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Objective: The world population gradually getting older, age-related sarcopenia is becoming more frequent. Known to be highly 
prevalent in high income countries, relative data in Africa are still scarce. This review aims to estimate the prevalence of sarcopenia in 
Africa and its characteristics.
Study Design and Setting: A literature search in PubMed, Web of Science, Google Scholar, and Scopus was conducted in 
October 2022. All studies reporting the prevalence of sarcopenia in Africa within 15 years were included, and we did an assessment 
of bias with Hoy et al's risk bias assessment tool. The estimated prevalence of sarcopenia was the outcome and we performed 
secondary analyses by age, gender, and diagnostic criteria. The random effect model was used for the prevalence estimation. The 
prevalence of sarcopenia and 95% confidence interval (95% CI) were calculated using the inverse-variance method.
Results: A total of 17 studies met our eligibility criteria, for a study population of 12,690 participants with 44.3% males and 55.7% 
females. The overall prevalence of sarcopenia was 25% (95% CI: 19–30%). The prevalence of sarcopenia among 50 years old and 
older was 23% (95% CI: 17–29%). We had a higher prevalence of sarcopenia among males (30%, %95 IC: 20–39%) than females 
(29%, %95 IC: 21–36%). The prevalence of sarcopenia was different depending on the diagnosis criteria used.
Conclusion: The prevalence of sarcopenia in Africa was relatively high. However, the fact that the majority of included studies were 
hospital-based studies shows the necessity of further community-based studies in order to have a more accurate representation of the 
situation in the general population.
Keywords: sarcopenia, prevalence, Africa, meta-analysis

Introduction
Sarcopenia is a term derived from the Greek phrase poverty of flesh. Sarcopenia is a progressive and generalized skeletal 
muscle disorder that is associated with increased likelihood of adverse outcomes including falls, fractures, physical 
disability and mortality.1 Despite having been the main subject of research for several decades, it was only recently that 
sarcopenia was officially recognized as a muscle disease.2 Thus, scarcity of sarcopenia-related research in Africa is not 
surprising. However, with a growing part of the African population, as everywhere else in the world, continuously getting 
older, the number of studies on sarcopenia is increasing.

Sarcopenia has been defined as a progressive and generalized skeletal muscle disorder that involves the accelerated 
loss of muscle mass and function.3 The high frequency of negative outcomes caused by muscle wasting among older 
adults especially, has been the trigger of first studies on the subject. Unfortunately, as many other newly researched topics 
in medicine or in science, the absence of a clear definition and cutoff values of sarcopenia components caused a great 
heterogeneity in study results.4 In a need of a clear consensus among the research community, several definitions and 
associated cutoff values have been proposed. One of the most widely recognized is the definition of the European 
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Working Group on Sarcopenia in Older People (EWGSOP) which after a first definition in 2010,5 published an update 
(EWGSOP2) presenting low muscle strength as the primary parameter of sarcopenia and the most reliable measure of the 
muscle function. More specifically, low muscle strength refers to probable sarcopenia and the presence of low muscle 
quantity or quality and low physical performance was considered as severe sarcopenia.1 In clinical practice, several 
methods have been developed for the diagnosis of sarcopenia according to EWGSOP2; muscle strength, assistance with 
walking, rising from a chair, climbing stairs, and falls (SARC-F) questionnaire and the Ishii screening tool;6,7 for muscle 
strength, grip strength and chair stand test; for skeletal muscle mass, appendicular skeletal muscle mass (ASM) by dual- 
energy X-ray absorptiometry (DXA), whole-body skeletal muscle mass (SMM) or ASM predicted by bioelectrical 
impedance analysis (BIA) and lumbar muscle cross-sectional area by CT (computed tomography) or MRI (magnetic 
resonance imaging); for physical performance, gait speed, short physical performance battery (SPPB), timed-up-and-go 
test (TUG) and 400-meter walk or long-distance corridor walk (400-m walk).

