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1  Introduction
Population aging represent one of the most significant demographic shifts of the 21st 
century [1]. The number of people aged 60 years and older is projected to rise from 600 
million in 2000 to nearly 2 billion by 2050 [2]. Although life expectancy has increased 
globally, healthy life expectancy healthy life expectancy has not kept pace. As a result, 
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Abstract
Population aging is accelerating worldwide, with profound implications for health 
systems, families, and society. Sarcopenia, defined as the progressive loss of skeletal 
muscle mass, strength, and function, has emerged as a central biological substrate 
of frailty and a key determinant of disability, institutionalisation, and mortality 
among older adults. Evidence demonstrates that sarcopenia is not an inevitable 
consequence of aging but a modifiable condition amenable to interventions such 
as exercise, nutritional optimisation, and chronic disease management. Therefore, 
early detection is essential to prevent downstream sequelae affecting mobility, 
metabolism, cognition, and cardiovascular health. However, advanced diagnostic 
methods are rarely accessible in community settings, where most older adults reside. 
This paper presents a Perspective that discusses the potential and challenges of 
involving community nurses in sarcopenia screening for healthy aging within the 
European context. Instruments such as the SARC-F questionnaire, its adaptations with 
calf circumference (SARC-Calf ) or body mass index (SARC-F + EBM), and performance-
based measures like handgrip strength or gait speed offer feasible approaches 
for first-level detection. Community nurses are strategically positioned to lead this 
process in the future. By integrating sarcopenia screening into routine visits, home 
care encounters, or wellness assessments, nurses can act as sentinels and care 
coordinators, triggering comprehensive geriatric assessments by multidisciplinary 
teams when a risk is identified. Such nurse-led pathways align with preventive, 
person-centred models of care, ensuring timely interventions and reducing the 
likelihood of late-stage disabilities. Embedding sarcopenia screening into community 
nursing practice offers a scalable strategy to promote healthy aging, preserve 
independence, and reduce the healthcare costs. Further research is warranted to 
evaluate the long-term outcomes and cost-effectiveness of this approach.
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many older adults live with chronic diseases, functional impairments, and dependency 
[3], resulting in greater demand for healthcare, long-term care, and informal support 
system [4, 5]. This demographic transition amplifies the importance of preventive strate-
gies that preserve function, autonomy, and quality of life.

Frailty has emerged as a key concept in understanding vulnerability among older 
adults. It describes a state of reduced physiological reserve and increased susceptibil-
ity to falls, hospitalisation, disability, and death [6]. Initially viewed as a physical condi-
tion, exemplified by Fried’s phenotype [7], frailty is now recognized as multidimensional, 
encompassing physical, psychological, and social dimensions as Gobbens’s model [8]. 
These dimensions interact dynamically: physical limitations can lead to isolation and 
depression, further accelerating functional decline [9–11]. For example, an older adult 
with mobility limitations (physical frailty) may become socially isolated, which in turn 
exacerbates depression (psychological frailty), further accelerating the decline [12].

Evidence from community-based studies confirms that social and psychological frailty 
independently predict mortality and disability, underscoring the need for comprehensive 
assessment approaches [13, 14]. Within this multidimensional framework, sarcopenia, 
the progressive and generalized loss of skeletal muscle mass and strength, is recognized 
as the biological foundation of physical frailty [15].

Sarcopenia, though a major cause of reduced mobility, falls, and functional decline, 
remains frequently underdiagnosed [16]. Early detection is essential to enable timely, tai-
lored interventions. Nurses, as the largest healthcare workforce with continuous patient 
contact, are ideally positioned to conduct screening and provide preventive education in 
diverse care settings [17]. Their active involvement can bridge the gap between research 
and practice, fostering early recognition and multidisciplinary management to preserve 
muscle health and independence in older adults [18].

This paper presents a Perspective that discusses the potential and challenges of involv-
ing community nurses in sarcopenia screening for healthy aging within the European 
context.

