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Abstract 

Background Pre-frailty is associated with increased healthcare utilization. Over the past decade, public health inter-
ventions such as community-based exercises to target pre-frailty have been increasingly studied. However, the effects 
of community-based exercises on clinical outcome measures amongst community-dwelling older adults with pre-
frailty remain unclear. This review aims to better understand the effects of community-based exercise on physical 
function, cognition, quality of life and frailty status in community-dwelling pre-frail older adults. A secondary objective 
was to investigate the optimal exercise parameters on clinical outcomes.

Methods Searches of MEDLINE, CINAHL, Google Scholar and Web of Science databases were conducted. Articles 
were included if they were randomized controlled trials (RCTs), and excluded if the participants consist of less than 
50% pre-frail community-dwelling older adults. Meta-analyses (where possible) with either a fixed- or random- 
effect(s) model, standardized mean difference (SMD), odds ratio (OR) and tests of heterogeneity were performed. 
Multivariable meta-regression was performed to identify predictors of statistically significant outcome measures. The 
risk of bias was assessed using the modified Cochrane Risk-of-Bias tool.

Results Twenty-two RCTs with 900 participants in the experimental group and 1015 participants in the control 
group were included. When compared to minimal intervention, community-based exercises significantly improved 
lower limb strength (10 RCTs, 384 participants in the experimental group and 482 participants in the control group) 
with SMD 0.67 (95% CI 0.29 to 1.04), and lower limb function (5 RCTs, 120 participants in the experimental group 
and 219 participants in the control group) with SMD 0.27 (95% CI 0.03 to 0.51). Those who have received community-
based exercises were more likely to reverse from pre-frailty to healthy state (OR = 2.74, 95% CI 1.36 to 5.51) (6 RCTs, 
263 participants in the experimental group and 281 participants in the control group). The frequency of exercise ses-
sions was a significant predictor of the effect size for gait speed (P<0.05).

Conclusions Community-based exercise intervention is superior to minimal intervention for improving health status 
in pre-frail older adults. This has implications on the implementation of community-based exercise intervention 
by healthcare providers and policymakers.
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Introduction
Pre-frailty is prevalent amongst older adults [1], and 
it reportedly poses a socioeconomic burden such as 
healthcare costs on the society [2, 3]. It is an early and 
reversible risk-state of health before frailty which can 
lead to negative healthcare outcomes such as falls, cog-
nitive decline, hospitalization or even death [4–6]. Thus 
far, the interventions for addressing pre-fraily included 
physical activity, nutrition, and physical activity com-
bined with nutrition [7].

With the ongoing rise in life expectancy worldwide 
[8], there is increasing public health focus, at least in 
Singapore, on healthy aging through physical activ-
ity such as community-based exercises to maintain 
independence among older adults [9]. In recent years, 
community-based exercises amongst older adults 
with pre-frailty have been increasingly studied [9–11]. 
Community-based exercises also provide an oppor-
tunity to stimulate social engagement amongst older 
adults [12]. The availability of community-based exer-
cises has brought about convenience to the older adults 
due to increased accessibility [12]. To date, the average 
adherence rates of community-based exercise for older 
adults has been estimated to be approximately 70% by 
a previous study [13]. However, the evidence on the 
effectiveness of community-based exercises on clinical 
measures in pre-frailty appears mixed or unclear. For 
example, significant changes in grip strength have been 
reported in two trials [14, 15], but not in two other 
trials[16, 17]. Secondly, there are systematic reviews 
which investigated the effects of exercise intervention 
on physical measures in pre-frailty. Two of them were 
descriptive in nature [7, 18], whilst another review did 
not manage to investigate physical outcome measures 
such as strength, balance and walking speed [19].

Therefore, we aimed to review randomized controlled 
trials comparing the effects of community-based exer-
cise (intervention) with minimal intervention on physi-
cal function, cognition and quality of life (outcome) in 
community-dwelling pre-frail older adults (participants). 
A secondary objective was to investigate the influence of 
parameters such as frequency of sessions per week, and 
total number of sessions on the effect size of statistically 
significant outcome measures.

Methods
The protocol of this study was published at PROSPERO 
(http:// www. crd. york. ac. uk/ PROSP ERO/; registration num-
ber CRD42022348556). This review was also completed in 
accordance to the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA) guidelines [20].

Search strategy
We searched MEDLINE (1966-present), CINAHL 
(1966-present), Google Scholar and Web of Science, for 
literature on the effects of community-based exercise on 
physical function, cognition, frailty status and quality of 
life in community-dwelling older adults with pre-frailty 
(Supplementary Fig. 1). The last search was run on Sep 
16, 2023. The following search terms were used to search 
the databases: group exercise; physical activity; commu-
nity*; pre-frail*; randomized controlled trial. These steps 
were then repeated for the other databases. The review-
ers followed a selection process, defined prior to the 
beginning of the review, which included a checklist for 
inclusion criteria. Articles were eligible for inclusion if 
they were randomized controlled human trials, included 
community-dwelling pre-frail older adults aged 60 years 
and above, assigned the experimental group to receive 
treatment which includes at least exercise, assigned the 
comparison group to receive other forms of interven-
tion other than exercise, and lastly, used outcome meas-
ures that included physical function, cognition, quality 
of life and/or frailty status. We also included trials with 
at least 50% or more older adults with pre-frailty.  Par-
ticipants were considered pre-frail if pre-frailty has been 
mentioned explicitly by the authors and/or determined 
via the use of screening tools such as Fried’s frailty cri-
teria [21], FRAIL questionnaire [22], and Cardiovascular 
Health Study criteria [23]. Pre-frailty is herein defined 
as having met 1 or 2 criteria with reference to an estab-
lished set of indicators in the aforementioned screen-
ing tools such as unintended weight loss, self-reported 
exhaustion, poor handgrip strength, slow walking speed, 
and  low physical activity [24]. Articles were excluded if 
the participants consist of less than 50% pre-frail com-
munity-dwelling older adults,did not include outcome 
measures such as physical function, cognition, frailty 
status and quality of life as outcome measures, and/or the 
participants were hospitalised or institutionalized. Eligi-
bility assessment for included studies was determined by 
2 reviewers (H.J.L. and E.C.W.L). Disagreements between 
reviewers were resolved by consensus with another 2 
independent reviewers (W.T.P. and N.D.J.).