The EWGSOP2 also provided cut-off points for the different assessment methods: low grip strength (<27 kg for male, 
<16 kg for female), low strength by chair (>15s for five rises), ASM (<20 kg for male, <15 kg for female), ASM/height2 

(<7.0 kg/m2 for male, <5.5 kg/m2 for female), gait speed <0.8m/s, SPBB ≤8 point score, TUG ≥20 s, 400m walk test 
(Non-completion or ≥6 min for completion).1

In Asia, the Asian Working Group for Sarcopenia (AWGS) also defined cut-off values adapted to the Asian 
population: muscle mass by dual X-ray absorptiometry (<7.0 kg/m2 for male, <5.4 kg/m2 for female) and by bioimpe-
dance analysis (<7.0 kg/m2 for male, <5.7 kg/m2 for female); handgrip strength (<28 kg for male and <18 kg for female); 
criteria for low physical performance are 6-m walk <1.0 m/s, Short Physical Performance Battery score ≤9, or 5-time 
chair stand test ≥12 seconds.8

Similarly, the International Working Group on Sarcopenia (IWGS) defined a diagnosis of sarcopenia with a gait speed 
<1 m/s and an objectively measured low muscle mass (ASM/height2 ≤7.23 kg/m2 in male and ≤5.67 kg/m2 in female).9

The Foundation for the National Institutes of Health (FNIH) Sarcopenia Project in 2014 described the following cut- 
offs: grip strength <26kg for male and <16kg for female, and for low lean mass, lean mass adjusted for body mass index 
<0.789 for male and <0.512 for female.10 The FNIH ASM cut-point had a great specificity and sensitivity to detect low 
functional ability in older black South African women.11

In South Africa, a cut-point of appendicular skeletal muscle mass index (SA ASMI) <4.94 kg/m2 was described.11 

This cut-point is one of the few described to the best of our knowledge which was specific to Africans.
The prevalence of sarcopenia highly variates according to the definition used but also to the population studied.12,13 

For example, prevalence of 4.8% in Brazil, 6.8% in the United Kingdom and 17.4% among Chinese community dwelling 
older adults has been found.14–16 Unfortunately, the literature concerning sarcopenia in Africa is not as furnished as in 
other continents. Therefore, we conducted a systematic review aiming to assess the prevalence of sarcopenia in Africa.

Methods
This review followed the Preferred Reporting Items for Systematic Reviews and Meta-Analysis (PRISMA) statement.17 

This review is a prevalence study, so ethics approval was not required. The protocol of this systematic review was 
registered at PROSPERO with the number CRD42022374573.

Search Strategy and Eligibility Criteria
We included every study in which the participants were people living in Africa. Studies were excluded if they were 
reviews, meeting abstracts, study protocols without data, letters to editors, studies for which the full text could not be 
obtained, and studies published in languages other than French or English.

Studies that did not report an estimated prevalence or provide any sarcopenia diagnosis criteria enabling the 
extraction of the prevalence were excluded. To include the most recent studies, we arbitrary restricted our study within 
15 years.

We performed an electronic search in PubMed and Web of Science with the following descriptors: “sarcopenia”, 
“prevalence”, “epidemiology”, “incidence”, “Africa”. The complete research strategy was: PubMed: ((((sarcopenia 
[MeSH Terms]) OR (sarcopenias[Title/Abstract])) AND (((prevalence[MeSH Terms]) OR (epidemiology[Title/ 
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Abstract])) OR (incidence[Title/Abstract])))); Web of science (TS=(sarcopenia) AND TS=(prevalence OR epidemiology 
OR incidence) AND AD=Africa) AND PY=(2007–2022). In addition, starting from a hospital provided article database, 
a forward and backward citation search was performed using Google Scholar for the forward citation search and Scopus, 
then Web of Science if not retrieved in Scopus for the backward citation search.