It is also important to clarify that the organisation of public health systems and com-
munity-based nursing varies significantly across Europe. Northern Europe prioritize 
health promotion, prevention and education, while Southern Europe prioritize health 
economics and health impact assessment [19]. In several countries—such as the United 
Kingdom, the Netherlands, and Scandinavian nations—the term ‘community nurse’ 
typically refers to nurses providing home-based care, chronic disease management, and 
preventive assessments within geographically defined populations [20–22]. In contrast, 
countries like Italy, Spain, and Portugal have also introduced the ‘family nurse’ model, 
in which nurses are assigned to specific individuals or family units and act as a first-line 
reference for health promotion, continuity of care, and coordination with general practi-
tioners [23, 24]. Although these models share a focus on proximity and continuity, their 
scope of practice, autonomy, and integration within primary care differ substantially. 
Acknowledging these variations is essential when considering the potential for nurse-
led pathways on sarcopenia screening, as implementation strategies must align with 
national workforce structures and existing primary care models.
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2  Sarcopenia: a multi-faceted and multidisciplinary condition
Sarcopenia is more than just a gradual loss of muscle; it is increasingly recognised as 
a core biological process underpinning frailty in older adults. Sarcopenia, defined as a 
progressive decline in skeletal muscle mass, strength, and function, reflects the cumu-
lative impact of aging on the neuromuscular system [25]. It does not occur overnight 
but develops silently over decades, influenced by a combination of age-related changes 
in hormones, chronic low-grade inflammation, mitochondrial dysfunction, myokine 
imbalance and reduced physical activity [25, 26]. Moreover, recent evidence highlights 
the degeneration of the neuromuscular junction (NMJ) as one of the main reasons of 
sarcopenia’s complex aetiology [27]. Malnutrition, often subtle and unnoticed in com-
munity-dwelling older adults, accelerates the development of sarcopenia, as does the 
burden of chronic diseases such as diabetes, chronic obstructive pulmonary disease, 
and cancer [15]. The prevalence of sarcopenia ranges from 5 to 13% among those aged 
60–70 years and up to 50% among individuals aged 80 years and older, translating into 
more than 50 million affected people worldwide today and a projected > 200 million in 
the coming decades [25]. These aspects highlight the urgency of early community-level 
identification strategies, as the early detection of sarcopenia allows not only physical 
interventions but also the possibility of addressing downstream psychosocial sequelae. 
First, sarcopenia should not be viewed as an inevitable consequence of aging; rather, it 
is increasingly recognized as a partly reversible condition [25, 28]. Interventions such 
as physical exercise, adequate protein intake, vitamin D optimisation, and management 
of chronic diseases can mitigate its progression and even partially reverse its effects, 
if recognized promptly [28–31]. This growing recognition has prompted international 
bodies, such as the European Working Group on Sarcopenia in Older People, to refine 
the diagnostic criteria and emphasise the importance of early identification [32]. In this 
perspective, sarcopenia serves as both a warning sign and a therapeutic target; by iden-
tifying it early, healthcare providers have an opportunity to prevent the downward spiral 
of frailty before it becomes entrenched. The consequences of sarcopenia extend beyond 
musculoskeletal decline, and its relationship with chronic diseases and conditions is very 
close. Sarcopenia substantially increases the risk of falls, fractures, disability, and loss of 
independence [33]. Studies have shown that individuals with sarcopenia have up to three 
times higher odds of mobility disability and institutionalisation [34]. Furthermore, sarco-
penia is closely associated with metabolic syndrome, insulin resistance, and type 2 dia-
betes mellitus. Low muscle mass reduces glucose disposal, exacerbating hyperglycaemia 
and increasing cardiometabolic risk [35]. Emerging evidence has also linked sarcopenia 
to cognitive impairment and dementia, potentially mediated by systemic inflammation, 
vascular dysfunction, and reduced physical activity [35]. Moreover, recent research has 
emphasised the bidirectional relationship between sarcopenia and cardiovascular dis-
ease. Loss of skeletal muscle mass and strength is associated with left ventricular remod-
elling, reduced cardiac reserve, and poor outcomes in heart failure [36, 37]. The concept 
of cardiac sarcopenia, which refers to the age-related decline in cardiac muscle mass and 
function, has been proposed, with parallels to skeletal sarcopenia. Low cardiac muscle 
mass contributes to impaired output, fatigue, and reduced resilience to stressors, creat-
ing a vicious cycle of functional decline [38].
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In summary, sarcopenia is a systemic condition that affects mobility, metabolism, cog-
nition, and cardiovascular health, underscoring the need for early identification at the 
community level.

