s 
alpha coefficient. A value greater than 0.70 indicates a 
good level of internal consistency. The impact of each 
domain was also evaluated. The correlation of each 
domain with the total score was analyzed using correla-
tions analysis. A correlation greater than 0.81 was consid-
ered excellent, between 0.61 and 0.80 very good, between 
0.41 and 0.60 good, between 0.21 and 0.40 acceptable and 
below 0.20 insufficient.

Construct validity
It measures correspondence between the observed 
variables and the theoretical construct to be measured, 
reflecting whether the questionnaire measures what it 
intends to measure and how it relates to other question-
naires or tests that measure the same domains. In addi-
tion to SarQoL®, sarcopenic participants completed two 
general quality of life scales: the Short Form-36 (SF-36) 
[45] and the Euro-QoL 5 domains (EQ-5D) [46, 47]. The 
copyright holders of the Short Form-36 (SF-36) and the 
Euro-QoL 5 domains (EQ-5D) authorized the use. Con-
struct validity was measured by convergent and divergent 
validity. Pearson and Spearman correlations were used to 
assess the correlation between similar domains in Sar-
QoL® and the other two questionnaires for convergent 
validity (physical function, limitation caused by physical 
problems, pain, general health status, vitality in SF-36 
and mobility and usual activities in EQ-5D). Spearman’s 
correlations were used to compare the different domains 
of these two questionnaires with the SarQoL® global 
score (social function, limitation caused by affective 
problems and mental health in the SF-36 and self-care, 
pain/discomfort and anxiety/depression in the EQ-5D).

Test–retest reliability
It refers to the degree of coincidence of the test results 
when the questionnaire is completed at different times 
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over time under the same vital circumstances. For this 
purpose, participants completed the SarQoL® for a sec-
ond time two weeks after filling it for the first time. The 
intraclass correlation coefficient (ICC) was used to deter-
mine the reliability of the global score and each domain 
between the two questionnaires. An ICC greater than 0.7 
is considered acceptable.

Ceiling and floor effect
It shows when a high percentage of participants have 
the highest and lowest score in the scale. These groups 
should not exceed 15% to be considered non-significant 
[18].

Statistical analysis
IBM SPSS Statistics software version 24.0.0 was used. The 
distribution of quantitative variables was tested with the 
Shapiro–Wilk test. Quantitative variables with a normal 
distribution were expressed as mean ± SD, quantitative 
variables who showed a non-normal distribution were 
expressed with interquartile range (IQR) and nominal 
variables were reported as absolute and relative frequen-
cies (%). Differences of characteristics between sarco-
penic and non-sarcopenic participants were tested with 
the parametric Student’s T test or the non-parametric 
Mann–Whitney U test for quantitative variables and with 
a Chi-squared test or a Fisher exact test for nominal vari-
ables. Results were considered statistically significant at 
the 5% critical level (P < 0.05).

Results
Participants
The baseline characteristics of all participants (n = 86) 
are described in Table  1. The median age was 77  years 
(range 70–91  years), 80.2% women. Depending on the 
different diagnostic criteria and sarcopenia cut-off points 
used, the prevalence of sarcopenia in the sample varied. 
Thus, the prevalence was 18.6% with the EWGSOP cri-
teria and 15.1% with the FNIH criteria. The prevalence of 
participants with low handgrip strength according to the 
EWGSOP and EWGSOP2 criteria was 58.1%, and 30.2% 
respectively. The prevalence of participants with low 
physical performance was 73.2%.

Translation
The Spanish version of SarQoL® was translated follow-
ing international recommendations without relevant 
issues. Ten participants completed the pre-test version 
in 15–20  min. Most of them reported some problems 
in understanding the concept of muscle mass and the 

Table 1 Baseline characteristics of participants

Notes: SD standard desviation, FAC Functional Ambulation Categories, SPPB 
Short Physical Performance Battery, nº number, BMI Body Mass Index, ALM 
appendicular lean mass

Age [years: mean ± SD (interval)] 77.6 ± 5.3 (70 – 91)

Female sex [n (%)] 69 (80.2)

Academic level [n (%)]:

 No studies 4 (4.7)

 Primary 27 (31.4)

 Secondary 41 (47.7)

 Universitary 14 (16.3)

Civil status [n (%)]:

 Single 7 (8.1)

 Married 31 (36.0)

 Divorced 4 (4.7)

 Widower 44 (51.2)

Living situation [n (%)]:

 Alone 38 (44.2)

 Partner 33 (38.4)

 Family 14 (16.3)

 Nursing home 1 (1.2)

Comorbidities [nº: mean ± SD (interval)] 4.7 ± 1.9 (0 – 9)

Drugs [nº: mean ± SD (interval)] 6.5 ± 3.3 (0 – 16)

Barthel index (mean ± SD; interval) 96.4 ± 3.2 (85 – 100)

FAC 5 [n (%)] 85 (98.8)

SPPB (mean ± SD; interval) 6.8 ± 1.5 (3 – 9)

Hand grip strength (mean ± SD; interval) 19.9 ± 8.1 (2 – 45)

 Woman 17.2 ± 5.2 (2 – 29)

 Man 31.4 ± 7.5 (13 – 45)

Weight [kg: mean ± SD (interval)] 69.9 ± 13.1 (43.8 – 109.5)

 Woman 67.5 ± 11.0 (43.8 – 105.6)

 Man 79.7 ± 16.7 (55.0 – 109.5)

Height [m: mean ± SD (interval)] 1.5 ± 0.1 (1.4 – 1.7)

 Woman 1.5 ± 0.1 (1.4 – 1.7)

 Man 1.6 ± 0.1 (1.5 – 1.7)

BMI [kg/m2: mean ± SD (interval)] 28.9 ± 5.0 (18.6 – 48.8)

 Woman 28.9 ± 4.9 (18.6 – 48,8)

