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Abstract

Chronic diseases often lead to metabolic disorders, causing anabolic resistance and increased energy consumption,
which result in cachexia. Cachexia, in turn, can lead to major clinical consequences such as impaired quality of life,
shortened life expectancy, and increased healthcare expenditure. Existing international diagnostic criteria for cachexia
employ thresholds derived from Western populations, which may not apply to Asians due to differing body composi-
tions. To address this issue, the Asian Working Group for Cachexia (AWGC) was initiated. The AWGC comprises experts
in cachexia research and clinical practice from various Asian countries and aims to develop a consensus on diagnostic
criteria and significant clinical outcomes for cachexia in Asia. The AWGC, composed of experts in cachexia research and
clinical practice from several Asian countries, undertook three-round Delphi surveys and five meetings to reach a
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consensus. Discussions were held on etiological diseases, essential diagnostic items for cachexia, including subjective
and objective symptoms and biomarkers, and significant clinical outcomes. The consensus highlighted the importance
of multiple diagnostic factors for cachexia, including chronic diseases, either or both weight loss or low body mass in-
dex, and at least one of the following: anorexia, decreased grip strength (<28 kg in men and <18 kg in women), or
elevated C-reactive protein levels (>5 mg/L [0.5 mg/dL]). The AWGC proposed a significant weight change of 2%
or more over a 3–6 month period and suggested a tentative cut-off value of 21 kg/m2 for low body mass index in diag-
nosing cachexia. Critical clinical outcomes were determined to be mortality, quality of life as assessed by tools such as
EQ-5D or the Functional Assessment of Anorexia/Cachexia Therapy, and functional status as measured by the Clinical
Frailty Scale or Barthel Index, with significant emphasis on patient-reported outcomes. The AWGC consensus offers a
comprehensive definition and user-friendly diagnostic criteria for cachexia, tailored specifically for Asian populations.
This consensus is set to stimulate future research and enhance the multidisciplinary approach to managing cachexia.
With plans to develop further guidelines for the optimal treatment, prevention, and care of cachexia in Asians, the
AWGC criteria are expected to drive research across chronic co-morbidities and cancer in Asia, leading to future refine-
ment of diagnostic criteria.
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Introduction

Patients with chronic diseases are at risk of disease-related
undernutrition. Systemic inflammation initiates anabolic re-
sistance and increased energy expenditure. Because protein
biosynthesis requires an abundance of energy,1 the systemic
metabolic derangement that underpins inflammation associ-
ated with chronic diseases results in gradual loss of skeletal
muscle. This metabolic derangement, involving loss of body
protein as the dominant pathogenesis, is called cachexia. In
Japan, a condition presumed to be cachexia has been known
since ancient times as Kyoro (in Japanese) and Limpness.2 Ca-
chexia is modified by anorexia and psychological changes re-
lated to the treatment, which may exacerbate malnutrition.
Patients with chronic diseases such as cancer, chronic heart
failure, chronic obstructive pulmonary disease (COPD), con-
nective tissue disease, and chronic kidney disease (CKD) ex-
perience overwhelming metabolic and nutritional disorders
in addition to the direct life-threatening effects of the dis-
eases themselves. In addition to the treatment of the under-
lying diseases, metabolic and nutritional issues are important
aspects of chronic inflammatory diseases that need attention.

Cachexia is a serious but under-recognized pathology in
Asia. A survey involving healthcare professionals affiliated
with a nutrition society conducted by Nakahara et al. re-
ported that only 17.4% of patients were assessed for cachexia
in real-world clinical practice.3 Nevertheless, the prevalence
of cachexia in Western countries was approximately 15% in
patients with severe heart failure,4 5% in COPD,5 30% in rheu-
matoid arthritis,6 and 30% in patients with cancer.7 A national
survey in the United States reported that cachexia was asso-
ciated with increased hospitalization costs and duration of

stay.8 Although there is currently no curative treatment for
cachexia, the American Society of Clinical Oncology and
European Society for Medical Oncology guidelines for
treating cancer cachexia recommended nutritional therapy,
caregiver advice, exercise training, psychotherapy, and some
pharmacotherapy.9,10 In addition, anamorelin can be pre-
scribed in Japan for cachexia caused by some cancers and is
covered by health insurance.11 Therefore, prompt identifica-
tion and evaluation of cachexia are indispensable.12