2.1  Screening tools for sarcopenia suitable for community settings

To identify sarcopenia before it causes serious decline, screening tools must be practical 
and realistic for everyday use. In community settings, healthcare professionals often have 
limited time with each older adult. In addition, advanced diagnostic instruments such as 
DXA or MRI are rarely available outside specialist centres. This makes it essential to rely 
on approaches that are simple, quick, and inexpensive, but still accurate enough to high-
light those at risk of developing the disease. The “Strength, Assistance with walking, Rise 
from a chair, Climb stairs, and Falls” (SARC-F) questionnaire is one of the most widely 
used instruments [39]. It is short, with only five questions, and asks about strength, 
walking assistance, rising from a chair, climbing stairs, and falling. Its strength lies in its 
simplicity: it can be completed in a few minutes, even by someone with limited health 
literacy. However, although the specificity of SARC-F is high, it is not very sensitive [40]. 
To address this limitation, several adaptations have been developed. SARC-Calf adds a 
simple measurement of calf circumference as an indirect marker of muscle mass [41]. 
Another version, SARC-F + EBM, incorporates two additional indicators: age ≥ 75 years 
and low body mass index [42]. These modifications improve the tool’s sensitivity while 
maintaining its ease of use. Other tools are also available and may be particularly useful 
in specific settings. The Ishii Score, which combines age, grip strength, and calf circum-
ference, has shown strong performance in Asian populations [43]. The Mini Sarcopenia 
Risk Assessment (MSRA), available in 5- and 7-item versions, has been validated both in 
community-dwelling older adults and in people with chronic conditions such as heart 
failure [44]. These shorter screening tools have been designed with the busy reality of 
primary care in mind. In addition to questionnaires, there are equally straightforward 
performance-based tests that can be used. Measuring handgrip strength with a dyna-
mometer, for example, provides a reliable marker of muscle function, and cut-offs have 
been clearly defined by international consensus groups [45]. Similarly, the Short Physical 
Performance Battery (SPPB) or its single components, such as the 4-meter gait speed 
test or chair stand test, can provide a quick yet meaningful picture of physical capacity 
[46, 47]. These tests require very little equipment and can be performed in almost any 
setting, from a clinic room to a person’s home. In practice, these tools work best when 
combined [12]. A short questionnaire, such as the SARC-F or MSRA, can be used as a 
first filter, while grip strength or gait speed can provide objective confirmation. A sum-
mary of the tools is provided in Table 1.

This approach is particularly helpful for community nurses because it is both feasible 
and effective. It respects the time constraints of routine care while providing a struc-
tured way to identify individuals who may require a comprehensive geriatric assessment 
(CGA). Ultimately, the aim is not to provide a definitive diagnosis at this stage but rather 
to flag individuals at higher risk, ensuring that they are not invisible in the system and 
that further evaluation can be arranged before disability or dependency sets in.
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3  Proposal for a nurse-led pathway: first-level screening to comprehensive 
evaluation
In community and primary care settings, community nurses often represent the first 
point of professional contact for older adults [23]. This strategic position places nurses in 
an ideal role to initiate sarcopenia screening, as shown in Fig. 1.

During routine health visits, home care encounters, or wellness assessments, com-
munity nurses can integrate simple instruments, such as SARC-F, SARC-calf, or SARC-
F + EBM, into their standard practice. These tools require minimal training, can be 
administered quickly, and do not rely on advanced equipment, making them particularly 
suitable for community practice. The focus on screening activities is highlighted in Fig. 2.

When a nurse identifies an older adult at risk through a positive screening result, the 
information should not remain static. Instead, it should become an “alert” which signals 
the need for further evaluation by other members of the care team. Rather than replac-
ing the roles of physicians or geriatric specialists, nurse-led pathways serve as a gateway 
to the broader process of CGA. In this way, the nurse functions as both a sentinel and a 
care coordinator, ensuring that individuals with potential sarcopenia are not overlooked 
in the community, where most older adults live and where subtle functional declines 
may otherwise go unnoticed, also due to the stigma associated with this condition in 
those affected by it [18]. Subsequent CGA, conducted by general practitioners, geriatri-
cians, physical therapists, dietitians, and other professionals, can provide confirmatory 
assessments of muscle mass, strength, and performance in accordance with international 
consensus criteria [32]. Once sarcopenia is diagnosed or deemed probable, targeted 
interventions ranging from individualised exercise programs to nutritional counselling 
can be initiated in a timely manner. Importantly, nurses remain engaged throughout this 
trajectory, monitoring adherence to recommendations, reinforcing health education, 
and serving as a bridge between older adults, their families, and the wider healthcare 
team. The implementation matrix of the pathway is synthetized in Tables 1 and 2.

