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Abstract
Background  A significant increase in the older adult population in Japan will significantly increase healthcare costs. 
This study aimed to examine the risk factors contributing to robustness transitioning to frailty in older residents.

Methods  Participants were aged 70 in 2016 and 76 in 2022. Participants were evaluated using the Kihon Checklist 
(KCL).

Results  Participants for this longitudinal study included 444 older persons who completed the KCL surveys in 
2016 and 2022. The follow-up rate was 80.6%; therefore, 358 participants were included in the analysis. The median 
KCL score increased significantly from 2 to 2016 to 3 in 2022 (p < 0.001). The prevalence of robustness significantly 
decreased from 60.9 to 48.6% (p = 0.042). In a stepwise logistic regression analysis, robustness was independently 
associated with regular continuous walks for 15 min and a body mass index of above 18.5%. The following variables 
were associated with the transition to prefrailty: experiencing a fall in the past year and not going out at least once 
a week. For the transition to frailty, the variables were turned to family or friends for advice, experienced a fall in the 
past year, and felt helpless in the last two weeks. The independent factor for the transition from prefrailty to frailty was 
having a BMI of less than 18.5. In contrast, the independent factor for improving from frailty to robustness or prefrailty 
was going out at least once a week.

Conclusions  We recommend maintaining continuous walking for more than 15 min, maintaining a BMI of at least 
18.5, and going out more than once a week to improve being house-bounded and depressive mood, not only to 
prevent the transition to prefrailty or frailty but also to improve frailty.
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Background
The older adult population is proliferating in Japan. The 
percentage of people over 65 in 2020 was 28.8% and is 
expected to increase to 30% by 2025 and 37.7% by 2050 
[1]. This increase in the older adult population will sig-
nificantly increase healthcare costs [2]. In preparation 
for this aging society, the Japanese government promotes 
healthy aging to facilitate the maintenance of physi-
cal functions and prevent disability and dependence [3]. 
They have identified frailty as one of their targets.

Frailty is a common old-age syndrome and refers to 
increased vulnerability to stressors and outcomes, such 
as disability, need for care, and death [4]. Frailty also 
includes psychological and social factors [4]. The frailty 
phenotype described by Fried et al. uses data from the 
Cardiovascular Health Study and includes unintentional 
weight loss (10 lbs in the past year), self-reported exhaus-
tion, weakness (grip strength), slow walking speed, and 
low physical activity [5], which is one of the most widely 
used definitions of frailty. In Japan, the Japanese version 
of the Cardiovascular Health Study (J-CHS) criteria, 
which modifies and adapts Fried et al.’s criteria for body-
weight loss, exhaustion, grip power, walking speed, and 
physical inactivity to the Japanese population, is widely 
used [6]. In contrast, Mitnitski et al. presented a cumu-
lative deficit model of frailty that considers the physical 
component and psychosocial facets [7].

The Kihon Checklist (KCL) is a widely used self-
assessment tool that measures dependency risk among 
community-dwelling older adults (Table S1 in Additional 
File 1) [8, 9]. The KCL consists of 25 items divided into 
seven categories: activities of daily living (ADL), physical 
activity, nutritional status, oral function, house restraint, 
cognitive status, and depressive mood. Based on Fried 
et al.’s frailty criteria, the KCL shows excellent validity in 
assessing frailty [10, 11] and in predicting the incidence 
of dependence and death within 3 years [12]. Moreover, 

it takes approximately 15  min to complete the ques-
tionnaire [13]; therefore, KCL is a convenient tool for 
evaluating physical status. It may be, however, that the 
importance of each question may differ, and identifying 
the important questions influencing the maintenance of 
robustness or the transition to frailty would be beneficial, 
although higher KCL scores have been well established as 
risk factors for needing assistance and care [11].