Data extraction and quality of trials assessment
The methodological quality of the trials was assessed 
using the 11-item PEDro scale [25]. We assessed the 
methodological quality of the studies by evaluating the 
domains of population, treatment allocation, blinding, 
prognostic comparability, and analysis. Using a standard-
ized extraction form, information on the  characteristics 
of trial participants (age and gender), details of inter-
vention (type of exercise, number of sessions per week, 

http://www.crd.york.ac.uk/PROSPERO/
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duration of session in minutes, and time span of exercise 
program in weeks), and outcome measures (pre- and 
post-intervention)  were extracted from each included 
trial. The assessment methodological quality and extrac-
tion of data were performed and verified between 2 
reviewers (H.J.L. and E.C.W.L). Differences between 
reviewers were resolved by agreement with another 2 
independent reviewers (W.T.P. and N.D.J.).

The outcome measures included herein in our review 
were hand grip strength [22, 26], functional lower limb 
strength measures such as timed 5-times sit-to-stand 
[27], 30 s chair rise test [28], and Short Physical Perfor-
mance Battery (SPPB) chair rise score [29], functional 
balance measures such as timed one-legged stance [30] 
and SPPB balance score [29], gait speed such as 4- to 
6-m walk test [31–33] and SPPB gait score [29], Timed 
Up And Go test [34], SPPB overall score [29], functional 
exercise capacity such as 2-min walk test [35] and 6-min 
walk test [36], cognitive measures such as Mini-Mental 
State Examination [37], Montreal Cognitive Assessment 
[38], Frontal Assessment Battery [39], and Repeatable 
Battery for the Assessment of Neuropsychological Sta-
tus [40], quality of life such as EuroQoL-5D [41], 36-Item 
Short Form Health Survey [42], Quality of life visual ana-
logue scale [43] and Life Satisfaction score [44], and the 
number of participants with reversal of pre-frailty status.

The risk of bias was assessed with the use of revised 
Cochrane risk-of-bias tool [45]. It evaluates risk of bias 
in 5 distinct domains, that is, the randomization pro-
cess, deviations from intended interventions, missing 
outcome data, measurement of the outcome, and selec-
tion of the reported result [45]. If the outcome measures 
were reported for more than one side and/or multiple 
time points, then the pre- and post-intervention outcome 
measures which gave the worst mean difference (MD) 
were extracted [46]. The outcome scores were approxi-
mated with the use of available median value, range, 
interquartile range, and standard error, whenever they 
were not presented in mean and/or standard deviation 
[47–49]. 

Quantitative data synthesis and analysis
Reliability analyses of inter-rater agreement were per-
formed with IBM SPSS Statistics for Windows, Version 
21.0 (IBM Corp, Armonk, NY). Inter-rater reliability 
was reported for the total quality score with Kappa sta-
tistics,[50] and was interpreted as poor (< 0.00), slight 
(0.00–0.20), fair (0.21–0.40), moderate (0.41–0.60), 
substantial (0.61–0.80), or almost perfect (0.81–1.0). 
Where appropriate and possible, the results were 
pooled with formal meta-analytical techniques using 
RevMan 5.4.1 (The Nordic Cochrane Centre, The 

Cochrane Collaboration, Copenhagen, Denmark). 
To account for differing outcome scales used among 
studies, we calculated standardized mean differences 
(SMDs) for the outcome scores, their 95% confidence 
intervals (CIs), and performed tests of heterogeneity 
(χ2). The I2 statistic was used to measure the extent of 
between-trial heterogeneity. Fixed-effect or random-
effects models were used as appropriate and were based 
on our interpretation of commonality of effect size[51]. 
For example, data were pooled using a random-effects 
model, if trials differed in ways that might have plausi-
bly impacted on the pooled outcome [51].

For continuous data, the differences in pre- and 
post-intervention pain score were calculated such that 
positive values indicated that the results favored com-
munity-based exercises, whilst negative values indi-
cated that the results favored minimal intervention. We 
used odds ratios and 95% CIs to calculate the interven-
tion effects for dichotomous data such as frailty status, 
and the number needed to treat [52]. Post-hoc sensitiv-
ity analyses were performed in the presence of apparent 
outliers.

Multivariable regression analyses were repeated to 
investigate if the commonly reported temporal param-
eters, that is, frequency, time span and duration predict 
the effect size for outcome measures which yielded sta-
tistically significant pooled result, and have at least 10 
available trials [53]. The assumptions of this regression 
model were verified by examining the normal predicted 
probability plot, scatterplot of predicted values versus 
residuals, and variance inflation factor. For all analy-
ses, significance was set at P < 0.05. To evaluate the risk 
of publication bias (due to non-publication of small tri-
als with negative results), we plotted SMD versus SE and 
visually assessed the symmetry of this ‘funnel’ plot.

Quality of evidence assessment
The Grading of Recommendations Assessment, Devel-
opment and Evaluation (GRADE) system was used to 
determine the overall quality of evidence for variables 
used in meta-analyses. GRADE considers five criteria 
(risk of bias, publication bias, imprecision, inconsistency 
and indirectness) to rate the quality of evidence as high, 
moderate, low or very low. In the GRADE approach, 
randomized controlled trials start as high-quality evi-
dence and observational studies as low-quality evidence 
supporting estimates of intervention effects. The quality 
of evidence was rated up or down by two independent 
reviewers (H.L and E.C.W.L) for certain factors and the 
lowest quality of evidence among the criteria is consid-
ered the overall quality of evidence.
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Results
Study selection
A total of 293 articles emerged from the inceptive elec-
tronic database search; of these, 34 were assessed for 
eligibility, and 22 eligible papers were included in this 
review. Fig. 1 displays the flow of papers through review. 
The basis for exclusion of articles after retrieval and 
assessment of eligibility included non-relevance to pre-
frailty [54], non-relevance to community-dwelling older 
adults [55–59], lack of outcome measures of interest [23, 
60–66], failure to meet desired representation of partici-
pants [67], lack of reporting on the proportion of pre-frail 
community-dwelling adults [68], lack of reporting on the 
pre- and/or post-intervention data [69], lack of  suitable 
comparator [70–72], and non-randomized controlled tri-
als [9, 16].