International consensus criteria for the diagnosis of ca-
chexia include the widely cited classifications by Evans and
Fearon.13,14 However, these may not apply to Asian patients
with different body habitus and ethnic backgrounds. Konishi
et al. concluded that existing international criteria, which fo-
cus on body composition and muscle mass loss, may underes-
timate cachexia in Asians because their physique differs from
that of their Western counterparts.15 Indeed, a study of pre-
dominantly Caucasian participants found that patients with
advanced cancer had an average BMI of 25 kg/m216,17 and pa-
tients with COPD around 27 kg/m2,18 while a BMI of
<20.7 kg/m2 was reported in only 13.6% of patients with
heart failure.19 Asians have a lower BMI on average and a dif-
ferential contribution of BMI to chronic diseases compared
with Caucasians.20 An international diagnostic standard for
undernutrition, the Global Leadership Initiative on Malnutri-
tion criteria, includes separate BMI cut-off values for
Asians.21,22 The Asian Working Group for Sarcopenia (AWGS)
also proposed different cut-off values of muscle mass and
muscle functions that are applicable to Asian countries.23,24

With an increasing population of older adults in Asian
countries, the number of patients with cachexia is also ex-
pected to increase. Hence, future clinical research and prac-
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tice using optimal cachexia diagnostic criteria for Asian popu-
lations should be promoted.

This provides the impetus for the Asian Working Group for
Cachexia (AWGC), which was formed with the cardinal aim of
improving the research and clinical practice of cachexia in
Asia. In addition to some members from the AWGS, the
AWGC invited leaders in the field of cachexia research and
clinical practice from Asian countries. The current article is
the first consensus report proposed by the AWGC on cachexia
diagnostic criteria and clinical outcomes for Asians to facili-
tate further cachexia research and clinical practice.

Consensus building

The first AWGC meeting was held on 5 February 2021, in a
web conference format with 33 participants, and involved
the presentation of the results of a systematic review of stud-
ies on cachexia in Asians from 2010 to 2020 using the
PubMed interface to search the MEDLINE database. Key-
words used in the literature search were cachexia, cachectic,
and disease-related malnutrition. Discussion and the neces-
sary deliberations centred on whether cachexia diagnostic
criteria for Asians should be the same as those used in Cauca-
sian populations and on the challenges in adapting recent ca-
chexia diagnostic criteria for Asians. The members committed
to publishing a consensus statement from AWGC, which will
cover the definition and diagnosis of cachexia in Asians, clin-
ical outcomes to be considered, and factors that will contrib-
ute to the understanding of the actual status of cachexia in
Asians and improving outcomes. A second meeting was held
on 28 April in a web conference format (34 members) to
deepen the discussion and build consensus on cachexia diag-

nostic criteria and outcome measures for Asians using the
Delphi method.

Before initiating the Delphi rounds, we collected additional
candidate aetiologies, underlying disease of cachexia, and ca-
chexia diagnostic items in four categories: (1) subjective
symptoms, (2) objective indicators, (3) biomarkers, and (4)
others. Further outcome ideas were collected. The first
Delphi round was conducted in May to June 2021. Partici-
pants were asked to rate their agreement on a 10-point Likert
scale (10 being the highest agreement) for the items pre-
sented. A consensus was defined when more than 70% of
the panel members scored 7 points or higher. The Japanese
team led by Arai H. was responsible for collating responses
and reviewing the questions for the next round. The second
Delphi round was conducted in June 2021. The third Delphi
round, conducted from August to September 2021, examined
the level of agreement on the proposed aetiology and diag-
nostic criteria. Another web conference was held on 11 Octo-
ber 2021 to discuss the final diagnosis. We presented the
complete perspective in that meeting and exchanged
opinions on the process. The aggregated opinions were finally
reiterated, and final approval was obtained at a hybrid face-
to-face and online meeting on 28 October 2022 and online
meeting on 1 March 2023 (Figure 1).

Clinical studies of cachexia in Asians

A MEDLINE search identified 13 intervention studies including
11 randomized controlled trials in Asia.25–37 Approximately
half (six reports) of the intervention studies included
Japanese patients with cachexia. Five studies diagnosed ca-
chexia using Fearon’s criteria including three that used its

Figure 1 Schematic overview of the trajectory for proposing the consensus statement.
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modified criteria, and another five adopted Evans’s criteria
including two using its modified criteria. However, the other
three studies used other methods to identify patients with
cachexia. Additionally, 47 studies reporting the prevalence
of cachexia38–84 were also identified, most of which were
studied in Japan (26 articles). Twenty-two articles used the
Fearon criteria, including 13 articles using its modified
criteria, one article used the Evans criteria, and the majority
used other criteria (24 articles). Forty-two (89%) of the stud-
ies included patients with cancer.