 Man 29.2 ± 5.3 (20.0 – 41.2)

ALM [kg: mean ± SD (interval)] 16.1 ± 3.6 (11.4 – 30.8)

 Woman 14.8 ± 1.9 (11.4 – 20.9)

 Man 21.3 ± 4.3 (14.9 – 30.8)

ALM/BMI (mean ± SD; interval) 0.5 ± 0.1 (0.4 – 0.9)

 Woman 0.5 ± 0.6 (0.4 – 0.8)

 Man 0.7 ± 0.1 (0.6 – 0.9)

Arm circumference [cm (mean ± SD; interval)] 29.7 ± 3.8 (19.0 – 39.4)

 Woman 29.8 ± 3.8 (19.0 – 39.4)

 Man 29.1 ± 3.9 (22.0 – 34.7)

Waist circumference [cm (mean ± SD; interval)]  97.6 ± 12.1 (69.5 – 132.5)

 Woman 95.6 ± 11.0 (69.5 – 132.5)

 Man 105.4 ± 13.7 (82.5 – 126.2)

Calf circumference [cm (mean ± SD; interval)] 35.2 ± 3.5 (28.0 – 47.9)

 Woman 35.0 ± 3.4 (28.0 – 47.9)

 Man 36.1 ± 3.9 (30.0 – 45.0)
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multiple-box format questionnaire. The final version is 
shown in Additional file 2.

Psychometric properties
Discriminative power
Table 2 shows the total and individual domain scores of 
the SarQoL® questionnaire for non-sarcopenic and sar-
copenic participants defined by EWGSOP and FNIH cri-
teria. The SarQoL questionnaire showed similar results 
in sarcopenic and non-sarcopenic participants. In fact, 
there are domains with higher (better) scores in sarco-
penic compared to nonsarcopenic participants. There-
fore, we could not confirm the discriminative power of 
this questionnaire with these diagnostic criteria.

In contrast, when we classified participants according 
to strength and physical performance, the SarQol ques-
tionnaire did show discrimination power (Table 3).

Internal consistency
The internal consistency is described in Table  4. Cron-
bach’s alpha coefficient was 0.84, which is a very good 
level of internal consistency. The correlation of each 
domain with the total SarQol score was excellent (> 0.81) 

in domains D1 (mental and physical health), D2 (mobil-
ity), D4 (functionality) and D5 (activities of daily living), 
very good (> 0.61) in domain D3 (body composition) and 
good (> 0.41) in domains D6 (leisure activities) and D7 
(fears).

Construct validity
The SarQoL® total score showed a good correlation 
with similar domains of SF-36 such as physical function, 

Table 2 The SarQoL® scores according diagnostic criteria

Notes: EWGSOP European Working Group on Sarcopenia in Older People, FNIH 
Foundation for the National Institutes of Health, D1 (mental and physical health), 
D2 (mobility), D3 (body composition), D4 (functionality), D5 (activities of daily 
living), D6 (leisure activities); D7 (fears)

*P‑value obtained from linear regression with SarQoL scores as dependent 
variable and n° of comorbidities and sarcopenia status as independent variables

EWGSOP CRITERIA

NON SARCOPENIC (n= 70) SARCOPENIC (n=16) p*

SarQoL D1 58.87 (52.20 – 68.87) 70.54 (59.70 – 78.87) 0.029

SarQoL D2 59.72 (46.53 – 75.00) 69.44 (53.47 – 76.39) 0.224

SarQoL D3 62.50 (50.00 – 70.83) 68.75 (52.08 – 78.13) 0.271

SarQoL D4 62.02 (51.34 – 70.02) 74.04 (64.56 – 82.69) 0.006

SarQoL D5 48.33 (40.00 – 63.75) 62.92 (50.83 – 74.58) 0.009

SarQoL D6 33.25 (33.25 – 66.50) 49.88 (33.25 – 66.50) 0.214

SarQoL D7 87.50 (75.00 – 87.50) 87.50 (87.50 – 87.50) 0.198

Overall SarQoL 57.33 (49.41 – 66.45) 72.25 (59.07 – 77.89) 0.008

FNIH CRITERIA

NON SARCOPENIC (n= 73) SARCOPENIC (n=13) p*

SarQoL D1 62.20 (52.20 – 72.20) 58.87 (55.53 – 66.08) 0.880

SarQoL D2 61.11 (48.61 – 76.39) 61.11 (44.45 – 69.44) 0.299

SarQoL D3 62.50 (50.00 – 70.83) 70.83 (58.33 – 72.92) 0.430

SarQoL D4 65.38 (52.89 – 76.79) 53.85 (51.92 – 67.59) 0.216

SarQoL D5 51.67 (40.84 – 66.67) 51.67 (36.66 – 63.75) 0.458

SarQoL D6 33.25 (33.25 – 66.50) 49.88 (33.25 – 74.81) 0.387

SarQoL D7 87.50 (75.00 – 87.50) 75.00 (75.00 – 87.50) 0.061

Overall SarQoL 59.70 (51.48 – 73.75) 57.03 (50.59 – 65.38) 0.323

Table 3 The SarQoL® scores according handgrip strength and 
physical performance

Notes: EWGSOP European Working Group on Sarcopenia in Older People, 
SPPB Short Physical Performance Battery, D1 (mental and physical health), D2 
(mobility), D3 (body composition), D4 (functionality), D5 (activities of daily 
living), D6 (leisure activities); D7 (fears)
* P‑value obtained from linear regression with SarQoL scores as dependent 
variable and n° of comorbidities and sarcopenia status as independent variables

EWGSOP (HANDGRIP STRENGTH < 30 KG/ < 20 KG)

NORMAL HANDGRIP 
STRENGTH
(n = 36)