Real-world programs have already provided proof of concept. For instance, commu-
nity-based frailty screening initiatives in Japan and the UK have successfully engaged 
nurses and allied health professionals in early detection, leading to referral pathways 
that improve functional outcomes and reduce hospitalisations [48]. From this perspec-
tive, embedding sarcopenia screening into such frameworks would represents a natural 
extension of existing community nursing roles.

Table 1  Summary tables of screening tools
Tool Required Equipment Esti-

mated 
testing 
Time

Sensitivity/Specificity Applicable 
Scenarios

SARC-F Paper or digital 
questionnaire

2–3 min Low sensitivity (14–21%); High speci-
ficity (90–94%) [40]

Rapid first-line screen; 
low-resource settings

SARC-Calf Questionnaire + tape 
measure

3–4 min Moderate sensitivity (42.7–60.7%); 
High specificity (90.6–95.5%) [41]

Community screen-
ing; home visits

MSRA (5- or 
7-item)

Paper or digital 
questionnaire

2–4 min High sensitivity (85.7–94.7%); Low-
moderate specificity (33.5–76.6%) 
[44]

Primary care; geriatric 
outpatient settings

Ishii Score Tape measure + hand-
grip dynamometer

4–6 min Moderate sensitivity (64.94–70.65%); 
High specificity (81.35–85.46%) [43]

Community clinics; 
outpatient settings 
with basic equipment
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Several initiatives illustrate the feasibility of nurse-led pathways focused on screen-
ing for sarcopenia and frailty. In Japan, the Kihon Checklist and community care pro-
grams enable public health nurses to assess muscle strength and function during home 
visits, linking results to preventive exercise and nutrition support [49]. In Europe, digital 
solutions like the Sunfrail + platform support structured, nurse-led assessments within 
community care pathways [50]. Moreover, emerging AI-assisted screening tools, such 
as Sunfrail + and mobile apps based on EWGSOP2 criteria, offer new opportunities to 
support nurse-led sarcopenia detection [50, 51]. These tools can analyse gait, strength, 
or functional indicators with greater sensitivity and enable remote monitoring, comple-
menting traditional questionnaires. These experiences demonstrate that, with policy 

Fig. 1  Proposal of a nurse-led pathway. Abbreviations: CGA – Comprehensive Geriatric Assessment; HMB 
– beta-hydroxy-beta-methylbutyrate

 



Page 7 of 11Longobucco et al. Discover Public Health           (2026) 23:13 

backing, targeted training, and integration into existing workflows, sarcopenia screening 
is both feasible and scalable across diverse healthcare settings.

While this approach offers clear opportunities, its implementation also faces several 
challenges that warrant consideration. Community nurses already manage significant 
workloads, and additional screening responsibilities may require careful integration into 
existing workflows [52]. Feasibility depends on adequate workforce capacity, organiza-
tional support [53], and the inclusion of sarcopenia screening within routine community 
assessments rather than as an added task. Targeted training on the use and interpretation 

Fig. 2  Sarcopenia screening activity
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of simple tools and the incorporation of brief screening intervals, such as annually dur-
ing preventive home visits or chronic care reviews, could facilitate its adoption. Barri-
ers such as time constraints, limited resources, and variable patient engagement may 
be mitigated through digital documentation systems, interprofessional collaboration, 
and streamlined referral pathways [54]. Policy-level enablers, including recognition of 
sarcopenia within national healthy aging strategies, investment in community nursing 
education, and integration with electronic health records, would further enhance fea-
sibility and sustainability. Recent similar experiences, such as the implementation of 
the JADECARE project in the Marche region (Italy) and in Estonia, have demonstrated 
the feasibility of these aspects, resulting in 5.939.199 diagnostic codes associated with 
1.367.181 citizens (Marche region) and 25.930 diagnostic codes related to 4.765 citizens 
[55].

Ultimately, a balance between the potential benefits and operational realities is essen-
tial to ensure that nurse-led pathways on sarcopenia screening translates effectively into 
everyday practice. This pathway illustrates a continuum of care, from initial contact and 
early detection by the nurse, through specialised assessment by multidisciplinary teams, 
to the delivery of integrated interventions. Moreover, this activity could be routinely 
included in electronic health records, thereby encouraging greater adherence by nursing 
staff, especially in the early stages of implementation. In this vision, nurses do not act in 
isolation but as active partners within a collaborative model. Their early, proactive role 
ensures that sarcopenia, a condition that is often diagnosed late, can be detected at an 
earlier and potentially reversible stage [28], ultimately reducing disability, dependency, 
and healthcare costs.