Methodological quality
There was substantial concurrence between the 2 review-
ers (κ = 0.802, P < 0.001). Individual item agreement per-
centages ranged from 72.7% to 100%. The methodological 
quality assessment using the PEDro scale yielded a mean 
score of 6.45 (range = 3–9) out of a possible 10 points 
(Table 1). Criteria commonly not met were concealment 

of allocation, blinding of treating therapists or patients, 
and intention-to-treat analysis.

Study characteristics
Twenty-two randomized controlled trials (900 partici-
pants in the experimental group and 1015 participants in 
the control group), which had data for physical measures, 
cognition, frailty status and/or quality of life were avail-
able for pooling (Fig. 2). The criteria used for determining 
pre-frailty across the trials included Fried’s frailty criteria 
[10, 11, 14, 17, 21, 43, 76–80, 84], FRAIL questionnaire 
[22, 44, 74, 83], Cardiovascular Health Study criteria [23, 
81], Frailty phenotype [26], Kaigo-Yobo Checklist [82], 
Chinese Canadian Study of Health and Aging Clinical 
Frailty Scale Telephone Version [73], and was  not men-
tioned  in one of the trials [75]. Ten trials evaluated the 
effects of multi-component exercise [10, 17, 21, 22, 26, 
44, 73, 75, 80, 84], 4 trials on multi-component exercise 
with nutrition [43, 77, 78, 83], 2 trials on multi-compo-
nent exercise with nutrition and cognitive [81, 85], 2 tri-
als on TaiChi [11, 76], 1 trial on strengthening exercises 
with nutrition [82], 1 trial on strengthening exercises 
[79], 1 trial on elastic band [14], and 1 trial on stepping 
exercises [74]. Six trials were found to have high risk 
of bias [22, 26, 43, 74, 77, 85], whilst there was some 

Fig. 1 Selection process for studies included in analysis
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Fig. 2 A Forest plot (standardised mean difference and 95% CI), and (B) (odds ratio and 95% CI) of outcome measures in randomized controlled 
trials. Pooled estimates of subgroup outcome measures are indicated by empty symbols
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concerns in 15 trials [11, 14, 17, 21, 44, 73, 75, 76, 78–84], 
and low risk of bias in 1 trial [10]. Evidence of symmetry 
was visually confirmed in the funnel plot (Fig. 3). A sym-
metrical distribution in the studies about the combined 
effect size was observed in Fig. 3.

Grip strength
Ten trials (378 participants in the experimental group 
and 482 participants in the control group) had data for 
grip strength [14, 17, 21, 22, 26, 43, 44, 78, 80, 82]. Data 
were pooled using a random-effects model; there was a 
non-significant pooled standardized mean difference 
in grip strength (0.22, 95% CI -0.07 to 0.50, P > 0.05) 
between exercise and minimal intervention, with a high 
level of heterogeneity (I2 = 74%, τ2 = 0.15, χ2 = 34.44, 
df = 9, P = 0.0001) (Fig. 2).

Lower limb strength
Ten trials (384 participants in the experimental group 
and 482 participants in the control group) had data for 
lower limb strength [10, 11, 17, 22, 26, 44, 76, 77, 80, 84]. 
Data were pooled using a random-effects model; there 
was a significant pooled standardized mean difference in 
lower limb strength (0.67, 95% CI 0.29 to 1.04, P < 0.0001) 
between exercise and minimal intervention, with a high 
level of heterogeneity (I2 = 84%, τ2 = 0.29, χ2 = 55.3, df = 9, 

P < 0.00001) (Fig. 2). Whilst there were no apparent outli-
ers, we performed post-hoc sensitivity analysis by remov-
ing 3 RCTS with high risk of bias [22, 26, 77]. The pooled 
effect size for lower limb strength (7RCTs, 265 partici-
pants in the experimental group and 264 participants 
in the control group) remained significant (0.79, 95% CI 
0.29 to 1.29, P = 0.002), with a high level of heterogeneity 
(I2 = 86%, τ2 = 0.38, χ2 = 42.07, df = 6, P < 0.00001).

Balance
Six trials (233 participants in the experimental group 
and 248 participants in the control group) had data for 
balance [17, 73, 78, 80, 82, 84]. Data were pooled using 
a random-effects model; there was a non-significant 
pooled standardized mean difference in balance (0.04, 
95% CI -0.14 to 0.22, P = 0.69) between exercise and 
minimal intervention, with a low level of heterogeneity 
(I2 = 0%, τ2 = 0.0, χ2 = 2.36, df = 5, P = 0.80) (Fig. 2).

Gait speed
Thirteen trials (484 participants in the experimental 
group and 581 participants in the control group) had 
data for gait speed [14, 17, 22, 26, 43, 44, 76, 78–82, 84]. 
Data were pooled using a random-effects model; there 
was a significant pooled standardized mean difference in 
gait speed (0.37, 95% CI 0.09 to 0.64, P = 0.009) between 

Fig. 3 Funnel plot of standardised mean difference (SMD) against standard error of SMD in outcome measures
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exercise and minimal intervention, with a high level 
of heterogeneity (I2 = 77%, τ2 = 0.19, χ2 = 52.61, df = 12, 
P < 0.001) (Fig.  2). Similarly, in the absence of apparent 
outliers, we proceeded with post-hoc sensitivity analysis 
by removing 3 RCTS with high risk of bias [22, 26, 43]. 
The pooled effect size for gait speed (10 RCTs, 389 partic-
ipants in the experimental group and 379 participants in 
the control group) was not statistically significant (0.25, 
95% CI -0.06 to 0.55, P = 0.11), with a high level of hetero-
geneity (I2 = 76%, τ2 = 0.18, χ2 = 37.5, df = 9, P < 0.001).