LOW HANDGRIP
STRENGTH
(n = 50)

p*

SarQoL D1 69.42 (56.09 – 78.87) 58.32 (50.81 – 65.53) 0.001

SarQoL D2 69.44 (56.25 – 80.56) 58.33 (44.44 – 69.44) 0.003

SarQoL D3 66.67 (51.04 – 75.00) 62.50 (50.00 – 70.83) 0.420

SarQoL D4 70.39 (60.10 – 82.55) 59.27 (50.00 – 67.31) 0.002

SarQoL D5 56.67 (46.67 – 71.25) 50.00 (38.33 – 65.00) 0.092

SarQoL D6 49.88 (33.25 – 66.50) 33.25 (33.25 – 66.50) 0.290

SarQoL D7 87.50 (75.00 – 87.50) 87.50 (75.00 – 87.50) 0.050

Overall SarQoL 65.18 (55.43 – 76.93) 55.55 (49.14 – 63.40) 0.002

EWGSOP2 (HANDGRIP STRENGTH < 27 KG/ < 16 KG)
NORMAL HANDGRIP
STRENGTH
(n = 60)

LOW HANDGRIP
STRENGTH
(n = 26)

p*

SarQoL D1 63.31 (54.43 – 75.53) 56.64 (49.69 – 65.80) 0.030

SarQoL D2 66.67 (50.00 – 77.78) 52.78 (43.74 – 64.58) 0.010

SarQoL D3 64.58 (50.00 – 73.95) 64.58 (52.09– 70.83) 0.694

SarQoL D4 65.72 (56.25 – 80.36) 53.85 (50.96 – 67.31) 0.012

SarQoL D5 55.12 (45.35 – 71.25) 47.50 (38.33 – 60.00) 0.034

SarQoL D6 41.56 (33.25 – 66.50) 33.25 (33.25 – 66.50) 0.915

SarQoL D7 87.50 (75.00 – 87.50) 75.00 (75.00 – 87.50) 0.014

Overall SarQoL 62.61 (53.11 – 74.69) 54.92 (47.54 – 60.06) 0.009

PHYSICAL PERFORMANCE (SPPB)
NORMAL
(n = 23)

LOW
(n = 63)

p*

SarQoL D1 68.87 (55.53 – 78.87) 58.87 (52.20 – 68.87) 0.057

SarQoL D2 69.44 (52.78 – 77.78) 61.11 (44.44 – 72.22) 0.103

SarQoL D3 70.83 (50.00 – 79.17) 62.50 (50.00 – 70.83) 0.132

SarQoL D4 71.43 (55.77 – 80.77) 62.50 (50.00 – 69.64) 0.038

SarQoL D5 65.00 (51.67 – 73.33) 48.33 (38.33 – 60.00) 0.001

SarQoL D6 66.50 (33.25 – 66.50) 33.25 (33.25 – 66.50) 0.022

SarQoL D7 87.50 (75.00 – 87.50) 87.50 (75.00 – 87.50) 0.114

Overall SarQoL 70.23 (55.09 – 78.40) 57.29 (49.35 – 66.25) 0.005
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limitation caused by physical problems, vitality and 
general health status with the EWGSOP diagnostic cri-
teria, but not with pain. It also showed good correlation 
in similar domains of SF-36 such as physical function, 
limitation caused by physical problems and vitality 
with the FNIH criteria but not with pain and general 
health status. A good correlation was also found with 
similar EQ-5D domains of mobility and usual activities 
with the two diagnostic criteria used (Table 5). No sig-
nificant correlations were found between SarQoL® and 
SF-36® or EQ-5D® for divergent correlation when the 
FNIH diagnostic criteria were used. Some significant 

correlations were found with some domains of the 
SF-36® such as the limitation caused by affective prob-
lems (correlation 0.683, p = 0.004) and mental health 
(correlation 0.648, p = 0.007) with the EWGSOP crite-
ria. Overall, this confirms a good construct validity of 
the questionnaire.

Test–retest reliability
There was an excellent degree of agreement between 
the test and the retest completed 2 weeks later (Table 6). 
The intraclass correlation coefficient (ICC) was 0.967 (CI 
0.917—0.989). The overall score and each domain present 
an ICC above 0.7 (except the D3 domain on body compo-
sition with the FNIH criteria) so that the Spanish version 
of the SarQoL is considered reliable.

Ceiling and floor effect
No sarcopenic or non-sarcopenic participants obtained 
the lowest score (0 points) or the highest score (100 
points) when completing the Spanish version of SarQoL. 
Therefore, no ceiling or floor effect was found.

Discussion
SarQoL® is the first specific health-related quality of 
life questionnaire developed for sarcopenia. This study 
was designed to create and validate a Spanish version of 

Table 4 Internal consistency (Cronbach´s alpha coefficient)

Notes: D1 (mental and physical health), D2 (mobility), D3 (body composition), 
D4 (functionality), D5 (activities of daily living), D6 (leisure activities); D7 (fears)

Overall SarQol 0.836

D1 0.843

D2 0.856

D3 0.697

D4 0.913

D5 0.858

D6 0.442

D7 0.485

Table 5 Construct validity

Notes: SF-36 Short Form‑36®, EQ – 5D Euro‑QoL® 5 domains
* p‑value obtained from Pearson and Spearman correlations

EWGSOP CRITERIA (n = 16)
Correlation p*

SF – 36

 Physical function 0,652 0,006

 Limitation caused by physical problems 0,569 0,021

 Vitality 0,754 0,001

 General health status 0,667 0,005

 Pain 0,282 0,290

EQ – 5D

 Mobility ‑0,624 0,010

 Usual activities ‑0,809 0,000

FNIH CRITERIA (n = 13)
SF – 36

 Physical function 0,887 0,000

 Limitation caused by physical problems 0,656 0,015

 Vitality 0,651 0,016

 General health status 0,212 0,486

 Pain 0,216 0,478

EQ – 5D

 Mobility ‑0,750 0,003

 Usual activities ‑0,615 0,025

Table 6 Test–retest reliability in sarcopenic participants

Notes: EWGSOP European Working Group on Sarcopenia in Older People, FNIH 
Foundation for the National Institutes of Health, D1 (mental and physical health), 
D2 (mobility), D3 (body composition), D4 (functionality), D5 (activities of daily 
living), D6 (leisure activities); D7 (fears)