This Perspective focuses on the underexplored interface between sarcopenia screen-
ing and community nursing practice. While previous literature has addressed diagnostic 
tools or multidisciplinary approaches to frailty, few have examined how nurses, who are 
often the first point of contact for older adults, can operationalize sarcopenia detection 
within existing community frameworks.

It is important to acknowledge that the role of family and community nurses var-
ies considerably across Europe. In several countries, such as the United Kingdom [20], 
the Netherlands [21], and the Scandinavian region [22], community and district nurs-
ing are well-established components of primary care, with nurses routinely engaged in 

Table 2  Implementation matrix for Nurse-Led pathway on sarcopenia Screening. Abbreviations: 
CGA – Comprehensive geriatric Assessment; EHR – Electronic health record
Phase Tools / Activities Required Equipment Time & Responsible Roles
1. First-Level 
Screening

SARC-F, SARC-Calf, SARC-F + EBM; 
Calf circumference; Gait speed or 
handgrip (optional)

Questionnaires, tape mea-
sure, stopwatch, (optional 
dynamometer)

5–10 min; Community 
nurse

2. Functional 
Verification

Gait speed, chair rise test, or grip 
strength

Chair, stopwatch, walk-
way, dynamometer

≈ 5 min; Community nurse 
(+ physiotherapist optional)

3. Documenta-
tion & Alerts

EHR entry; Alert flag; Scheduling 
follow-up

EHR system or paper form 2–3 min; Community nurse

4. Referral to CGA Referral to GP/Geriatrician; Struc-
tured communication

Referral platform/tele-
medicine portal

≈ 5 min; Nurse + GP/Geri-
atrician team

5. Targeted 
Interventions

Exercise program; Nutrition coun-
selling; Disease management

Exercise materials, educa-
tion materials, telehealth 
tools

20–40 min; Physio, 
dietitian, GP; Nurse for 
follow-up

6. Monitoring & 
Follow-Up

Re-screening every 6–12 months; 
adherence checks

Same as first-level 
screening

5–10 min; Community 
nurse
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preventive assessment and home-based follow-up. Conversely, in other European health 
systems, this role is still emerging or remains limited, with general practitioners often 
acting as the main—if not the sole—primary care providers. Because of this heteroge-
neity, the model proposed in this Perspective should not be interpreted as universally 
applicable in its current form. Rather, it represents a flexible framework that may be 
adapted to different healthcare contexts, where nurse-led pathways could complement 
existing GP-centred pathways or be gradually integrated into evolving community nurs-
ing structures. Countries with consolidated community nursing services demonstrate 
the feasibility and added value of nurse-led preventive assessments, suggesting that simi-
lar approaches could be progressively adopted where appropriate.

4  Conclusions
As populations continue to age, sarcopenia is increasingly recognised as a major public 
health challenge and a key determinant of frailty. Early detection is crucial to prevent 
downstream disability and dependence. Community nurses, given their accessibility and 
continuity of contact with older adults, are uniquely positioned to initiate sarcopenia 
screening and trigger comprehensive geriatric assessments. Through this proactive role, 
nurses can promote early intervention, maintain functional independence, and support 
healthy aging.

Integrating sarcopenia screening into routine community and primary care could 
enhance early identification and timely management. Providing nurses with appropriate 
training and simple, validated tools would facilitate systematic and scalable implementa-
tion. In this perspective, future studies could investigate the properties of screening tools 
for sarcopenia in a “real-life” application. Health system leaders should recognize nurse-
led pathways as a core element of healthy aging strategies. Investments in workforce 
education, provision of portable measurement devices, and integration of standardized 
screening pathways into electronic health records are essential to ensure sustainability 
and equity. Further studies are needed to determine the cost-effectiveness, feasibility, 
and long-term outcomes of these pathways. Randomized controlled trials, longitudinal 
follow-up studies, and implementation research could clarify optimal screening inter-
vals, referral processes, and the impact on healthcare utilization and disability-free 
survival. Embedding sarcopenia screening into community care will require not only 
organisational commitment but also structured education and competency development 
for nurses, supported by clear policy frameworks that enable consistent implementation.
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