Figure 2 shows a scatter plot developed from the studies
that reported the BMI of the participants using three factors:
sample size, mean or median age, and BMI. The mean BMI of
the participants of the studies that investigated the preva-
lence of cachexia in Asians was around 22 kg/m2. While there
may be variations across different Asian countries, due to the
limitations of the studies included in our review, we were not
able to comprehensively analyse the differences in average
weight or BMI in patients across Asian countries. In addition,
most of the intervention studies in Asian patients with
cachexia involved BMI < 20 kg/m2. Most studies were
conducted on older participants of age >60 years. The prev-
alence of cachexia in studies that diagnosed cachexia based
on the rate of weight loss ranged from 42.9% to 56.4%, in-
cluding six articles on patients with cancer,40,42,66,68,81,82 and
one study involving patients with heart failure. Many studies
used BMI and weight loss rate for defining cachexia.

At the AWGC inaugural meeting, we agreed that the opti-
mal cachexia diagnostic criteria for Asians might not be the
same as that for non-Asians regarding weight loss or BMI.
There was also concern about the paucity of cachexia studies
in Asians apart from patients with cancer. Despite the grow-
ing trend to separate non-cancer and cancer illnesses in
modern guidelines, we have chosen to incorporate both into
our diagnostic criteria. This decision was made due to the

overlapping nature of the metabolic imbalances and weight
loss associated with cachexia in these conditions. Moreover,
we believe that this comprehensive approach will provide a
more inclusive understanding and treatment strategy for ca-
chexia, addressing the syndrome’s manifestations across a
wide range of chronic illnesses, including cancer. We antici-
pate that this approach will enhance the recognition and
management of cachexia in clinical settings. AWGC concluded
that advocating cachexia diagnostic criteria that are easy to
use and applicable to clinical practice may facilitate cachexia
research in Asians with chronic diseases and cancer.

Etiologic factors of cachexia

In the first Delphi round, >70% of participants scored ≥7
points for non-radical cancer, congestive heart failure, COPD,
chronic renal failure, rheumatoid arthritis, acquired immuno-
deficiency syndrome, chronic respiratory failure including tu-
berculosis and idiopathic pulmonary fibrosis, and chronic liver
failure to be included in cachexia target disease. For organiz-
ing the information, we included ‘autoimmune disease’ for
rheumatoid arthritis and ‘uncontrolled chronic infectious dis-
ease’ for acquired immunodeficiency syndrome, and we were
also exploring adjectives other than ‘uncontrolled’. We also
conducted another round to solicit ideas for adjectives other
than ‘uncontrolled’.

In the second Delphi round, all items were agreed upon,
but there were many suggestions to reframe the term
‘autoimmune diseases’ as it includes many diseases that do
not lead to cachexia. The words ‘progressive worsening’, ‘un-
controlled’, and ‘treatment resistant’ required consensus. Ad-
ditionally, there were no adjectives suggested describing
‘chronic infections’. The third round investigated which

Figure 2 Scatter plot presenting body mass index, age, and sample size in cachexia study of Asians.
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adjective would be most appropriate. In response to these
suggestions, the term was replaced with ‘collagen disease,’
and the idea was voted on again in the following round.

In the third round, a consensus was reached for ‘collagen
disease’ and ‘chronic infections’. The use of adjectives like
‘progressive worsening’ and ‘uncontrolled’ for chronic infec-
tious diseases received many votes. Subsequently, at the
meeting held after three rounds of Delphi, a final consensus
on the proposed aetiology was reached (Table 1).

Diagnosis of cachexia

Ideas for prospective items for new diagnostic criteria were
collected in four categories: subjective symptoms, objective
measurements, biomarkers, and other parameters. Items
that were scored 7–10 points by more than 70% of respon-
dents in the first Delphi round were (1) subjective symptoms:
anorexia, fatigue, exhaustion, and weakness; (2) objective
measurements: low BMI, weight loss, weight loss grading sys-
tem, BMI-adjusted weight loss, loss of skeletal muscle mass,
low fat-free mass, grip strength, low muscle strength, physi-
cal performance, and weakness; and (3) biomarkers: except
for C-reactive protein (CRP), no other biomarkers were
agreed upon. While exhaustion was also a highly rated symp-
tom, we chose to prioritize fatigue in our diagnostic criteria
given its prevalence in the early stages of cachexia, which
aligns with our goal of early detection in a clinical setting.