EWGSOP CRITERIA (n = 16)
ICC CI 95%

SarQoL D1 0.931 0.816 – 0.975

SarQoL D2 0.893 0.541 – 0.968

SarQoL D3 0.883 0.703 – 0.957

SarQoL D4 0.929 0.811 – 0.975

SarQoL D5 0.964 0.901 – 0.987

SarQoL D6 0.885 0.703 – 0.958

SarQoL D7 0.789 0.457 – 0.923

Overall SarQoL 0.967 0.917 – 0.989

FNIH CRITERIA (n = 13)
ICC CI 95%

SarQoL D1 0.733 0.352 – 0.909

SarQoL D2 0.863 0.612 – 0.956

SarQoL D3 0.697 0.288 – 0.895

SarQoL D4 0.855 0.595 – 0.953

SarQoL D5 0.924 0.768 – 0.976

SarQoL D6 0.987 0.958 – 0.996

SarQoL D7 0.742 0.334 – 0.914

Overall SarQoL 0.973 0.918 – 0.922
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SarQoL® to be used in daily clinical practice and research 
in Spanish-speaking countries.

The first step was to complete the rigorous process of 
adapted translation following all the international rec-
ommendations. This process of translation and cultural 
adaptation was also followed in other translated versions 
of SarQoL®. The method of bilingual native translators 
and direct and reverse translations ensured objectiv-
ity and equivalence with the original French question-
naire, as confirmed by our good internal consistency 
and excellent test–retest reliability. These findings are in 
agreement with those described in previous validations 
[19–21].

The previously published Spanish validation [28] did 
not present the whole process from the beginning. In 
fact, they used our translated and adapted version of Sar-
QoL® and demonstrated discriminative power but they 
assessed muscle mass with a less reliable method (bioel-
ectrical impedance) with Asian cut-off points for a Span-
ish population.

Our Spanish version of SarQoL® found no difference 
in quality of life between sarcopenic and non-sarcopenic 
with the traditional definitions of sarcopenia, so its dis-
criminative power could not be demonstrated and this 
was unexpected. In the validation studies of other trans-
lated versions, some discriminative power was observed, 
although the total score of the questionnaire and the 
partial scores of the different domains were greatly vari-
able in each version, ranging from 50,3 in Lithuanian to 
67,1 in Dutch in sarcopenic participants [21, 24]. This 
large variability in the scores in the different versions 
of the questionnaire could reflect the heterogeneity of 
the perception of quality of life in different countries. 
There has also been heterogeneity in the sample size 
and the diagnostic criteria and methods used to define 
sarcopenia. However, our Spanish questionnaire did 
show good discrimination according to muscle func-
tion (muscle strength or physical performance). This 
suggests that quality of life, at least in our participants, 
is better correlated to muscle function than to muscle 
mass and emphasized the issues raised with measuring 
muscle mass and defining cut-off points [2, 48]. Our cut-
off point of SPPB ≤ 9 as an inclusion criterion is based 
on the design of the SPRINTT trial (based on the LIFE 
trial) [28, 49] and SPPB < 8 as an indicator of low physi-
cal performance and sarcopenia severity according to the 
EWGSOP2 when we classified our participants according 
to their physical function. The relation between quality 
of life and muscle function and not with sarcopenia was 
also described by Marques [50]. The updated definition 
of the EWGSOP2 [3] tries to overcome this problem by 
stating that a person with low muscle strength has prob-
able sarcopenia, and in such patients, the Spanish version 

of SarQoL has in fact shown to be able to accurately 
measure quality of life. In fact, a short version of SarQoL 
has recently been published, also focused on low muscle 
strength, demonstrating excellent discrimination power 
comparing probable sarcopenia versus no sarcopenia 
according to EWGSOP2 criteria [51].

The rest of the psychometric properties of the Span-
ish version are maintained with respect to the original 
version. Our version of SarQoL® had an excellent inter-
nal consistency (Cronbach’s alpha coefficient of 0.84) 
similar to that of the original questionnaire (Cronbach’s 
alpha coefficient of 0.87). It also showed a significant 
correlation with similar quality of life domains of other 
two general quality of life questionnaires such as physical 
function, limitation caused by physical problems, vital-
ity, mobility and usual activities that confirms the validity 
of the construct. The test–retest reliability of the Span-
ish version is excellent (CCI of 0.97), again close to that 
of the original SarQoL® (CCI of 0.91). In both versions, a 
ceiling and floor effect was not observed.

This study has some limitations. The sample size did 
not reach the target number of sarcopenic patients, 
which could have modified the analysis. For this reason, 
the sample was classified according to the grip strength 
and physical performance to achieve a larger group of 
participants with low muscle function. Therefore, our 
sample was not fully enriched with sarcopenic patients 
as defined by the initial criteria for sarcopenia, but did 
show reduced muscle function, a concept where the most 
current definitions of sarcopenia are focusing. How-
ever, in other validation studies of the scale (such as the 
original, English or Romanian) the target number of 50 
sarcopenic was not reached either, and they did obtain 
discriminative power. Concerning the number of sarco-
penic participants in the sample, the recently published 
short version of the original SarQoL has also been vali-
dated with a low number of participants with confirmed 
sarcopenia [51]. The scale validation sample sizes are 
generally similar to ours, so it is unlikely that increasing 
the sample size would change the results. Another limi-
tation may be sample selection. Our participants were 
recruited from a European multicenter clinical trial that 
aims to demonstrate that protocolized physical exercise 
and nutritional intervention improves physical perfor-
mance in sarcopenia patients. Some of our participants 
belonged to the intervention group and others had been 
excluded for different reasons, and this could have influ-
enced their perception of quality of life. We chose these 
candidates because all participants had a DXA made by a 
well-trained technician, so we had reliable and homoge-
neous data on all of them for muscle mass.