Timed up and go (TUG)
Seven trials (343 participants in the experimental group 
and 344 participants in the control group) had data 
for TUG [11, 17, 43, 77, 79, 80, 82]. Data were pooled 
using a random-effects model; there was a significant 
pooled standardized mean difference in TUG (0.39, 
95% CI 0.04 to 0.75, P < 0.0001) between exercise and 
minimal intervention. Due to the high level of hetero-
geneity (I2 = 80%, τ2 = 0.18, χ2 = 30.18, df = 6, P < 0.0001) 
(Fig.  2), we performed post-hoc sensitivity analyses by 
removing an outlier [11]. However, the pooled standard-
ized mean difference (6 RCTs, 313 participants in the 
experimental group and 314 participants in the control 
group) remained significant (0.21, 95% CI 0.06 to 0.37, 
P = 0.008) with a low level of heterogeneity (I2 = 0%, 
τ2 = 0.0, χ2 = 3.38, df = 5, P = 0.64). But when we repeated 
the analysis by removing 2 RCTS with high risk of bias 
[43, 77], the pooled effect size for TUG (5 RCTs, 197 
participants in the experimental group and 184 partici-
pants in the control group) was not statistically signifi-
cant (0.52, 95% CI -0.04 to 1.07, P = 0.07), with a high 
level of heterogeneity (I2 = 84%, τ2 = 0.33, χ2 = 25.64, 
df = 4, P < 0.0001).

Short physical performance battery (SPPB)
Five trials (120 participants in the experimental group 
and 219 participants in the control group) had data for 
SPPB [11, 17, 21, 22, 84]. Data were pooled using a ran-
dom-effects model; there was a significant pooled stand-
ardized mean difference in SPPB (0.27, 95% CI 0.03 to 
0.51, P = 0.03) between exercise and minimal interven-
tion, with a low level of heterogeneity (I2 = 0%, τ2 = 0.0, 
χ2 = 1.8, df = 4, P = 0.77) (Fig. 2). Similarly, we performed 
post-hoc sensitivity analysis albeit there were no appar-
ent outliers. We removed 1 RCT with high risk of bias 
[22], but the significance in pooled effect size for SPPB 
(4 RCTs, 94 participants in the experimental group and 
97 participants in the control group) persisted (0.33, 95% 
CI 0.04 to 0.62, P = 0.02) with a low level of heterogeneity 
(I2 = 0%, τ2 = 0.0, χ2 = 1.23, df = 3, P = 0.75).

Functional capacity
Three trials (159 participants in the experimental group 
and 159 participants in the control group) had data for 
functional capacity [10, 74, 80]. Data were pooled using 
a random-effects model; there was a non-significant 
pooled standardized mean difference in functional capac-
ity (0.52, 95% CI -0.02 to 1.06, P = 0.06) between exercise 
and minimal intervention, with a high level of hetero-
geneity (I2 = 80%, τ2 = 0.18, χ2 = 10.11, df = 2, P = 0.006) 
(Fig. 2).

Cognition
Five trials (225 participants in the experimental group 
and 325 participants in the control group) had data for 
cognition [11, 22, 44, 73, 85]. Data were pooled using 
a random-effects model; there was a non-significant 
pooled standardized mean difference in cognition (0.22, 
95% CI -0.07 to 0.51, P = 0.14) between exercise and min-
imal intervention, with a moderate level of heterogeneity 
(I2 = 61%, τ2 = 0.07, χ2 = 10.18, df = 4, P = 0.04) (Fig. 2).

Quality of life
Eight trials (390 participants in the experimental group 
and 406 participants in the control group) had data for 
quality of life [21, 43, 44, 73, 75, 77, 78, 82]. Data were 
pooled using a random-effects model; there was a non-
significant pooled standardized mean difference in qual-
ity of life (0.15, 95% CI -0.28 to 0.58, P = 0.50) between 
exercise and minimal intervention, with a high level 
of heterogeneity (I2 = 88%, τ2 = 0.33, χ2 = 60.67, df = 7, 
P < 0.00001) (Fig. 2).

Reversal of frailty status
Eight trials (351 participants in the experimental group 
and 363 participants in the control group) had data for 
the proportion of frailty status [10, 11, 21, 26, 43, 44, 77, 
83]. Data were pooled using a random-effects model; 
pre-frail older adults who received community-based 
exercises were more likely to reverse from pre-frailty to 
robust state (OR = 8.11, 95% CI 2.12 to 30.92, P = 0.002), 
when compared to those who received minimal inter-
vention. Due to the high level of heterogeneity (I2 = 81%, 
τ2 = 2.91, χ2 = 36.88, df = 7, P < 0.00001), we performed 
post-hoc sensitivity analysis, that is, we removed two 
outliers [10, 44]. However, the pooled odds ratio (6 
RCTs, 263 participants in the experimental group and 
281 participants in the control group) remained signifi-
cant (OR = 2.74, 95% CI 1.36 to 5.51, P = 0.005) with a 
low level of heterogeneity (I2 = 23%, τ2 = 0.18, χ2 = 6.48, 
df = 5, P = 0.26). Thereafter, we repeated the analysis by 
removing 3 RCTS with high risk of bias [26, 43, 77], the 
pooled odds ratio of pre-frailty reversal (5 RCTs, 197 
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participants in the experimental group and 195 partici-
pants in the control group) remained persistently signifi-
cant (OR = 14.01, 95% CI 1.89 to 103.58, P = 0.01), with a 
high level of heterogeneity (I2 = 84%, τ2 = 4.32, χ2 = 24.88, 
df = 4, P < 0.0001).

Parameters of community-based exercise as predictors 
of the effect size measures
The most commonly used parameters were 60-min dura-
tion [11, 17, 22, 43, 44, 73–76, 78, 79, 83], 3 sessions 
per week [10, 14, 26, 73–77, 79, 80] over a time span of 
12  weeks [10, 17, 21, 26, 44, 73–75, 78, 80–82, 84, 85]. 
Our multivariable meta-regression analyses identified 
frequency (Beta = 0.6, 95% CI 0.084 to 1.115, P = 0.028) as 
an independent predictor of the effect size for gait speed 
amongst older adults with pre-frailty (Table 2). In other 
words, increased frequency per week was associated with 
greater effect size for gait speed. The model correctly 
predicted 56.6% of the variability in the effect size for 
gait speed. The normality in the distribution of residuals 
and homoscedasticity in the scatterplot were visualised. 
Based on the variance inflation factor value, there was no 
evidence of multicollinearity.