A single reviewer, using the free web-tool for systematic review Rayyan, screened titles and abstracts of relevant 
studies. If multiple papers came from the same project, we chose the one with the largest sample size and more 
consistent with the data extraction rule of this review. Choices were secondly assessed and double checked by a second 
reviewer.

Data Extraction and Quality Assessment
We extracted data with Microsoft Excel 2019, these included study characteristics (first author, publication year, study 
design), the population information (age, area, gender and sample size), diagnostic criteria for sarcopenia, assessment 
method used for each parameter (muscle mass, muscle strength and muscle performance), cutoff values of each 
parameter, and sarcopenia prevalence. We calculated prevalence as the number of people with sarcopenia divided by 
the whole sample size. We extracted the baseline data from the cohort studies if the prevalence could be calculated from 
them.

We used Hoy et al’s18 tool for prevalence study for risk of bias assessment. The tool consists of 10 items addressing 
four domains of bias plus a summary risk of bias assessment. We rated items as high or low risk of bias, and a summary 
assessment of bias risk was rated as low, moderate, and high. Studies with insufficient information on an item were rated 
high risk. The risk of bias will be presented in a table.

Data Synthesis and Analysis
The prevalence of sarcopenia was described in percentage with an inverse variance method. Studies have been stratified 
by age and gender if possible. Gender was male or female, heterogeneity between the studies was assessed through the I2 

test, and I2 values greater than 50% were considered moderate to high. A random or fixed-effects model was used 
according to the degree of heterogeneity. A funnel plot was used to assess publication bias, and plot asymmetry was 
assessed by Begg’s test and Egger’s test. The overall quality of evidence was summarized using the Grading of 
Recommendations Assessment, Development and Evaluation (GRADE) system. We used Cochrane’s Review manager 
(Revman) and R environment for our statistics analysis.

Results
Study Selection and Characteristics
We conducted a forward and backward citation search from a hospital provided database from which, after screening, we 
retrieved 18 reports. The search of electronic databases identified 1379 records; after removing duplicates, we assessed 
1371 reports. After title and abstract screening, followed by inclusion criteria assessment, we retrieved 4 reports. Among 
those 22 reports, 6 were from the same study for a final total of 17 studies included.11,19–34 The study selection is 
presented in a PRISMA flow diagram (Figure 1).

Included study characteristics are presented in Supplementary Table S1. We identified studies published between 
2015 and 2022 from the whole continent, with 10 studies from South Africa and 2 from Cameroon. Among these studies 
15 were cross sectional-studies and 2 were prospective cohort studies. The smallest sample size was 68 and the largest 
4302, with 2 studies of less than 100 participants.24,25 The total population included is 12,690 participants for 7070 
females and 5620 males. Four studies were only made of females11,23,27,31 and 1 only of males.33 Eight studies reported 
participants aged more than 50 years old, some just reported the mean age of the participants. Sarcopenia was mainly 
diagnosed using criteria from the EWGSOP and the FNIH. One study used the hand grip strength alone as defining 
criteria.32
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Quality Assessment
The overall quality of evidence according to the GRADE was very low (downgraded because of inconsistency related to 
heterogenous results), the risk of bias assessed by Hoy’s tool is presented in Table 1. We assessed 23.5% (n = 4) of 
studies as moderate risk of bias and 76.5% (n = 13) as low risk of bias. The overall risk of bias was assessed as low.

Prevalence of Sarcopenia
Overall Prevalence
Our meta-analysis showed an overall pooled prevalence of sarcopenia in Africa of 25% with a 95% confidence interval 
(95% CI): 19–30% and a high level of heterogeneity (I2 = 98%, P < 0.01) (Figure 2).

Age and Gender
The prevalence of participants aged more than 50 years old was 23% (%95 CI: 17–29%, I2 = 96%, P < 0.01%). 
Participants aged less than 50 years old had a prevalence of 27% (21–34%, I2 = 35%, P < 0.01) (Figure 3). The male 
gender showed a prevalence of sarcopenia (30%, %95 CI: 20–39%, I2 = 98%, P < 0.01) similar to the female gender 
(29%, %95 CI: 21–36%, I2 = 98%, P < 0.01) (Figure 4).