This study also has strengths. First, we were in con-
tact and collaboration with the authors of the original 
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questionnaire from the beginning. In addition, we fol-
lowed the strictest recommendations of international 
guidelines for the translation, cultural adaptation and 
validation of health-related quality of life scales.

Conclusions
This study summarizes all the work done to translate, 
adapt, and validate the Spanish version of a specific 
health-related quality of life scale for sarcopenia, Sar-
QoL®. Finding no differences in quality of life in sar-
copenic participants with "traditional" definitions of 
sarcopenia, we focused on muscle function, and the 
Spanish version showed discriminative power. Muscle 
function seems to have a higher impact on quality of 
life than muscle mass.

Abbreviations
ALM: Appendicular Lean Mass.; BMI: Body Mass Index; DXA: Dual X‑ray Absor‑
ciometry; EQ‑5D: Euro‑QoL® 5 domains; EWGSOP: European Working Group 
on Sarcopenia in Older People; FAC: Functional Ambulatory Category; FNIH: 
Foundation for the National Institutes of Health; ICC: Intraclass Correlation 
Coefficient; IQR: Interquartile Range; PROM: Patient Reported Outcome Meas‑
ures; SarQoL: SARcopenia and Quality of Life; SF‑36: Short Form‑36®; SPPB: 
Short Physical Performance Battery; SPRINT‑T: Sarcopenia and Physical fRailty 
IN older People: multi‑componenT Treatment strategies.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12891‑ 022‑ 05125‑y.

Additional file 1. 

Additional file 2. 

Acknowledgements
We would like to thank Dr. Charlotte Beaudart and Dr. Olivier Bruyère and the 
authors of the original Belgian questionnaire for their help. All the process and 
design of this study were done with their collaboration and authorization.

Authors’ contributions
ACJ conceived and designed the study. BME performed the study, wrote the 
original draft and the final manuscript, performed the statistical analysis and 
takes responsibility of the data. NVP and VSC contributed in data collection. 
AG assisted in formal statistical analysis and data interpretation. JMN and 
ESG critically revised the final manuscript. All authors approved the final draft 
submitted.

Funding
This research did not receive any specific grant from funding agencies in the 
public, commercial, or not‑for‑profit sectors.

Availability of data and materials
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
This study was approved by the Research Ethics Committee of the Hospi‑
tal Universitario Ramón y Cajal (nº147‑16). Written informed consent was 
obtained from all participants. All the ethical principles for medical research 

on human beings contained in the World Medical Association’s Declaration of 
Helsinki were followed in conducting this study.

Consent for publication
Not applicable

Competing interests
The authors declare that they have no competing interests.

Author details
1 Servicio de Geriatría, Hospital Universitario Ramón Y Cajal, IRYCIS Madrid, 
Ctra Colmenar km 9,100, 28034 Madrid, Spain. 2 Division of Public Health, 
Epidemiology and Health Economics, University of Liège, Place du 20 Août 
7, 4000 Liège, Belgium. 3 Facultad de Medicina, Universidad Complutense de 
Madrid, Pl. de Ramón y Cajal, s/n, 28040 Madrid, Spain. 

Received: 28 October 2021   Accepted: 17 February 2022

References
 1. Cruz‑Jentoft AJ, Sayer AA. Sarcopenia. The Lancet. 2019;393(10191):2636–

46. https:// doi. org/ 10. 1016/ S0140‑ 6736(19) 31138‑9.
 2. Sanchez‑Rodriguez D, Marco E, Cruz‑Jentoft AJ. Defining sarcope‑

nia: some caveats and challenges. Curr Opin Clin Nutr Metab Care. 
2020;23(2):127–32. https:// doi. org/ 10. 1097/ MCO. 00000 00000 000621.

 3. Cruz‑Jentoft AJ, Bahat G, Bauer J, et al. Sarcopenia: revised European 
consensus on definition and diagnosis. Age Ageing. 2019;48(1):16–31. 
https:// doi. org/ 10. 1093/ ageing/ afy169.

 4. Goates S, Du K, Arensberg MB, Gaillard T, Guralnik J, Pereira SL. Economic 
impact of hospitalizations in US adults with Sarcopenia. J Frailty Aging 
2019;8(2):93–9. https:// doi. org/ 10. 14283/ jfa. 2019. 10.

 5. Beaudart C, Rizzoli R, Bruyère O, Reginster J‑Y, Biver E. Sarcopenia: burden 
and challenges for public health. Arch Public Health. 2014;72(1):45. 
https:// doi. org/ 10. 1186/ 2049‑ 3258‑ 72‑ 45.

 6. Beaudart C, Zaaria M, Pasleau F, Reginster J‑Y, Bruyère O. Health Outcomes 
of Sarcopenia: A Systematic Review and Meta‑Analysis Wright JM, ed. 
PLoS ONe. 2017;12(1):e0169548. https:// doi. org/ 10. 1371/ journ al. pone. 
01695 48.

 7. Costanzo L, De Vincentis A, Di Iorio A, et al. Impact of Low Muscle Mass 
and Low Muscle Strength According to EWGSOP2 and EWGSOP1 in 
Community‑Dwelling Older People. Newman A, ed. J Gerontol Ser A. 
2020;75(7):1324–30. https:// doi. org/ 10. 1093/ gerona/ glaa0 63.

 8. Xu J, Wan CS, Ktoris K, Reijnierse EM, Maier AB. Sarcopenia is associated 
with mortality in adults: a systematic review and meta‑analysis. Gerontol. 
2021;27:1–16. https:// doi. org/ 10. 1159/ 00051 70999.