Therefore, identifying the primary factors that con-
tribute to these conditions makes it easier for physicians 
and governments to intervene. This study aimed to ana-
lyze the risk factors for the transition to frailty among 
25 items of KCL over 6 years from 2016 to 2022. Based 
on the items of the KCL, we hypothesized that multiple 
independent factors contribute to the maintenance of 
robustness or preventing frailty.

Methods
Located in northeastern Niigata Prefecture, Agano City’s 
local government has been sending the KCL survey via 
mail annually since 2011. In the current study, data from 
these surveys were retroactively obtained from the gov-
ernment for residents of Agano City who were 70 years 
old since healthy life expectancy in Japan is 72 years for 
men and 75 years for women [14]. In 2016, Agano City 
had 591 persons aged 70 (302 women and 289 men) and 
476 persons returned the survey form. After those with 
missing information were excluded, 444 potential partici-
pants remained. Of these 444 participants, 372 persons 
returned the questionnaire. After those with missing 
information were excluded, 358 completed the project in 
2022 (Fig. 1). Therefore, the participants of this longitu-
dinal survey included 444 older persons aged 70 years as 
of 2016 (follow-up rate: 80.6%) who completed the KCL 
survey in both 2016 and 2022.

The Kihon Checklist (KCL)
KCL is a self-report questionnaire including 25 “yes” and 
“no” items: 5 of ADL, 5 of physical activity, 2 of nutri-
tional status, 3 of oral function, 2 of house boundedness, 
3 of cognitive status, and 5 of depressive mood items 
(Table S1 in Additional File 1) [9]. Each question received 
a score of 0 to 1, with the minimum score possible on 
the survey being 0 and the maximum being 25. Scores of 
0–3 were defined as robustness, 4–7 as prefrailty, and 8 
or higher as frailty [11], with higher KCL scores indicat-
ing a higher risk of needing assistance and care, as previ-
ously reported [11]. To measure frailty status, improved, 
unchanged, or worsened transitions in physical function 
were determined by changes in KCL scores from 2016 
to 2022. A decrease in total or dimensional KCL scores 
in 2022 compared to 2016 would indicate improving 
transitions, whereas an increase in score indicates wors-
ening transitions. The 6-year frailty incidence rate was Fig. 1  Flow diagram of the participant-selection process
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calculated by comparing the number of older adults who 
were robust or pre-frail in 2016 to those who were frail in 
2022.

Statistical analysis
SPSS software (version 28; IBM Corp., Armonk, NY, 
USA) was used for all statistical analyses. Continu-
ous values are expressed as mean ± standard deviation 
or median (interquartile range [IQR]). In addition, for 
each of the 25 items of the KCL in 2016, stepwise logistic 
regression was used to identify independent risk factors 
for: (1) the maintenance of robustness, using participants 
who were identified as being robust in 2016; (2) the tran-
sition from robustness to prefrailty, using participants 
who were evaluated as robust in 2016 and as prefrail in 
2022; (3) the transition from robustness to frailty, using 
participants who were identified as robust in 2016 and 
as prefrail in 2022; and (4) the improvement from frailty 
to robustness or prefrailty in 2022, using participants 
evaluated as being frail in 2016 and as either prefrail or 
robust in 2022. Factors with p < 0.20 in univariate analy-
sis were included in the multivariate logistic regression 
using a stepwise method; a value of p < 0.05 was consid-
ered statistically significant. In the residual analysis, if the 
absolute value of the adjusted residuals was greater than 
1.96, it was considered significantly different from the 
expected frequency at p < 0.05.

Ethics statement
The Institutional Review Board of Niigata University 
reviewed and approved this study (2019–0221). We con-
ducted all methods of this study according to relevant 
guidelines and regulations. The requirement for informed 
consent was waived because this was a retrospective 
study without any interventions.