In the second round, AWGC evaluated the importance of
items to be included in the new diagnostic criteria and care-
fully considered them from the perspective of items that
could be easy to evaluate and apply clinically. In the third
round, we investigated the level of agreement on the pro-
posed combination of specific diagnostic items, and a web
conference was held after the three rounds of Delphi, and
we could complete the draft of a framework of the diagnostic
criteria and tried to build consensus among AWGC members.
Through the 3rd online, 4th hybrid (in-person and online),
and 5th online meetings, the diagnostic criteria finally
reached an agreement.

The essential conditions were the presence of underlying
specific diseases for cachexia and the presence of weight loss
or low BMI. In addition, any of the following items are re-
quired: the presence of anorexia as a subjective symptom,
decreased grip strength as an objective measurement, and el-
evated CRP level as a biomarker (Table 2).

Weight loss and low BMI might reflect loss of muscle mass.
AWGC discussed whether weight loss or muscle mass loss
could only explain the phenotype of cachexia in Asians. There
were discussions regarding a risk assessment method using a
contingency table formed by two factors, weight loss and
BMI with three or more categories, which is similar to the ta-
ble from Martin et al.85 A member introduced the results
from the Ishida et al. study in patients with CKD.86 Their study
reported that the hazard ratio of >1 for mortality was found
in all patients with BMI < 18.5 kg/m2, patients with BMI
18.5–22 kg/m2 with no weight change or weight loss during
3–6 months, and patients with BMI 22–25 kg/m2 who
showed weight loss (Figure 3).86 Concerning weight loss,
using the same dataset, a member of AWGC examined the
cut-off values for determining the presence or absence of
weight change and found a similar trend for conditions with
hazard ratios of >1, even assuming threshold values of 1%,
2%, and 5% (Figure 3). Similar trend between weight loss
and increased mortality risk was observed in the study involv-
ing >40 000 inpatients with heart failure in Japan.87 Consid-
ering that a 1% weight gain or loss for a typical Asian
weighing 50 kg is 500 g, which may be within the range of di-
urnal variation, AWGC proposes that a weight gain or loss of
2% or more over a 3–6 month period would be considered a
significant weight gain or loss.

Additionally, given patients with a low BMI were at high
risk of mortality, AWGC proposes that a low BMI would also
be considered as a determinant of an essential item. We con-
ducted preliminary analyses of low BMI thresholds using an
anonymized commercial claims database for more than
40 000 patients with Stage III or IV advanced cancer and more
than 10 000 patients with Grade 3 or more advanced CKD.
The smaller BMI values increased the hazard ratio for mortal-
ity. BMI of 22 kg/m2 or 20 kg/m2 were discussed as candi-
dates for a threshold for mortality risk. This diagnostic crite-

Table 1 Underlying diseases that cause cachexia

Underlying diseases/aetiology

Cancer
Chronic heart failure
COPD
Chronic kidney disease
Rheumatoid arthritis
Other collagen diseases
Chronic respiratory failure
Chronic liver failure
Progressive worsening or uncontrolled chronic infections

Abbreviation: COPD, chronic obstructive pulmonary disease.

Table 2 Diagnostic criteria for cachexia in Asian patients

(1) Presence of underlying disease
(2) Weight loss >2%/3–6 months or low BMI (<21 kg/m2)
One or more of the following:
(1) Subjective symptom: Anorexia
(2) Objective measurement: Decreased grip strengtha

(3) Biomarker: Elevated CRPb

Oedema, fluid retention, and imbalanced body water should be
adjusted or be taken into account in assessing weight loss and
low BMI.
BMI, body mass index; CRP, C-reactive protein.
a
<28 kg in men and <18 kg in women.

b
>5 mg/L (0.5 mg/dL).

Diagnosis and outcomes of cachexia in Asia 1953

Journal of Cachexia, Sarcopenia and Muscle 2023; 14: 1949–1958
DOI: 10.1002/jcsm.13323

 1353921906009, 2023, 5, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/jcsm

.13323 by C
hung-A

ng U
niversity, W

iley O
nline L

ibrary on [02/11/2023]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



rion should not be used to diagnose cachexia by BMI alone
but should be meaningful as one of the diagnostic items.
Therefore, it was agreed that BMI of 21 kg/m2 should be
the tentative cut-off value. The cut-off value for BMI would
be modified by the results of future studies on Asians.