 9. Tsekoura M, Kastrinis A, Katsoulaki M, Billis E, Gliatis J. Sarcopenia and Its 
Impact on Quality of Life. Adv Exp Med Biol. 2017;987:213–8. https:// doi. 
org/ 10. 1007/ 978‑3‑ 319‑ 57379‑3_ 19.

 10. Rizzoli R, Reginster J‑Y, Arnal J‑F, et al. Quality of Life in Sarcopenia and 
Frailty. Calcif Tissue Int. 2013;93(2):101–20. https:// doi. org/ 10. 1007/ 
s00223‑ 013‑ 9758‑y.

 11. Badia X. La evaluación de la calidad de vida en el contexto del ensayo 
clínico. Med Clin. 1998;110(14):550–6. PMID: 9646272.

 12. Guyatt GH. Measuring quality of life in clinical trials: a taxonomy and 
review. CMAJ.1989;140(12):1441‑8. PMID: 2655856.

 13. Chew J, Yeo A. Yew S, et al. Muscle strength definitions matter: prevalence 
of sarcopenia and predictive validity for adverse oytcomes using the 
Euroepan Working Group on Sarcopenia in Older People 2 (EWGSOP2) 
criteria. J Nutr Health Aging. 2020;24(6):614–8. https:// doi. org/ 10. 1007/ 
s12603‑ 020‑ 1371y.

 14. Umegaki H, Bonfiglio V, Komiya H, et al. Association between sarcopenia 
and quality of life in patients with early dementia and mild cognitive 
impairment. J Alzheimer Dis. 2020;76(1):435–42. https:// doi. org/ 10. 3233/ 
JAD‑ 200169.

 15. Beaudart C, Locquet M, Reginster J‑Y, Delandsheere L, Petermans J, 
Bruyère O. Quality of life in sarcopenia measured with the SarQoL®: 
impact of the use of different diagnosis definitions. Aging Clin Exp Res. 
2018;30(4):307–13. https:// doi. org/ 10. 1007/ s40520‑ 017‑ 0866‑9.

https://doi.org/10.1186/s12891-022-05125-y
https://doi.org/10.1186/s12891-022-05125-y
https://doi.org/10.1016/S0140-6736(19)31138-9
https://doi.org/10.1097/MCO.0000000000000621
https://doi.org/10.1093/ageing/afy169
https://doi.org/10.14283/jfa.2019.10
https://doi.org/10.1186/2049-3258-72-45
https://doi.org/10.1371/journal.pone.0169548
https://doi.org/10.1371/journal.pone.0169548
https://doi.org/10.1093/gerona/glaa063
https://doi.org/10.1159/0005170999
https://doi.org/10.1007/978-3-319-57379-3_19
https://doi.org/10.1007/978-3-319-57379-3_19
https://doi.org/10.1007/s00223-013-9758-y
https://doi.org/10.1007/s00223-013-9758-y
https://doi.org/10.1007/s12603-020-1371y
https://doi.org/10.1007/s12603-020-1371y
https://doi.org/10.3233/JAD-200169
https://doi.org/10.3233/JAD-200169
https://doi.org/10.1007/s40520-017-0866-9


Page 9 of 9Montero‑Errasquín et al. BMC Musculoskeletal Disorders          (2022) 23:191  

 16. Beaudart C, Reginster JY, Petermans J, Bruyère O. Quality of life of sarco‑
penic patients: contribution of the SarcoPhAge study. Geriatr Psychol 
Neuropsychiatr Vieil. 2015;13:391–5. https:// doi. org/ 10. 1684/ pnv. 2015. 
0571.

 17. Beaudart C, Biver E, Reginster J‑Y, et al. Development of a self‑adminis‑
trated quality of life questionnaire for sarcopenia in elderly subjects: the 
SarQoL. Age Ageing. 2015;44(6):960–6. https:// doi. org/ 10. 1093/ ageing/ 
afv133.

 18. Beaudart C, Biver E, Reginster J‑Y, et al. Validation of the SarQoL®, a 
specific health‑related quality of life questionnaire for Sarcopenia: 
Validation of the SarQoL® questionnaire. J Cachexia Sarcopenia Muscle. 
2017;8(2):238–44. https:// doi. org/ 10. 1002/ jcsm. 12149.

 19. Beaudart C, Edwards M, Moss C, et al. English translation and validation 
of the SarQoL®, a quality of life questionnaire specific for sarcopenia. Age 
Ageing. 2017;46(2):271–6. doi. 10.1093/ageing/afw192.

 20. Gasparik AI, Mihai G, Beaudart C, et al. Psychometric performance of the 
Romanian version of the SarQoL®, a health‑related quality of life ques‑
tionnaire for sarcopenia. Arch Osteoporos. 2017;12(1):103. https:// doi. org/ 
10. 1007/ s11657‑ 017‑ 0397‑1.

 21. Geerinck A, Scheppers A, Beaudart C, et al. Translation and validation of 
the Dutch SarQoL®, a quality of life questionnaire specific to sarcopenia. J 
Musculoskelet Neuronal Interact. 2018;18(4):463–72. PMID: 30511950.

 22. Konstantynowicz J, Abramowicz P, Glinkowski W, et al. Polish Validation of 
the SarQoL®, a Quality of Life Questionnaire Specific to Sarcopenia. J Clin 
Med. 2018;7(10):323. doi. 10.3390/jcm7100323.

 23. SafonovaYuA, Lesnyak OM, Baranova IA, et al. Russian translation and 
validation of SarQoL® – quality of life questionnaire for patients with 
sarcopenia. Rheumat Sci and Practice. 2019;57(1):38–45. doi. (In Russ). ; ) : 
10.14412/1995‑4484‑2019‑38‑45.

 24. Alekna V, Kilaite J, Tamulaitiene M, et al. Validation of the Lithuanian 
version of sarcopenia‑specific quality of life questionnaire (Sar‑
QoL®). Eur Geriatr Med. 2019;10(5):761–7. https:// doi. org/ 10. 1007/ 
s41999‑ 019‑ 00208‑x.