Results
The participants in this study were 358 older persons, 
including 185 women (51.7%) and 173 men aged 70 years 
in 2016 and 76 years in 2022. The median value of KCL 
significantly increased from 2 (IQR, 1–4) in 2016 to 3 
(IQR, 1–6) in 2022 (p < 0.001; Table 1). The rates of pre-
frailty and frailty were significantly increased from 12.3% 
(n = 44) to 19.8% (n = 71; adjusted residual, 1.488) and 
from 26.8% (n = 96) to 31.6% (n = 113; adjusted residual, 
1.020), respectively. However, this result was not signifi-
cant. The rate of robustness was significantly decreased 

from 60.9% (n = 218) to 48.6% (n = 174; adjusted residual, 
-3.304; chi-square test, p = 0.042; Fig. 2).

Regarding the seven dimensions of the KCL: ADL, 
physical activity, nutritional status, oral function, house 
restraints, and depressed mood deteriorated (p < 0.001), 
while cognitive status remained unchanged from 2016 to 
2022 (Table 2).

The robustness of the majority of the participants 
(40.8%) remained unchanged (Table  2). Among those 
who were robust at baseline, 33.0% showed a decline 
in their frailty status, of which 23.8% were prefrail, and 
9.2% were frail (Table 2). The percentage of older adults 
evaluated as prefrail at baseline who transitioned to 
robust after 6 years was 22.9%, and the percentage that 

Table 1  Change of the KCL score and each dimensions from 2016 to 2022
Total ADL Physical activity Nutritional status Oral function House-boundedness Cognitive status Depressive mood

IQR 2016 2 (1–3) 0 (0–1) 0 (0–1) 0 (0–0) 0 (0–1) 0 (0–0) 0 (0–0) 0 (0–0)

IQR 2022 3 (1–6) 0 (0–1) 0 (0–2) 0 (0–1) 0 (0–1) 0 (0–1) 0 (0–1) 0 (0–1)

p-value < 0.001 < 0.001 < 0.001 0.094 < 0.001 < 0.001 0.001 < 0.001
ADL: activities of daily living; KCL: Kihon checklist

Table 2  The rate of robustness, prefrailty, and frailty in 2016 and 
2022

Status 6-years follow-up (2022)

Robust Prefrailty Frailty

Baseline status (2016) Robust 146
(40.8%)

52
(14.5%)

20
(5.6%)

Prefrailty 22
(6.1%)

49
(13.7%)

25
(7.0%)

Frailty 6
(1.7%)

12
(3.4%)

26
(7.2%)

Upper low: number of the participants, lower low: percentage

Fig. 2  Frailty, prefrailty, and robustness rates 2016–2022. Robustness sig-
nificantly decreased, frailty and prefrailty were unchanged
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transitioned to frail was 26.0% (Table  2). Moreover, 
approximately 40% of those who were evaluated as frail 
at baseline improved to prefrailty (27.3%) or robustness 
(13.6%; Table 2).

Stepwise logistic regression analysis showed that the 
questions that determined independent factors for main-
taining robustness were “Q8. Do you normally walk 
continuously for 15 minutes?” and “Q12. Do you have 
a BMI of at least 18.5?” The questions for transitions 
from robustness to prefrailty were “Q9. Have you fallen 
in the past year?” and “Q16. Do you go outside at least 
once per week?” For the transition from robustness to 
frailty, the questions were “Q5. Do you consult your fam-
ily or friends?” “Q9. Have you fallen in the past year?” 
and “Q24. Have you felt helpless in the past two weeks?” 
(Table 3). An independent factor for the transition from 
prefrailty to frailty was “Q12. Do you have a BMI of at 
least 18.5?” (Table  3). Finally, the independent factor 
for improvement from frailty to robust or prefrailty was 
“Q16. Do you go out at least once a week?” (Table 3).

Discussion
Frailty status evaluated with the KCL showed that among 
older residents aged 70 in 2016 and 76 in 2022, 60.9% 
and 48.6% were robust, 26.8% and 31.6% were prefrailty, 
12.3% and 19.8% were frailty in 2016 and 2022, respec-
tively. The prevalence of frailty among older Japanese 
adults ranged from 4 to 17.2% among adults over age 65 
years [12, 15, 16], including community-dwelling adults 
who were approximately 70 years of age [17], similar to 
the baseline year of this study (i.e., 2016).