In anorexia, we recommend assessing the patient’s subjec-
tive complaints of appetite with or without reduced food in-
take. In general, anorexia and reduced food intake are likely
to coincide. However, we are concerned that some patients
may be unaware of their anorexia and that some healthcare
professionals may evaluate anorexia solely based on reduced
food intake. AWGC considers anorexia at risk for cachexia
when it is identified or when a screening tool identifies risk.
Screening tools for anorexia include the Simplified Nutritional
Appetite Questionnaire88 or other validated tools.

Grip strength measurement is a quick and simple test that
can be performed in any outpatient or inpatient setting. It is
an objective test that reflects skeletal muscle function and in-
directly indicates skeletal muscle mass. It can be generalized
to the assessment of nutritional disorders, which demon-
strates its applicability to clinical practice in the Asian popula-
tion. While evaluation of sarcopenia or low skeletal muscle
mass is important, practical limitations might hinder its appli-
cation in clinical practice. Therefore, we propose the use of
grip strength measurement as a proxy for muscle function.
We recommend using the AWGS 2019 cut-off values for de-
creased grip strength in diagnosing cachexia in the Asian pop-
ulation, namely, <28 kg in men and <18 kg in women.23 The
AWGS 2019 criteria advocate for specific postures during
handgrip strength measurements, recommending standing
with full elbow extension when using the Smedley dynamom-
eter and sitting with 90° elbow flexion when using the Jamar
dynamometer.23 A sitting posture is preferred if individuals
are unable to stand unassisted. We adhered to the AWGS
2019 recommendation, using handgrip strength as a measure
of muscular strength and employing either the spring-type
(Smedley) or hydraulic-type (Jamar) dynamometers. The
handgrip strength measurement protocol, as suggested by

AWGS 2019,23 involves taking the maximum reading from
at least two trials using either both hands or the dominant
hand in a maximum-effort isometric contraction, rather than
using a fixed acquisition time. In developing the diagnostic
criteria, the AWGC made a deliberate choice not to include
reduced muscle mass directly due to practical constraints in
routine clinical settings across Asia, such as the availability
and cost of sophisticated body composition measurement
techniques such as dual-energy X-ray absorptiometry and
bioelectrical impedance analysis. However, we fully recognize
the relevance of sarcopenia, a condition that often co-exists
with cachexia and significantly impacts the quality of life
(QOL) and clinical outcomes for these patients. The inclusion
of decreased grip strength as one of the diagnostic criteria is
a reflection of this recognition. Decreased grip strength is a
key indicator of sarcopenia and may serve as an indirect mea-
sure of changes in body composition.

Research is also necessary for the optimization of the
cut-off for elevated CRP and other potential biomarkers such
as albumin in Asians. Studies suggest that elevated CRP levels
that are associated with prognosis in chronic disease are
likely to use cut-offs of 10 mg/L (1.0 mg/dL), 5 mg/L
(0.5 mg/dL), or 3 mg/L (0.3 mg/dL). AWGC first advocates
that a hypothetical rise of 5 mg/L (0.5 mg/dL) or more be
regarded as an abnormal value for diagnosing cachexia as de-
scribed in Evans’s classification. Moreover, we acknowledge
the comprehensive approach of the Glasgow Prognostic
Score, including both CRP and albumin, which has proven
its significance in several studies.89–92

Definition of cachexia

Consistent with the new cachexia diagnostic criteria derived
from AWGC, cachexia is defined as ‘a metabolic imbalance re-
lated to chronic diseases that are associated with weight loss,
inflammatory conditions, and/or anorexia’. While some dis-

Figure 3 Weight change-body mass index (BMI) contingency tables. Hazard ratios (HRs) for mortality were obtained from the dataset of the Ishida
et al. study. The unchanged weight is defined by ±1% change (A), ±2% change (B), and ±5% change (C). Greyed cells are considered at high risk of
mortality. N/A: not applicable.
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eases such as cancer are more likely to manifest progressive
weight loss, others may not necessarily show progressive
weight loss in Asians who tend to have a lower BMI and to
have a slower disease progression, or in conditions that pres-
ent with significant fluid retention. In addition, inflammation
may not always be identified by blood tests, and the subjec-
tive sensation of anorexia may not be present in some pa-
tients despite decreased food intake. In light of the heteroge-
neity of disease symptomatology and manifestation, the
workgroup agreed that the concept of having any condition(-
s) that is associated with cachexia would be better for
explaining this complex syndrome. A simplified definition of
cachexia would also facilitate the dissemination of cachexia
assessment to clinical practice and promote research.