 25. Tsekoura M, Billis E, Gliatis J, et al. Cross cultural adaptation of the 
Greek sarcopenia quality of life (SarQoL) questionnaire. Disabil Rehabil. 
2020;42(7):1006–12. doi. 10.1080/09638288.2018.1514076.

 26. Le X, Wei Y, Hao D, et al. Psychometric Properties of the Chinese Version of 
the Sarcopenia and Quality of Life, a Quality of Life Questionnaire Specific 
for Sarcopenia. Calcif Tissue Int. 2021;109(4):415–22. https:// doi. org/ 10. 
1007/ s00223‑ 021‑ 00859‑8.

 27. Erdogan T, Eris S, Avci S, et al. Sarcopenia quality‑of‑life questionnaire 
(SarQoL)®: translation, cross‑cultural adaptation and validation in Turk‑
ish. Aging Clin Exp Res. 2021;33(11):2979–88. https:// doi. org/ 10. 1007/ 
s40520‑ 020‑ 01780‑0.

 28. Fábrega‑Cuadros R, Martinez‑Amat A, Cruz‑Díaz D, et al. Psychometric 
properties of the Spanish version of the sarcopenia and quality of life, 
a quality of life questionnaire specific for sarcopenia. Calcif Tissue Int. 
2020;106(3):274–82. https:// doi. org/ 10. 1007/ s00223‑ 019‑ 00635‑9.

 29. Landi F, Cesari M, Calvani R, et al. The “Sarcopenia and Physical fRailty 
IN older people: multi‑componenT Treatment strategies” (SPRINTT) 
randomized controlled trial: design and methods. Aging Clin Exp Res. 
2017;29(1):89–100. https:// doi. org/ 10. 1007/ s40520‑ 016‑ 0715‑2.

 30. Guralnik JM, Simonsick EM, Ferucci L, Glynn RJ, Wallace RB. A short physi‑
cal performance battery assessing lower extremity function: association 
with self‑reported disability and prediction of mortality and nursing 
home admission. J Gerontol. 1994;49(2):85–94. https:// doi. org/ 10. 1093/ 
geronj/ 49.2. m85.

 31. Cruz‑Jentoft AJ, Baeyens JP, Bauer JM, et al. Sarcopenia: European consen‑
sus on definition and diagnosis: Report of the European Working Group 
on Sarcopenia in Older People. Age Ageing. 2010;39(4):412–23. https:// 
doi. org/ 10. 1093/ ageing/ afq034.

 32. Roberts HC, Denison HJ, Martin HJ, et al. A review of the measurement of 
grip strength in clinical and epidemiological studies: towards a standard‑
ised approach. Age Ageing. 2011;40(4):423–9. https:// doi. org/ 10. 1093/ 
ageing/ afr051.

 33. Studenski SA, Peters KW, Alley DE, et al. The FNIH Sarcopenia Project: 
Rationale, Study Description, Conference Recommendations, and Final 
Estimates. J Gerontol Ser A. 2014;69(5):547–58. https:// doi. org/ 10. 1093/ 
gerona/ glu010.

 34. McLean RR, Shardell MD, Alley DE, et al. Criteria for Clinically Relevant 
Weakness and Low Lean Mass and Their Longitudinal Association With 

Incident Mobility Impairment and Mortality: The Foundation for the 
National Institutes of Health (FNIH) Sarcopenia Project. J Gerontol Ser A. 
2014;69(5):576–83. https:// doi. org/ 10. 1093/ gerona/ glu012.

 35. Ramada‑Rodilla JM, Serra‑Pujadas C, Delclós‑Clanchet GL. Adaptación 
cultural y validación de cuestionarios de salud: revisión y recomenda‑
ciones metodológicas. Salud Pública México. 2013;55(1):57–66. https:// 
doi. org/ 10. 1590/ S0036‑ 36342 01300 01000 09.

 36. Carvajal A, Centeno C, Watson R, Martinez M, Rubiales AS. How is an 
instrument for measuring health to be validated? Sist Sanit Navar. 
2011;34(1):63–72. https:// doi. org/ 10. 4321/ s1137‑ 66272 01100 01000 07.

 37. Guillemin F. Cross‑cultural adaptation and validation of health status 
measures. Scand J Rheumatol. 1995;24(2):61–3. https:// doi. org/ 10. 3109/ 
03009 74950 90992 85.

 38. Alexandre NMC, Guirardello Ede B. Cultural adaptation of instruments 
utilized in occupational health. Rev Panam Salud Publica. 2002;11:109–11. 
https:// doi. org/ 10. 1590/ s1020‑ 49892 00200 02000 07.

 39. Beaton DE, Bombardier C, Guillemin F, Ferraz MB. Guidelines for the 
Process of Cross‑Cultural Adaptation of Self‑Report Measures. Spine. 
2000;25(24):3186–91. https:// doi. org/ 10. 1097/ 00007 632‑ 20001 
2150‑ 00014.

 40. Herdman M, Fox‑Rushby J, Badia XA. A model of equivalence in the cul‑
tural adaptation of HRQoL instruments: the universalist approach. Qual 
Life Res. 1998;7:323–35. https:// doi. org/ 10. 1023/a: 10249 85930 536.

 41. Epstein J, Santo RM, Guillemin F. A review of guidelines for cross‑cultural 
adaptation of questionnaires could not bring out a consensus. J Clin 
Epidemiol. 2015;68(4):435–41. https:// doi. org/ 10. 1016/j. jclin epi. 2014. 11. 
021.

 42. Sperber AD. Translation and validation of study instruments for cross‑
cultural research. Gastroenterology. 2004;126:124–8. https:// doi. org/ 10. 
1053/j. gastro. 2003. 10. 016.