Diagnostic Criteria
The diagnostic criteria of the EWGSOP identified a prevalence of 16% (%95 CI: 12–22%, I2 = 95%, P < 0.01). The 
FNIH criteria reported a prevalence of 28% (%95 CI: 12–45%, I2 = 99%, P < 0.01); and the SA ASMI was used to 
identify 9% (%95 CI: 6–12%, I2 = 0%, P = 1). Studies using the muscle mass to define sarcopenia reported a prevalence 
of 49% (%95 CI: 35–63%, I2 = 90%, P < 0.01) (Figure 5).
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Figure 1 PRISMA flowchart presenting the summary of searches carried out in the literature.
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Risk Factors of Sarcopenia
The risk factors mentioned in our primary studies were female gender with an odds ratio (OR) of 3.08 (%95 CI: 1.48– 
6.41), SARC-F score >4 (OR: 5.36, %95 CI: 2.42–11.85), increasing age (OR: 1.090, 1.034–1.149), age >75 years (OR: 
6.50, %95 CI: 1.20–35.30), malnutrition (OR: 5.817, %95 CI:1.471–24.434), absence of formal education (OR: 2.810, % 
95 CI: 1.043–7.57), bone erosion (OR: 0.057, %95 CI: 0.006–0.532), overfat BMI (OR: 12.3, %95 CI: 2.27–67.6), 
increased waist circumference (OR: 0.176, %95 CI: 0.038, 0.980) (Table 2).

Sensitivity Analysis
We conducted a sensitivity analysis by removing each study and pulling the others to determine which ones influenced 
the overall pooled effect. We did not find any significant statistical difference as shown in Figure 6.

Publication Bias
We assessed publication bias with a slightly asymmetric funnel plot (Figure 7), an Egger’s test with a P = 0.1942 
(Figure 8) and a Begg’s test with a P = 0.7332. However, the trim-and-fill method imputed 3 extra studies and the newly 
created funnel plot was symmetrical with P < 0.01 (Figure 9). These results are to be considered with caution knowing 
the high heterogeneity of our study.35,36

Discussion
Our results showed that the prevalence of sarcopenia in Africa was 25%. The male gender had a slightly higher 
prevalence of sarcopenia than female gender and prevalence was highly influenced by the diagnosis criteria used to 
define sarcopenia. In addition, the risk factors associated to sarcopenia were female gender, SARC-F score >4, increasing 
age, age >75 years, malnutrition, absence of formal education, bone erosion, overfat BMI, increased waist circumference.

The prevalence of sarcopenia we found is higher than the prevalence found in Korea (13.1%),37 in Brazil (16%)38 or 
in Asia.13 However, our prevalence is much closer to the prevalence found in hospitals in China (male: 29.7%; female: 
23.0%)39 or in Switzerland (22.6%).40 This difference can be explained by the fact that most of our sample has been 
assessed in clinical setting like the Swiss and Chinese studies; on the opposite of the former studies which only include 
community-dwelling participants. These results are in accordance with those of a review in different regions around the 
world which found higher prevalence of sarcopenia in nursing homes, followed by hospitals and then community general 

Table 1 Quality Assessment of Included Studies Using Hoy’s Tool

Study Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Overall Risk of Bias

Dlamini 202216 H L H L L L L L L L L
Gregson 202217 H H H H L L L L L L M

Irwin 202118 H L H L L L L L L L L

Pina 202119 L L H L L L L L L L L
Mendham 202120 H L H L L L L L L L L

Essomba 202021 H H H L L L L L L L M

Laubscher 202022 H L L H L L L L L L L
Salinas-Rodriguez 202023 L L L L L L L L L L L