Recently, KCL has been proposed as a tool for predict-
ing long-term risk of care [11], healthy life expectancy 
[18], and cognitive function [19]. Therefore, in aging 
countries like Japan, KCL surveys are valuable for iden-
tifying and assessing frailty status at a low cost since they 
are conducted by mail or other self-reporting methods. 
Furthermore, understanding the frailty process and 
predicting how the frailty status of an older person will 

change is essential for designing effective interventions to 
prevent or delay its progression.

The present study found a significant increase in total 
KCL scores from baseline to the 6-year follow-up. More-
over, the prevalence of frailty, as measured by KCL, 
increased from 12.3 to 19.8%, but the results were not 
significant. These findings are included in previous stud-
ies [16, 20, 21] that reported older age as an important 
risk factor for frailty status. However, there are few find-
ings on the especially important factors in maintaining a 
healthy status regarding KCL survey items.

In the current study, factors that were found to main-
tain robustness were continuous walking for 15  min 
and a BMI of at least 18.5. As walking ability is closely 
related to locomotion, resting state, range of motion, and 
gait stability [22, 23], it was strongly associated with the 
maintenance of robustness. In addition, those who were 
underweight at midlife had a higher risk of becoming 
frail eight years later [24]. Therefore, these factors may 
be the most important for maintaining robustness. How-
ever, studies have reported compelling data regarding 
the adverse effects of obesity and high waist circumfer-
ence on frailty [16, 25]. Therefore, below-normal weight 
and obesity should be avoided, and optimal weight may 
be appropriate for older persons to maintain robustness.

In addition, the following factors were identified as 
contributing to the transition from robust to prefrailty: 
having fallen in the past year, not going out more than 
once a week, consulting family or friends, and feeling 
helpless in the last two weeks. Falls in older adults lead to 
fractures of the vertebrae, hip joints, and even death [26]. 
Furthermore, house boundedness and depressed mood 
were also key independent factors [27, 28]. In this study, 
being unable to turn to one’s family or friends for advice 
and feelings of helplessness in the last two weeks, includ-
ing depressed mood, were found to be risk factors for 
the transition from robustness directly to frailty. Thus, 
the presence of a depressed mood may be a critical fac-
tor in preventing the transition from robustness to frailty. 
Marconcin et al. stated that frailty is not only a predictor 

Table 3  The results of logistic regression
Factor Answer Odds ratio 95% confidential 

interval
p-
value

Maintain robustness Q8. Do you normally walk continuously for 15 min? Yes 5.096 1.255–20.687 0.023

Q12. BMI is less than 18.5 No 4.185 1.481–11.824 0.007

Transition robustness to prefrail Q9. Have you experienced a fall in the past year? Yes 4.149 1.140-15.152 0.031

Q16. Do you go out at least once a week? No 3.551 1.241–9.324 0.005

Transition robustness to frail Q5. Do you turn to your family or friends for advice? No 5.049 1.250-19.227 0.010

Q9. Have you experienced a fall in the past year? Yes 2.852 1.054–7.715 0.039

Q24. In the last two weeks have you felt helpless? No 4.119 1.121–14.551 0.017

Transition prefrailty to frailty Q12. BMI is less than 18.5 Yes 1.240 1.012–1.520 0.038

Improve frail to robustness or 
prefrail

Q16. Do you go out at least once a week? Yes 4.902 1.214–18.823 0.037
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of depression in older adults but also that frail partici-
pants are more likely to have depressive symptoms [24]. 
However, frailty is reversible. It is a dynamic state that 
includes improvement and progression. Indeed, in our 
study, 40.9% of frail individuals improved their condi-
tion to prefrailty or robustness. The finding of recovery in 
physical function is relevant when conducting appropri-
ate interventions for frailty. Although some studies have 
evaluated every dimension of frailty, such as physical 
condition, house boundedness, and depressed mood, few 
reports have defined risk factors that consider items of 
KCL [22, 23, 26–28]. As a result, multiple logistic regres-
sion analysis revealed that “not going out more than 
once a week” was considered an independent risk factor 
for recovering from frailty. Therefore, going out at least 
once a week is recommended to prevent the transition 
to prefrailty and frailty and to improve housebound and 
depressed mood. Previous studies examined a specific 
factor of frailty and compared it with and without frailty 
[24–28]. The novelty of this study is that it examined all 
of the important factors using the KCL survey.