Clinical outcome of cachexia

Clinical outcome measures that scored 7–10 points with over
70% responses in the first Delphi round were mortality, QOL,
activities of daily living (ADL), mobility impairment, perfor-
mance status, the feeling of well-being, the trajectory of mea-
surement, and hospitalization. Among these, mortality, QOL,
and ADL, which received exceptionally high ratings, were in-
vestigated again in the second round. In the third round,
the importance of the EQ-5D, the European Organization
for Research and Treatment of Cancer Quality of Life Ques-
tionnaire (EORTC-QLQ)-C30, EORTC-QOL-CAX24, and the
Functional Assessment of Anorexia/Cachexia Therapy, which
are frequently reported in cachexia studies and have been
validated in multiple languages, including several Asian lan-
guages, was applied in the context of specific indicators of
QOL. Regarding specific measures of ADL, the importance of
the Eastern Co-operative Oncology Group Performance Sta-
tus, Clinical Frailty Scale, Barthel Index, Katz Index, and Law-
ton IADL scale were also studied.

After three rounds of Delphi, AWGC finally concluded that
the crucial outcomes for Asian patients with cachexia were
mortality, QOL, and functional status (Table 3). Functional

status was determined by the Clinical Frailty Scale, a measure
of frailty; the Barthel Index, a measure of activity or degree of
physical function; and the Katz Index and other indicators, in-
cluding the Lawton scale, 6-min walking distance, were
regarded as important indicators. The discussion after the
Delphi rounds highlighted and emphasized the importance
of measurement feasibility that might depend on patients’
backgrounds and the circumstances of clinicians and investi-
gators. The outcomes related to QOL and functional status
can be measured using other indicators including other tools
of EORTC questionnaires, ADL tools, and physical perfor-
mance tests.

Assessments made by healthcare providers may underesti-
mate patients’ symptoms and distress.93 Patient-reported
outcomes, such as those represented by the QOL indicators,
should be considered essential and compelling outcomes, es-
pecially in severe conditions that are difficult to treat, such as
cachexia. Assessing the QOL indicators that reflect the symp-
toms and feelings of patients creates an opportunity for indi-
vidualized treatment and care, which directly addresses their
needs. In addition, improved function in life is closely related
to improved QOL; assessing ADLs and objective measures of
physical function can provide insight into life functions that
are being impaired.

Conclusions and expectations

To facilitate cachexia research and clinical practice in Asians,
the AWGC presents a new consensus report on diagnostic
criteria and important clinical outcomes for cachexia in Asia.
AWGC also established a definition of cachexia that incorpo-
rates innovations to facilitate clinical development. We hope
that future epidemiological and intervention studies in Asia
will be developed based on the proposed diagnostic criteria
and outcomes, spanning cachexia studies in the areas of
chronic co-morbidities and cancer. In clinical practice, we be-
lieve the diagnostic criteria will improve case detection of ca-
chexia, which in turn will pave the way for the implementa-
tion of a comprehensive multidisciplinary approach to
cachexia, including nutritional therapy, exercise therapy, psy-
chotherapy, and pharmacotherapy.

In summary, the consensus report on diagnostic criteria
and its ease of clinical application will increase the feasibility
of conducting future intervention studies in Asia. The AWGC
will develop consensus or guidelines for optimal cachexia
treatment/prevention and care for Asians in the future. The
AWGC criteria are expected to stimulate further cachexia re-
search in relevant clinical settings in Asia, which will provide
key information for future refinement and revisitation of
the criteria. We plan to revisit and update this consensus as
new evidence emerges, especially pertaining to epidemiolog-
ical and intervention studies in Asia.

Table 3 Clinical outcomes for cachexia in Asian patients

Mortality
Quality of life
EQ-5D
FAACT
Others (e.g., EORTC-QLQ-C30)

Functional status
Clinical Frailty Scale
Barthel Index
Others (e.g., Katz Index, Lawton IADL scale, and 6MWD)

6MWD, six-minute walking distance; EORTC-QLQ, European Orga-
nization for Research and Treatment of Cancer Quality of Life Ques-
tionnaire; FAACT, Functional Assessment of Anorexia/Cachexia
Therapy; IADL, instrumental activities of daily living.
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