Kruger 20158 H L L L L L L L L L L
Kruger 201624 H L L L L L L L L L L

Ngeuleu 201725 H H H L L L L L L L M

Adebusoye 201826 H L L L L L L L L L L
Zengin 201827 H L L H L L L L L L L

Barnard 201628 H L L H L L L L L L L

Essomba 202229 H L L L L L L L H L L
Maghraoui 201630 H H L L L L L L L L L

Badran 202031 H H H H L L L L L L M

Abbreviations: H, High; L, Low; M, Moderate; Q, Question.
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population.41 The preponderance of hospital-based studies could be due to the relative affordability and easiness to 
conduct of these studies compared to community-based studies which need more resources. Nevertheless, hospitalized 
individuals might represent an additional risk factor for sarcopenia and functional decline because of reduced caloric 
intake, low physical activity or prolonged bed-rest.42

We found a slightly higher prevalence of sarcopenia among male participants than female participants. This is in line 
with results found in Korea37 and in Japan;43,44 but contrasts with those found in Brazil.38 As a matter of fact, literature 
results showing association between gender and sarcopenia are globally inconsistent. Some studies state that male might 
be more susceptible to develop sarcopenia because of difference in diet and lifestyle, especially alcohol and tobacco 
consumption.37 Other studies showed that hormonal changes which enhance the decrease of muscle mass occur more 
slowly in male than in female leading to a higher prevalence of sarcopenia among females.13 After menopause, the 
hormone level drastically drop in female compared to a continuous slow decrease in male.45,46 This difference in 
decrease of anabolic acting androgens might be the cause of a higher prevalence of sarcopenia among females. Moreover, 
regarding the predominance of females in our sample these results must be considered cautiously.

Most of our primary studies used the EWGSOP or the FNIH criteria to define sarcopenia. The EWGSOP for many 
years has been the only available international consensus definition of sarcopenia and the FNIH criteria showed an 
unexpected good performance in assessing sarcopenia among black people.11 The prevalence of sarcopenia depending on 
the defining criteria was highly heterogeneous as found in other studies.12,13,16 In addition, the South African ASMI cut- 
off described by Kruger et al despite outperforming other criteria in the assessment of sarcopenia in African setting11 was 
not used most of the time. Considering the few numbers of studies using the same diagnosis criteria in our review, it is 
difficult to interpret the pooled prevalence of each diagnosis criteria. However, the pooled prevalence found using our 

Study or Subgroup

Adebusoye 201826

Badran 202031

Barnard 201628

Dlamini 202216

El 201630

Essomba 202021

Gregson 202217

Herculina S. Kruger 201624

Irwin 202118

Kruger 20158

Laubscher 202022

Mendham 202120

MJ 202229

Ngueuleu 201725

Pina 202119

Salinas-Rodriguez 202023

Salinas-Rodriguez 202023

Zengin 201827

Total (95% CI)
Heterogeneity: Tau² = 0.01; Chi² = 764.05, df = 17 (P < 0.00001); I² = 98%
Test for overall effect: Z = 8.74 (P < 0.00001)
Test for subgroup differences: Not applicable

prevalence

0.05
0.04
0.39
0.01
0.34
0.26
0.07
0.09
0.65
0.09
0.52
0.28
0.53
0.4
0.3

0.14
0.16
0.33

SE

0.01
0.031
0.031
0.01
0.04
0.04
0.01
0.02
0.05
0.02
0.06
0.04
0.05
0.04
0.04
0.01
0.01
0.02

Weight

5.9%
5.6%
5.6%
5.9%
5.4%
5.4%
5.9%
5.8%
5.1%
5.8%
4.7%
5.4%
5.1%
5.4%
5.4%
5.9%
5.9%
5.8%

100.0%

prevalence
IV, Random, 95% CI

0.05 [0.03 , 0.07]
0.04 [-0.02 , 0.10]
0.39 [0.33 , 0.45]