 43. Ware JE Jr, Gandec B, Keller S. Evaluating instruments used cross‑nation‑
ally: Methods from the IQOLA Project. In: Spilker B, ed. Quality of Life and 
Pharmacoeconomics in Clinical Trials. 2a ed. Lippincort‑Raven Publishers; 
1996:681–692.

 44. Terwee CB, Bot SDM, de Boer MR, et al. Quality criteria were proposed for 
measurement properties of health status questionnaires. J Clin Epidemiol. 
2007;60(1):34–42. https:// doi. org/ 10. 1016/j. jclin epi. 2006. 03. 012.

 45. Alonso J, Prieto JM, Antó JM. La versión española del SF‑36 Health Survey 
(Cuestionario de Salud SF‑36): un instrumento para la medida de los 
resultados clínicos. Med Clin. 1995;104:771–6. PMID: 7783470.

 46. Kind P, Brooks R, Rabin R. 2005. EQ‑5D Concepts and Methods: A Devel‑
opmental History. Springer International Publishing; https:// doi. org/ 10. 
1016/j. socsc imed. 2019. 112560.

 47. Badia X, Roset M, Montserrrat S, Herdman M, Segura A. La versión espa‑
ñola del EuroQol: descripción y aplicaciones. Med Clin. 1999;112:79–85. 
PMID: 10618804.

 48. Bahat G, Kilic C, Altinkaynak M, Akif Karan M. Comparison of standard 
versus population‑specific handgrip strength cut‑off points in the 
detection of probable sarcopenia after launch of EWGSOP2. Aging Male. 
2020;23(5):1564–9. https:// doi. org/ 10. 1080/ 13685 538. 2020. 18700 38.

 49 Pahor M, Guralnik JM, Ambrosius WT, et al. Effect of structured physical 
activity on prevention of major mobility disability in older adults: the LIFE 
study randomized clinical trial. JAMA. 2014;311(23):2387–96. https:// doi. 
org/ 10. 1001/ jama. 2014. 5616.

 50. Marques LP, Confortin SC, Ono LM, Barbosa AR, d’Orsi E. Quality of life 
associated with handgrip strength and sarcopenia: EpiFloripa Aging 
Study. Arch Gerontol Geriatr. 2019;81:234–9. https:// doi. org/ 10. 1016/j. 
archg er. 2018. 12. 015.

 51. Geerinck A, Beaudart C, Reginster JY, et al. Development and validation 
of a short version of the Sarcopenia Quality of Life questionnaire: the 
SF‑SarQoL. Qual Life Res. 2021;30(8):2349–62. https:// doi. org/ 10. 1007/ 
s11136‑ 021‑ 02823‑3.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://doi.org/10.1684/pnv.2015.0571
https://doi.org/10.1684/pnv.2015.0571
https://doi.org/10.1093/ageing/afv133
https://doi.org/10.1093/ageing/afv133
https://doi.org/10.1002/jcsm.12149
https://doi.org/10.1007/s11657-017-0397-1
https://doi.org/10.1007/s11657-017-0397-1
https://doi.org/10.1007/s41999-019-00208-x
https://doi.org/10.1007/s41999-019-00208-x
https://doi.org/10.1007/s00223-021-00859-8
https://doi.org/10.1007/s00223-021-00859-8
https://doi.org/10.1007/s40520-020-01780-0
https://doi.org/10.1007/s40520-020-01780-0
https://doi.org/10.1007/s00223-019-00635-9
https://doi.org/10.1007/s40520-016-0715-2
https://doi.org/10.1093/geronj/49.2.m85
https://doi.org/10.1093/geronj/49.2.m85
https://doi.org/10.1093/ageing/afq034
https://doi.org/10.1093/ageing/afq034
https://doi.org/10.1093/ageing/afr051
https://doi.org/10.1093/ageing/afr051
https://doi.org/10.1093/gerona/glu010
https://doi.org/10.1093/gerona/glu010
https://doi.org/10.1093/gerona/glu012
https://doi.org/10.1590/S0036-36342013000100009
https://doi.org/10.1590/S0036-36342013000100009
https://doi.org/10.4321/s1137-66272011000100007
https://doi.org/10.3109/03009749509099285
https://doi.org/10.3109/03009749509099285
https://doi.org/10.1590/s1020-49892002000200007
https://doi.org/10.1097/00007632-200012150-00014
https://doi.org/10.1097/00007632-200012150-00014
https://doi.org/10.1023/a:1024985930536
https://doi.org/10.1016/j.jclinepi.2014.11.021
https://doi.org/10.1016/j.jclinepi.2014.11.021
https://doi.org/10.1053/j.gastro.2003.10.016
https://doi.org/10.1053/j.gastro.2003.10.016
https://doi.org/10.1016/j.jclinepi.2006.03.012
https://doi.org/10.1016/j.socscimed.2019.112560
https://doi.org/10.1016/j.socscimed.2019.112560
https://doi.org/10.1080/13685538.2020.1870038
https://doi.org/10.1001/jama.2014.5616
https://doi.org/10.1001/jama.2014.5616
https://doi.org/10.1016/j.archger.2018.12.015
https://doi.org/10.1016/j.archger.2018.12.015
https://doi.org/10.1007/s11136-021-02823-3
https://doi.org/10.1007/s11136-021-02823-3

	Spanish translation, cultural adaptation and validation of the SarQoL®: a specific health-related quality of life questionnaire for sarcopenia
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Study population
	Assessment of sarcopenia
	Spanish translation and adaptation of the SarQoL®
	Validation of psychometric properties
	Sample size
	Discriminative power
	Internal consistency
	Construct validity
	Test–retest reliability
	Ceiling and floor effect

	Statistical analysis

	Results
	Participants
	Translation
	Psychometric properties
	Discriminative power
	Internal consistency
	Construct validity
	Test–retest reliability
	Ceiling and floor effect


	Discussion
	Conclusions
	Acknowledgements
	References