GRADE
The strength of evidence is illustrated in Table 3 accord-
ing to the GRADE criteria with an overall certainty of 
evidence ranging from very low to moderate.

Discussion
This systematic review has synthesized the evidence 
for the role of community-based exercises in improv-
ing lower limb strength and function (SMD = 0.27–0.67, 
P < 0.05) when compared to minimal intervention in pre-
frail older adults (Supplementary Fig.  2Ai). In addition, 
community-based exercises is superior to minimal inter-
vention in reversing pre-frailty to healthy state amongst 
them. The frequency, that is, the number of community-
based exercise sessions per week, may be a predictor 
of the effect size of gait speed in pre-frail older adults. 
These findings have implications on the implementation 

of public health intervention such as community-based 
exercises targeted at pre-frailty.

We did not find a significant pooled SMD in grip 
strength between pre-frail older adults who have received 
community-based exercises and those who have received 
minimal intervention. In comparison with a recent review 
by Liu and co-workers (2022) [86], they have reported 
significant pooled MD in grip strength, that is, pooled 
MD of 1.36 from 4 studies which investigated exer-
cise only, and pooled MD of 2.71 from 2 studies which 
investigated the effects of exercise with nutrition (Fig. 2 
therein, p1431.e5) [86]. We propose that the inconsist-
ency in findings between reviews may be explained by a 
few methodologically plausible reasons, that is, the dif-
ferent types of dynamometer that have been used across 
the studies in our review [21, 26, 44], and the different 
methods of assessing grip strength with variation of the 
protocol or body position [87, 88]. Perhaps a greater con-
sistency in methodology in future studies may yield fur-
ther insight on this. Having said this, we have calculated 
the SMD value which would have accounted for the vari-
ation in spread of data due to the different testing meth-
ods and exercise protocols.

Our review has revealed significantly moderate effect 
size in lower limb strength when comparing pre-frail 
older adults who received pre-frailty intervention com-
pared to minimal intervention (SMD = 0.67). During 
our post-hoc subgroup analyses of trials which used 
timed 5-times sit-to-stand test (n = 4) [22, 26, 44, 77], 
the significance in pooled lower limb strength remained 
(SMD = 0.58, p = 0.04). This corresponds to a reduction 
by 2.25 secs (Supplementary Fig.  4Aii), which concurs 
with the minimal clinically important difference, that 
is 0.5 to 1.7 secs, as  reported by a previous study [89]. 
When we analysed trials which used 30 s chair rise stand 
test (n = 3) [10, 11, 76], the significance in pooled lower 
limb strength persisted as well (SMD = 1.35, p = 0.001), 
and this is borne out to be approximately 4 repetitions. 
On the contrary, Liu and co-workers (2022) reported a 
lack of significance in pooled mean difference [86]. This 
discordance may plausibly be due to the trials included 
during analysis. For example, we included trials which 

Table 2 Predictors of the effect size for gait speed in pre-frail older adults

B regression coefficient, SE standard error of, B Beta, Beta coefficient, t t-statistics, 95% CI 95% confidence interval for regression coefficient

Dependent variables Independent variables Unstandardized 
coefficients

95% CI for β Standardized 
coefficients

t-Value Significance

B SE Lower Upper Beta

Standardized mean difference in gait speed Frequency (times/week) 0.60 0.224 0.084 1.115 0.674 2.683 0.028

Time span (weeks) 0.039 0.036 -0.044 0.122 0.274 1.094 0.306

Duration (mins) -0.013 0.008 -0.031 0.006 -0.369 -1.577 0.154

Constant -0.64 0.988 -2.919 1.639 -0.648 0.535
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recruited mostly community-dwelling older adults with 
pre-frailty [10, 11, 76], whereas Liu and co-workers 
(2022) [86] included trials which recruited hospitalized 
pre-frail older adults [56], pre-frail older adults from resi-
dential living centres [90], pre-frail elderly women who 
visited the sport training centre [91], and community-
dwelling pre-frail elderly people [76]. Future reviews may 
include more specific inclusion criteria to enhance com-
parison between studies, and to better understand the 
target population being studied.

We have found a significantly small pooled effect size 
in gait speed (SMD = 0.37) with more precise estimate, 
and this correlates with a reduction in time taken by 
approximately 0.16  s to complete the gait speed test. 
Similarly, Liu and co-workers (2022) [86] have also 
reported a significant pooled effect size in gait speed. 
Conversely, they have reported a higher effect size 
(SMD = 1.06) with less precise estimate. This differen-
tial in effect size could be attributed to the difference 
in method of data extraction, that is, we have extracted 
change score whilst Liu and co-workers (2022) 

extracted follow-up scores [92]. Secondly, Liu and co-
workers (2022) included 4 trials with exercise-only 
intervention [14, 44, 76, 79] in their review during anal-
ysis of pooled SMD in gait speed (Supplementary Fig. 6 
therein, p1431e.13). In contrast, we included 13 trials 
with diverse exercise protocols during analysis. Inter-
estingly, our post-hoc subgroup analysis which looked 
at 6 trials with multi-component exercises yielded a 
lack of significance in pooled SMD in gait speed (Sup-
plementary Fig.  3). Overall, we believe that our esti-
mated effect size in gait speed herein is considered 
conservative in view of the larger number of studies 
included in our analysis. Future reviews may consider 
the extraction of change score, instead of follow-up 
scores to yield a more precise estimate.