This study has several limitations. First, this study ret-
rospectively analyzed a nationally administered question-
naire survey. The method used to select participants for 
the national postal KCL survey made it possible to ana-
lyze 6 years of follow-up data only for older populations. 
However, we reduced heterogeneity by age, which is one 
of the leading limitations in examining frailty trends. Sec-
ond, we did not evaluate medical history, physical status, 
social activity, or lifestyle data. Furthermore, we did not 
evaluate frailty status by physical examination. Thus, this 
study may have included individuals who were already 
disabled or cognitively impaired at the baseline. However, 
rates of robustness, prefrailty, and frailty at baseline were 
comparable to previous reports [12, 15–17], suggesting 
that the current findings are consistent for a survey of the 
natural history among the community-dwelling popula-
tion. Third, the reason for non-response is unknown, and 
it is possible that death or some other disability prevented 
the second survey response. Future prospective, compre-
hensive studies that include older adults are needed, as 
optimal exercise regimens, and BMI should be examined.

Conclusion
It was found that 12.8% of the community-dwelling older 
adults at age 70 were frail, and at age 76, the same fig-
ure increased by 19.8%; however, this was not significant. 
Factors that maintained robustness were continuous 
walking for 15  min and a BMI of at least 18.5. Factors 
that transitioned robustness to prefrailty were experienc-
ing falls in the past year and not going out at least once a 
week. Factors that improved frailty to robustness or pre-
frailty were going out at least once weekly.

List of abbreviations
KCL	� Kihon checklist
ADL	� activities of daily living
IOR	� interquartile range
BMI	� body mass index

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12877-023-04055-1.

Supplementary Material 1

Acknowledgements
We would like to thank Editage (www.editage.com) for English language 
editing and Publication Support. We also express our gratitude to Ms. Takai for 
her assistance.

Authors’ contributions
NI collected and analyzed the data. NI, MO, TY, TF, MW, RM, and HK conceived 
and designed the study. NI wrote the manuscript. MO, TY, TF, MW, R M, and HK 
critically revised the manuscript for important intellectual content. All authors 
read and approved the final manuscript. All authors agreed to be accountable 
for all aspects of the work, ensuring that questions related to the accuracy 
or integrity of any part of the work would be appropriately investigated and 
resolved.

Funding
Not applicable.

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

Declarations

Competing interests
The authors declare no competing interests.

Ethics approval and consent to participate
The Institutional Review Board of Niigata University reviewed and approved 
this study (2019 − 0221). We conducted all methods of this study according 
to relevant guidelines and regulations. The need for informed consent was 
waived by the Institutional Review Board of Niigata University, because of the 
retrospective nature of the study.

Consent for publication
Not applicable.

Received: 2 February 2023 / Accepted: 21 May 2023

References
1.	 Cabinet Office. Annual report on the aging Society. https://www8.cao.go.jp/

kourei/english/annualreport/2021/pdf/2021.pdf. Accessed 25 December 
2022; 2021.

2.	 Arai H, Ouchi Y, Toba K, Endo T, Shimokado K, Tsubata K, Matsuo S, Mori H, 
Yumura W, Yokobe M, Rakugi H, Ohshima S. Japan as the front-runner of 
super-aged societies: perspectives from medicine and medical care in Japan. 
Geriatr Gerontol Int. 2015;15:673–87.

