Sarcopenic obesity prevalence in patients having BMI ≥ 23 kg/m² and its association with Diabetes Mellitus, Dyslipidemia, Hypertension, and other lifestyle factors

AIM
Sarcopenic obesity prevalence in patients having BMI ≥ 23 kg/m² and its association with Diabetes Mellitus, Dyslipidemia, Hypertension, and other lifestyle factors
METHODS
A cross-sectional study was conducted among 109 adults (BMI ≥23 kg/m²) attending a tertiary-care center. Sarcopenia was assessed using handgrip strength by Jamar Hand Dynamometer, ASMM/H², and obesity by body-fat percentage via Whole Body Dexa Scan and SARC-F scoring. Participants were classified into sarcopenic obese (n=35) and non-sarcopenic obese (n=74) groups. Clinical variables and lifestyle behaviors were recorded. Associations were analyzed using odds ratios (OR), 95% confidence intervals (CI), and chi-square testing. Individuals with acute illness, organ failure, or secondary causes of myopathy were excluded.
RESULTS 
The prevalence of sarcopenic obesity was 32.1%. Significant associations were observed with diabetes mellitus (OR 4.25; 95% CI 1.74–10.38; p=0.001), dyslipidemia (OR 2.82; 95% CI 1.28–6.20; p=0.009), and hypertension (OR 3.79; 95% CI 1.63–8.81; p=0.002). Strong lifestyle associations included alcohol use (OR 21.27; p=0.0004), smoking (OR 10.66; p=0.003), physical inactivity (OR 2.47; p=0.027), and vegetarian diet (OR 12.27; p<0.0001). Sleep duration <8 hours showed no significant association.
DISCUSSION
The present study demonstrates that sarcopenic obesity is highly prevalent in individuals with BMI ≥23 kg/m² and is strongly linked to adverse metabolic profiles. The significant associations with diabetes, dyslipidemia, and hypertension suggest that sarcopenic obesity may potentiate cardiometabolic risk through altered myokine–adipokine signaling, impaired insulin sensitivity, and ectopic fat accumulation. Lifestyle correlates, including alcohol consumption, smoking, and physical inactivity, further indicate that both metabolic and behavioral factors synergistically contribute to this phenotype. The notable association with a predominantly vegetarian diet likely reflects suboptimal protein intake, emphasizing the role of dietary quality in muscle preservation. Collectively, these findings reinforce sarcopenic obesity as a distinct metabolic entity requiring targeted clinical recognition beyond BMI-based categorization.