Our review has unveiled significantly small effect size in 
timed up-and-go (SMD = 0.39), and this parallels with a 
reduction in timing by 0.73 secs. However, this is less than 
the minimum detectable change of 2.08 secs reported by a 
previous study on community dwelling adults aged 50 and 
above [93]. Our estimated minimal clinically important 

Table 3 Quality of the evidence (GRADE) for SMD in significant outcome measures

Quality assessment Summary of findings

No of studies 
(Design)

Risk of bias Publication 
bias

Imprecision Inconsistency Indirectness No of 
participants
(Intervention/
Control)

Pooled SMD 
(95% CI)

Quality of 
evidence

Lower limb strength

10 RCTs Detected – 
failure to con-
ceal allocation 
and failure 
to blind

Not detected No 
serious　imprecision

High I2 value, 
but similarity 
in point estimates 
after post-hoc 
sensitivity analysis

No 
serious　indirectness

384/482 0.67
(0.29, 1.04)

⊕⊕⊕〇
Moderate

Gait speed

12 RCTs Detected – 
failure to con-
ceal allocation 
and failure 
to blind

Not detected Confidence interval 
crosses decision 
threshold

Inconsistent 
results due 
to high I2 value

No 
serious　indirectness

451/548 0.27
(0.03, 0.52)

⊕〇〇〇
Very Low

Timed-up-and-go

7 RCTs Detected – 
failure to con-
ceal allocation 
and failure 
to blind

Not detected Confidence interval 
crosses decision 
threshold

Inconsistent 
results due to lack 
of overlapping 
of confidence 
intervals, 
and high I2 value

No 
serious　indirectness

343/344 0.39
(0.04, 0.75)

⊕〇〇〇
Very Low

Short Physical Performance Battery

5 RCTs Detected – 
failure to con-
ceal allocation 
and failure 
to blind

Not detected Confidence interval 
crosses decision 
threshold

No serious incon-
sistency

No 
serious　indirectness

120/219 0.27
(0.03, 0.51)

⊕⊕〇〇
Low

Pre-frailty reversal ratio 

8 RCTs Detected – 
failure to con-
ceal allocation 
and failure 
to blind

Not detected No 
serious　imprecision

Inconsistent 
results due 
to high I2 value

No 
serious　indirectness

351/363 8.11
(2.12, 30.92)

⊕⊕〇〇
Low
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difference for timed up-and-go worked out to be 0.41 secs 
[94]. We are unaware of any available minimal clinically 
important difference values for timed up-and-go in frail 
or pre-frail older adults within the literature for compari-
son. In contrast to our finding, Liu and co-workers (2022) 
have reported a lack of significance in pooled effect size 
in timed up-and-go. The lack of significance remained 
based on their subgroup analyses of trials which investi-
gated the effect of exercise only, and trials which investi-
gated the effect of exercise with nutrition (Supplementary 
Fig. 9 therein, p1431.e16). We were unable to replicate the 
aforementioned subgroup analyses on a post-hoc basis due 
to the diverse exercise protocols. For similar reason, we 
believe that the discrepancy in our findings may be attrib-
uted to the difference in trials included during analaysis.

We have found a significantly pooled effect size in SPPB, 
and this concurs with the finding by Liu and co-workers 
(2022) [86]. Our pooled effect size in SPPB yielded a SMD 
of 0.27, and this is borne out to be 0.45 point, which is con-
sidered clinically significant [95]. In addition, we estimated 
that the minimal clinically important difference in SPPB is 
0.83 point [94]. In contrast, Liu and co-workers (2022) have 
reported a much larger overall pooled mean difference in 
SPPB of 0.81 point; pooled mean difference of 1.02 points 
from 4 studies which investigated exercise only, and pooled 
mean difference of 1.2 points from 1 study which investi-
gated exercise with nutrition (Fig. 1 therein, p1431.e4). For 
similar reason, it is plausible that the difference in magni-
tude of effect size may be due to the difference in method of 
data extraction. SPPB, which is a composite measure of bal-
ance, gait speed and lower limb strength, has been reported 
to be a protective frailty factor and can be monitored in 
pre-frail older adults [96]. These corroborate the use of 
SPPB as a tool, at least in part, in evaluating the effective-
ness of community pre-frailty intervention.

By inference of a recent study which has reported a lack 
of significant change in balance among retirees who were 
aged 60 years and above after participation in a 3-month 
community-based physical activity with fall prevention 
program [97], it is conceivable that detecting a signifi-
cant change in balance with community-based exercises 
among pre-frail older adults may be just as challenging as 
in our review. Having said these, it is noteworthy that stud-
ies which used SPPB balance score [17, 84] had consist-
ently larger effect size estimates than studies which used 
one-legged stance test [73, 78, 80, 82]. This suggests that 
SPPB balance score which assesses the ability to assume 
normal, semi-tandem and tandem stance for 10 s, may be 
more sensitive in detecting changes when compared to the 
timed one-legged stance test. Interestingly, some of the 
included trials in this analysis did not include balance exer-
cises in their pre-frailty program [80, 82]. This may high-
light the importance of incorporating balance exercises 

in the community pre-frailty intervention. Future studies 
may consider the use of SPPB balance score, instead of the 
single leg stance test in evaluating balance performance.

Notwithstanding the inclusion of aerobic exercises in 
the pre-frailty intervention across the included trials [10, 
74, 80], there is a lack of significance in the pooled effect 
size for functional exercise capacity. To our knowledge, 
we are unaware of reviews which have investigated the 
effect of community-based exercise on functional exer-
cise capacity in pre-frail older adults. We believe that we 
could have yielded a different result if there were more 
trials which had incorporated multi-component exer-
cises in their protocol included in our analysis, that is, 
elements of resistance, aerobic, balance and flexibility 
training, to augment the effect on improving functional 
exercise capacity [98]. Our finding may also be explained 
by other reasons, that is, the pre-frail older adult par-
ticipants were likely to be working at the limit of their 
physical capacity to carry out activities of daily living 
[99]. Lastly, when interpreting the result from a previous 
study [100], the training effect of cycling exercise [80] or 
stepping exercise [10, 74] may be inadequate to improve 
functional exercise capacity in pre-frail older adults. 
Future studies may consider multi-component exercise 
and the inclusion of outdoor or treadmill walking as part 
of the exercise protocol. Nonetheless, our result should 
be interpreted with caution given the relatively low num-
ber of included trials and reduced statistical power to 
detect difference in pooled functional exercise capacity. 
Hence, this merit further investigation.