3.	 Muramatsu N, Akiyama H, Japan. Super-aging society preparing for the 
future. Gerontologist. 2011;51:425–32.

4.	 Walston J, Buta B, Xue QL. Frailty screening and interventions: considerations 
for clinical practice. Clin Geriatr Med. 2018;34:25–38.

http://dx.doi.org/10.1186/s12877-023-04055-1
http://dx.doi.org/10.1186/s12877-023-04055-1
http://www.editage.com
https://www8.cao.go.jp/kourei/english/annualreport/2021/pdf/2021.pdf
https://www8.cao.go.jp/kourei/english/annualreport/2021/pdf/2021.pdf


Page 6 of 6Imai et al. BMC Geriatrics          (2023) 23:336 

5.	 Fried LP, Tangen CM, Walston J, Newman AB, Hirsch C, Gottdiener J, et al. 
Frailty in older adults: evidence for a phenotype. J Gerontol A Biol Sci Med 
Sci. 2001;56:M146–56.

6.	 Makizako H, Shimada H, Doi T, Tsutsumimoto K, Suzuki T. Impact of physical 
frailty on disability in community-dwelling older adults: a prospective cohort 
study. BMJ Open. 2015;5:e008462.

7.	 Mitnitski AB, Mogilner AJ, Rockwood K. Accumulation of deficits as a proxy 
measure of aging. Sci World J. 2001;1:323–36.

8.	 Tomata Y, Hozawa A, Omori K, Nagai M, Sugawara Y, Nitta A, et al. Validation of 
the Kihon Checklist for predicting the risk of 1-year incident long-term care 
insurance certification. The Ohsaki Cohort 2006 study. Nippon Koshu Eisei 
Zasshi. 2011;58:3–13.

9.	 Arai H, Satake S. English translation of the Kihon Checklist. Geriatr Gerontol 
Int. 2015;15:518–9.

10.	 Ogawa K, Fujiwara Y, Yoshida H, Nishi M, Fukaya T, Kim M, et al. The validity of 
the “Kihon Check-list” as an index of frailty and its biomarkers and inflamma-
tory markers in elderly people. Nihon Ronen Igakkai Zasshi. 2011;48:545–52.

11.	 Satake S, Senda K, Hong YJ, Miura H, Endo H, Sakurai T, et al. Validity 
of the Kihon Checklist for assessing frailty status. Geriatr Gerontol Int. 
2016;16:709–15.

12.	 Satake S, Shimokata H, Senda K, Kondo I, Toba K. Validity of total Kihon 
Checklist score for predicting the incidence of 3-year dependency and 
mortality in a community-dwelling older population. J Am Med Dir Assoc. 
2017;18:552e1–6.

13.	 Sewo Sampaio PY, Sampaio RAC, Yamada M, Arai H. Comparison of frailty 
between users and nonusers of a daycare center using the Kihon Checklist in 
Brazil. J Clin Gerontol Geriatr. 2014;5:82–5.

14.	 Ministry of Health, Labour and Welfare, Japan. Trends in life expectancy and 
healthy life expectancy. 2018. https://www.mhlw.go.jp/stf/wp/hakusyo/
kousei/19/backdata/01-01-02-06.html. Accessed 24 Apr 2023.

15.	 Arakawa Martins B, Visvanathan R, Barrie H, Huang CH, Matsushita E, Okada 
K et al. Frailty prevalence using Frailty Index, associated factors and level of 
agreement among frailty tools in a cohort of Japanese older adults. Arch 
Gerontol Geriatr. 2019;84:103908. https://doi.10.1016/j.archger.2019.103908.

16.	 Suthutvoravut U, Tanaka T, Takahashi K, Akishita M, Iijima K. Living with family 
yet eating alone is associated with frailty in community-dwelling older adults: 
the Kashiwa study. J Frailty Aging. 2019;8:198–204.

17.	 Zhao W, Ukawa S, Sasaki S, Okada E, Kishi T, Kondo K, Tamakoshi A. Associa-
tion between Moderate Physical Activity Level and subsequent Frailty Inci-
dence among Community-Dwelling older adults: a Population-Based Cohort 
Study. J Aging Phys Act. Epub ahead of print.