0.01 [-0.01 , 0.03]
0.34 [0.26 , 0.42]
0.26 [0.18 , 0.34]
0.07 [0.05 , 0.09]
0.09 [0.05 , 0.13]
0.65 [0.55 , 0.75]
0.09 [0.05 , 0.13]
0.52 [0.40 , 0.64]
0.28 [0.20 , 0.36]
0.53 [0.43 , 0.63]
0.40 [0.32 , 0.48]
0.30 [0.22 , 0.38]
0.14 [0.12 , 0.16]
0.16 [0.14 , 0.18]
0.33 [0.29 , 0.37]

0.25 [0.19 , 0.30]

prevalence
IV, Random, 95% CI

-1 -0.5 0 0.5 1

Figure 2 Forest plot of the prevalence of sarcopenia. 
Abbreviations: SE, Standard error; CI, confidence interval; IV, Inverse Variance.
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most representative criteria from the EWGSOP (16%) is similar to a Brazilian counterpart using the same diagnosis 
criteria.38

Sarcopenia is an age-related disease characterized by increasing occurrences among older. Therefore, it is quite 
surprising that we found a prevalence of sarcopenia higher among participants younger than 50 years old compared to 
those older. First of all, although 50 years old could be considered as quite young to define older age, if we consider 
specificities of Africa with lower life expectancy than other continents this age could be taken as older age.47 In addition, 
most of our primary studies did not use the same intervals to classify the age of participants. Moreover, as mentioned 
before, our sample comprised many hospital-based studies that might have quite influenced our results. Despite being an 
elderly disease, sarcopenia may develop secondarily to conditions like prolonged states of chronic inflammation, 
oxidative stress, and mitochondrial alterations or liver cirrhosis.3,33,48 Nevertheless, sarcopenia is an ageing disease 
and it has been proven than older age corresponds to higher prevalence of sarcopenia and to higher number of bad 
outcomes like falls.1,49–51 Furthermore, we identified only two studies with participants aged less than 50 years old and 
the prevalence of sarcopenia among participants older than 50 years old was almost equal to our overall prevalence 
(23%). Thus, once again the result of our subgroup analysis on age must be interpreted with caution.

We found several risk factors associated with sarcopenia. Female gender was a risk factor of sarcopenia and this is 
similar to results found in China.52 As mentioned before, gender interaction with sarcopenia is not very well established. 
However, due to earlier and more important hormonal changes, female gender might be a risk factor of sarcopenia.45 

SARC-F score >4 also predicted sarcopenia. This is not surprising knowing the fact that it is a reliable and efficient tool 

Study or Subgroup

Less than 50 years old
Irwin 202118

Ngueuleu 201725

Subtotal (95% CI)
Heterogeneity: Tau² = 0.00; Chi² = 1.53, df = 1 (P = 0.22); I² = 35%
Test for overall effect: Z = 7.86 (P < 0.00001)

More than 50 years old
Adebusoye 201826

Essomba 202021

Irwin 202118

Mendham 202120

MJ 202229

Ngueuleu 201725

Pina 202119

Salinas-Rodriguez 202023

Salinas-Rodriguez 202023

Subtotal (95% CI)
Heterogeneity: Tau² = 0.01; Chi² = 198.13, df = 8 (P < 0.00001); I² = 96%
Test for overall effect: Z = 7.47 (P < 0.00001)

Total (95% CI)
Heterogeneity: Tau² = 0.01; Chi² = 223.50, df = 10 (P < 0.00001); I² = 96%
Test for overall effect: Z = 8.29 (P < 0.00001)
Test for subgroup differences: Chi² = 0.79, df = 1 (P = 0.37), I² = 0%
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Figure 3 Subgroup analysis of the prevalence of sarcopenia by age. 
Abbreviations: SE, Standard error; CI, confidence interval; IV, Inverse Variance.
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for sarcopenia screening.6 Increasing age was a risk factor of sarcopenia like in many other studies.52–55 Sarcopenia 
being an age-related disease, it becomes more prevalent in the elderly. After 75 years old we found a higher risk in 
a similar manner than an Indonesian study that found a significant lower grip strength after that age.56 Malnutrition was 
associated with sarcopenia like found elsewhere.55–59 This can be explained by the fact that protein, vitamin D/calcium 
and acid base balance of the diet have a role in maintaining muscle mass and muscle strength or physical performance.60 