We have found a lack of significance in pooled cogni-
tive performance, and this finding did not agree with a 
previous review by Racey and co-workers (2021) [19]. 
This discrepancy in conclusion may be ascribed to the 
difference in method of including trials in the meta-anal-
ysis. For example, some of the trials were included more 
than once in their meta-analysis (Fig.  3B therein, pE740) 
which may have overstated the precision of their results 
[19]. Another plausible reason could be attributed to the 
diverse clinical outcomes used to measure different cog-
nition domains across our included trials [11, 22, 44, 73, 
85]. Interestingly, the removal of trials which used the 
Mini-Mental State Examination during post-hoc subgroup 
analysis uncovered a significant effect (SMD = 0.39, 0.06 to 
0.72, P = 0.02) (Supplementary Fig. 5). Based on the neu-
roanatomical correlates of the cognitive measures, that is, 
Frontal Assessment Battery [101], Repeatable Battery for 
the Assessment of Neuropsychological Status [102] and 
Montreal of Cognitive Assessment [103], it is appealing to 
consider that exercise may exert its effect, at least in part, 
through pathways involving the pre-frontal, medial tempo-
ral and/or subcortical area respectively. Further studies are 
warranted to support this assertion.
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Despite the positive association reported between 
physical activity and quality of life [104], the enhance-
ment in quality of life by pre-frailty intervention was not 
observed in our review. Furthermore, our finding did not 
concur with previous reviews [19, 86]. This may be attrib-
uted to the different methodologies used such as method 
of data extraction [86] and inclusion of trials during 
meta-analysis [19]. It is also conceivable that the lack of 
significance in pooled quality of life amongst commu-
nity-dwelling pre-frail older adults herein may reflect the 
multidimensional construct of quality of life, which may 
be influenced by a plethora of factors such as financial 
resources, health and meaning in life [105]. This merits 
further investigation.

Albeit the scarcity of information on pooled pre-frailty 
reversal odds ratio, our review has revealed that the pooled 
odds of reversal from pre-frailty to robust state is about 3 
times amongst the older adults who received community-
based exercises, when compared to those who received 
minimal intervention. This finding concurs with other tri-
als [26, 106], which has demonstrated similar result. Based 
on a proposed method to derive the number needed to 
treat [52], we estimated that 20 pre-frail older adults would 
be required to participate in community-based exercises 
in order for one additional pre-frail older adult to achieve 
healthy robust state. In comparison to findings from one 
of the included trials [10], we believe that our estimated 
number needed to treat is considered conservative based 
on the diverse pre-frailty intervention across our included 
trials. Nevertheless, our findings have implications on 
public health policy, that is, it underscores the benefit of 
public health intervention such as pre-frailty intervention 
in altering frailty trajectory at the population level [22]. But 
this would call for recommended actions by both health-
care providers and policy makers. For example, healthcare 
providers could consider implementing more community-
based exercise programs [107], whilst policymakers could 
consider integrating such programs into mainstream care 
for the pre-frail aging population [22].

By inference of previous studies [10, 22, 54], it is tempt-
ing to speculate that exercise intervention modifies the 
risk factors of frailty such as reduced walking speed by 
altering the body composition and immune profile. For 
example, the reversal of pre-frailty was reportedly associ-
ated with reduced body fat mass, increased fat-free mass 
and improved fitness [10]. Similarly, Tan and co-workers 
(2023) have also reported an improved appendicular skel-
etal muscle index after 3–6  months of exercise with or 
without cognitive stimulation therapy amongst pre-frail 
older adults [22]. Other proposed mechanisms include 
the reduction in inflammatory biomarkers such as inter-
leukin-6 and C-reactive protein after a 6-month exer-
cise training amongst older adults [54]. From a social 

psychological perspective, the benefits of regular partici-
pation in community-based exercise events may be attrib-
uted to the participants’ positive and rewarding social 
behaviours and experiences such as subjective enjoyment 
and energy level [108]. These may be mediated by a reduc-
tion in feelings of fatigue and cortisol level [109]. Nonethe-
less, these mechanisms merit further studies for validation.

Our review of the literature revealed variability in the 
temporal parameters of community-based exercise, and 
that it is uncertain how community-based pre-frailty inter-
vention can be rolled out to optimize clinical benefits at the 
population level. Thus far, a previous study has identified 
weekly frequency as one of the predictors of SPPB in pre-
frail and frail older adults (Table 5 therein, p11) [110]. Simi-
larly, we have identified herein that the frequency (number 
of sessions per week) as a significant predictor of the effect 
size for gait speed. However, this predictor was not signifi-
cant when univariable regression analysis was performed 
(P > 0.05). We believe that further studies in this area would 
elucidate further insights on the predictive potential of pre-
frailty intervention parameters on the clinical outcome.

Limitations
One of the challenges encountered during this review 
included the variability in the pre-frailty intervention 
across the included trials. However, this was overcome 
with the use of random-effects models a priori. Sec-
ondly, different outcome measures were used across 
the included trials to measure the same construct. 
Conversely, we expressed our pooled results in units 
of standard deviation, that is, standardized mean dif-
ference to circumvent this issue. Thirdly, we included 
trials with a mix of pre-frail and frail older adults. 
Nevertheless, we ran post-hoc sensitivity analyses by 
excluding trials which included frail older adults, and 
the results were consistent in most of the outcome 
measures. Lastly, there were high risk of bias in 6 out 
of 22 included RCTs. Our post-hoc sensitivity analy-
ses revealed persistently statistically significant pooled 
results for lower limb strength, but not for gait speed 
and TUG after removing RCTs with high risk of bias, 
hence our data should be interpreted with caution.

Conclusion
In conclusion, this review highlights that community-
based exercises is superior to minimal intervention for 
improving physical function and health in older adults 
with pre-frailty. The frequency of exercise sessions 
per week may influence the effect size for gait speed 
amongst pre-frail older adults. Further research works 
are warranted to investigate responsive outcome meas-
ures and optimal parameters of community-based exer-
cises for the community-dwelling pre-frail older adults.
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What is already known

▪ Pre-frailty poses a large socioeconomic burden 
and it affects the older adults.
▪ There is conflicting evidence on the effectiveness 
of community-based exercises in improving clinical 
outcomes amongst older adults with pre-frailty.