18.	 Yamada M, Arai H. Predictive value of frailty scores for healthy life expec-
tancy in community-dwelling older japanese adults. J Am Med Dir Assoc. 
2015;16:1002e7–11.

19.	 Tomata Y, Sugiyama K, Kaiho Y, Sugawara Y, Hozawa A, Tsuji I. Predictive ability 
of a simple subjective memory complaints scale for incident dementia: 
evaluation of Japan’s national checklist, the “Kihon Checklist. Geriatr Gerontol 
Int. 2017;17:1300–5.

20.	 Ohashi M, Yoda T, Imai N, Fujii T, Watanabe K, Tashi H, et al. Five-year longitudi-
nal study of frailty prevalence and course assessed using the Kihon Checklist 
among community-dwelling older adults in Japan. Sci Rep. 2021;11:12399.

21.	 Kojima G, Iliffe S, Taniguchi Y, Shimada H, Rakugi H, Walters K. Prevalence 
of frailty in Japan: a systematic review and meta-analysis. J Epidemiol. 
2017;27:347–53.

22.	 Schwenk M, Mohler J, Wendel C, D’Huyvetter K, Fain M, Taylor-Piliae R, et al. 
Wearable sensor-based in-home assessment of gait, balance, and physical 
activity for discrimination of frailty status: baseline results of the Arizona frailty 
cohort study. Gerontology. 2015;61:258–67.

23.	 Jung H, Yamasaki M. Association of lower extremity range of motion and 
muscle strength with physical performance of community-dwelling 
older women. J Physiol Anthropol 2016 Dec 8;35(1):30. doi: https://doi.
org/10.1186/s40101-016-0120-8.

24.	 Ho HE, Yeh CJ, Chu WM, Lee MC. Midlife body mass index trajectory and risk 
of frailty 8 years later in Taiwan. J Nutr Health Aging. 2019;23:849–55.

25.	 Reinders I, Visser M, Schaap L. Body weight and body composition in old 
age and their relationship with frailty. Curr Opin Clin Nutr Metab Care. 
2017;20:11–5.

26.	 Fang X, Shi J, Song X, Mitnitski A, Tang Z, Wang C, et al. Frailty in relation to 
the risk of falls, fractures, and mortality in older chinese adults: results from 
the Beijing Longitudinal Study of Aging. J Nutr Health Aging. 2012;16:903–7. 
https://doi.org/10.1007/s12603-012-0368-6.

27.	 Katsura T, Abe N, Komata M, Ogura M, Ishikawa N, Hoshino A, et al. The rela-
tionship between the houseboundedness and frailty of community-dwelling 
elderly persons. J Rural Med. 2018;13:141–50.

28.	 Marconcin P, Barak S, Ferrari G, Gouveia ÉR, de Maio NM, Willig R, Varela M, 
Marques A. Prevalence of Frailty and its Association with depressive symp-
toms among european older adults from 17 countries: a 5-Year longitudinal 
study. Int J Environ Res Public Health. 2022;19:14055.

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

https://www.mhlw.go.jp/stf/wp/hakusyo/kousei/19/backdata/01-01-02-06.html
https://www.mhlw.go.jp/stf/wp/hakusyo/kousei/19/backdata/01-01-02-06.html
http://dx.doi.org/10.1186/s40101-016-0120-8
http://dx.doi.org/10.1186/s40101-016-0120-8
http://dx.doi.org/10.1007/s12603-012-0368-6

	﻿Determining factors that maintain physical function or increase frailty using the Kihon checklist among community-dwelling older adults: a six-year longitudinal study in Agano, Japan
	﻿Abstract
	﻿Background
	﻿Methods
	﻿The Kihon Checklist (KCL)
	﻿Statistical analysis
	﻿Ethics statement

	﻿Results
	﻿Discussion
	﻿Conclusion
	﻿References