We found the absence of education could be a risk factor of sarcopenia. This is in line with a Chinese study that found 
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Figure 4 Subgroup analysis of the prevalence of sarcopenia by gender. 
Abbreviations: SE, Standard error; CI, confidence interval; IV, Inverse Variance.
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Figure 5 Subgroup analysis of the prevalence of sarcopenia by diagnostic criteria. 
Abbreviations: SE, standard error; CI, confidence interval; IV, inverse variance; FNIH, Foundation for the national institutes of health; EWGSOP, European Working Group 
on Sarcopenia in Older people; EWGSOP2, revised European Working Group on Sarcopenia in Older people; SA ASMI, South African appendicular skeletal mass index; 
ASM/SMI, appendicular skeletal mass/skeletal mass index; HGS, handgrip strength.
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that the higher the level of education the better the lifestyle and the income are, and therefore the lower the prevalence of 
sarcopenia.52 Moreover, we found bone erosion to be associated with sarcopenia. This might be explained by the key role 
played by chronic inflammation in the pathophysiology of both sarcopenia and bone chronic inflammatory diseases.61 

Overfat BMI and increased waist circumference were risk factors of sarcopenia. Although the prevalence of obesity and 

Table 2 Risk Factors of Sarcopenia

Number of Studies Pooled OR (95% CI)

Age > 75 1 6.50 (1.20, 35.30)
Increasing age 1 1.090 (1.034, 1.149)

Female gender 2 3.08 (1.48, 6.41)

SARC-F>4 2 5.36 (2.42, 11.85)
Malnutrition 1 5.817 (1.471, 24.434)

Absence of formal education 1 2.810 (1.043, 7.573)

Bone erosion 1 0.057 (0.006, 0.532)
Overfat BMI 1 12.3 (2.27, 67.6)

Increased cardiometabolic risk (WC: M>94cm, F>80cm) 1 0.176 (0.038, 0.980)

Abbreviations: OR, Odds ratio; SARC-F, Strength, assistance with walking, rising from a chair, climbing stairs, and falls 
questionnaire; BMI, Body mass index; WC, Waist circumference; M, Male; F, Female.
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Figure 6 Sensitivity analysis. θ̂: “prevalence estimate” containing effect size and 95% confidence interval.
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in a same way of sarcopenic obesity is continuously increasing around the world,62 this result is opposite to what we can 
find in many studies.52,54,55,59,63–65 Age-related muscle loss triggers a muscle weakness and is associated with 
a decreased physical activity and also a diminished total energy expenditure leading to a weight gain especially in the 
abdominal area.66 However, it has been proven that this overweight muscle mass is negatively associated with muscle 
quality and performance measures.67

Limitations
We encountered numerous limitations in this study. First, although we aimed to retrieve studies across Africa, some regions 
like East Africa are not represented in this study. Second, even though our primary studies had different sample populations, 
different assessment criteria and even different study designs, our results are still highly heterogeneous and therefore could 
be quite distant from the true effect. Finally, our subgroup analyses did not include the whole of the primary studies due to 
a lack of data from some studies. Therefore, subgroup analyses pooled prevalence must be considered cautiously.

Figure 7 Begg’s Funnel plot.

Figure 8 Egger’s test.
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Conclusion
To the best of our knowledge, the present study is one of the first systematic reviews aiming to assess the prevalence of 
sarcopenia in Africa. The prevalence of sarcopenia in Africa is 25%. Despite its numerous limitations, this review points 
out that sarcopenia is becoming a public health problem in Africa and that future community-based studies should be 
conducted with clear and similar diagnosis criteria to assess the true reality of the disease in the general population and 
propose suitable interventions.
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