What are the new findings

▪ Community-based exercise is superior to minimal 
intervention in improving physical function such as 
lower limb strength and gait speed in older adults 
with pre-frailty.
▪ The odds of reversing pre-frailty to robust state is 
about 3 times amongst those who received commu-
nity-based exercises, when compared to minimal 
intervention. Out of 20 pre-frail older adults who 
participate in community-based exercises, one is 
expected to achieve healthy robust state who would 
not otherwise have done so.
▪ The frequency of exercise sessions per week may 
influence the effect size for gait speed in older 
adults with pre-frailty.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12877- 024- 05150-7.

Supplementary Material 1.

Supplementary Material 2.

Supplementary Material 3.

Supplementary Material 4.

Supplementary Material 5.

Supplementary Material 6.

Supplementary Material 7.

Supplementary Material 8.

Acknowledgements
ECLW would like to express his gratitude to the staff of Heathy Ageing 
Programmes, Health Promotion Board, Singapore (Ms. Huang Huiqiong, Ms. 
Ellianna Lee Lee Shu Hui, and Ms. Rachel Ngo) for the inspiration given during 
his internship, and the senior management of Active Global Respite Care Pte 
Ltd, Singapore (Mr. Teo Koon Cho and Ms. Yorelle Kalika) for their tremendous 
support provided during his postgraduate studies.

Authors’ contributions
ECLW contributed to the study conception and design, analysis and inter-
pretation of results, and manuscript preparation. HJL contributed to study 
conception and design, data extraction, and manuscript preparation. NDBJ 
contributed to study conception and design, data extraction, and manuscript 
preparation. WTP contributed to study conception and design, analysis and 
interpretation of results and manuscript preparation. All authors have read 
and approved the final manuscript.

Funding
HJL’s scholarship (The Ngee Ann Kongsi Post-Graduate Scholarship in Social 
Sciences) was funded by The Ngee Ann Kongsi, Singapore.
ECLW’s scholarships (Active Global Study Award and Skillsfuture Study Award 
for Healthcare Sector) was funded by Active Global Respite Care Pte Ltd, 
Singapore and the Ministry of Health, Singapore respectively.

Availability of data and materials
The datasets generated and/or analysed during the current study are available 
in Table 1 and Supplementary Figs. 2–6 herein. Further data are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1 New Hope Community Services, Yishun, Singapore. 2 SingHealth Polyclinic, 
Punggol, Singapore. 3 HCA Hospice Limited, Serangoon, Singapore. 4 Health 
and Social Sciences Cluster, Singapore Institute of Technology, Dover, Singa-
pore. 5 Active Global Home and Community Care, 51 Goldhill Plaza, #12-11, 
Novena 308900, Singapore. 

Received: 8 October 2023   Accepted: 14 June 2024

References
 1. Piotrowicz K, Kujawska-Danecka H, Jagiello K, Hajduk A, Skalska A, Mos-

sakowska M, et al. The national burden of frailty and disproportionate 
distribution of its components-the predominance of slow gait speed: 
a 2018–19 face-to-face epidemiologic assessment representative of 
population of older poles. Aging Clin Exp Res. 2023;35(3):571–9.

 2. Garcia-Nogueras I, Aranda-Reneo I, Pena-Longobardo LM, Oliva-Moreno 
J, Abizanda P. Use of health resources and healthcare costs associated 
with frailty: The FRADEA study. J Nutr Health Aging. 2017;21(2):207–14.

 3. Chi J, Chen F, Zhang J, Niu X, Tao H, Ruan H, et al. Impacts of frailty on 
health care costs among community-dwelling older adults: a meta-
analysis of cohort studies. Arch Gerontol Geriatr. 2021;94:104344.

 4. Sezgin D, Liew A, O’Donovan MR, O’Caoimh R. Pre-frailty as a multi-
dimensional construct: a systematic review of definitions in the scien-
tific literature. Geriatr Nurs. 2020;41(2):139–46.

 5. Sacha J, Sacha M, Sobon J, Borysiuk Z, Feusette P. Is it time to begin a 
public campaign concerning frailty and pre-frailty. Rev Article Front 
Physiol. 2017;8:484.

 6. Gordon SJ, Baker N, Kidd M, Maeder A, Grimmer KA. Pre-frailty factors 
in community-dwelling 40–75 year olds: opportunities for successful 
ageing. BMC Geriatr. 2020;20(1):96.

 7. Kidd T, Mold F, Jones C, Ream E, Grosvenor W, Sund-Levander M, et al. 
What are the most effective interventions to improve physical perfor-
mance in pre-frail and frail adults? A systematic review of randomised 
control trials. BMC Geriatr. 2019;19(1):184.

 8. Richter F. Charted: How life expectancy is changing around the world. 
World Economic Forum. 2023 [Available from: https:// www. wefor 
um. org/ agenda/ 2023/ 02/ chart ed- how- life- expec tancy- is- chang ing- 
around- the- world/#: ~: text= Accor ding% 20to% 20the% 20Uni ted% 20Nat 
ions,rise% 20to% 2077.3% 20by% 202050.

 9. Merchant RA, Chan YH, Hui RJY, Lim JY, Kwek SC, Seetharaman SK, et al. 
Possible sarcopenia and impact of dual-task exercise on gait speed, 
handgrip strength, falls, and perceived health. Front Med. 2021;8:10.

 10. Dun YS, Hu P, Ripley-Gonzalez JW, Zhou NJ, Li H, Zhang WL, et al. Effec-
tiveness of a multicomponent exercise program to reverse pre-frailty 

https://doi.org/10.1186/s12877-024-05150-7
https://doi.org/10.1186/s12877-024-05150-7
https://www.weforum.org/agenda/2023/02/charted-how-life-expectancy-is-changing-around-the-world/#:~:text=According%20to%20the%20United%20Nations,rise%20to%2077.3%20by%202050
https://www.weforum.org/agenda/2023/02/charted-how-life-expectancy-is-changing-around-the-world/#:~:text=According%20to%20the%20United%20Nations,rise%20to%2077.3%20by%202050
https://www.weforum.org/agenda/2023/02/charted-how-life-expectancy-is-changing-around-the-world/#:~:text=According%20to%20the%20United%20Nations,rise%20to%2077.3%20by%202050
https://www.weforum.org/agenda/2023/02/charted-how-life-expectancy-is-changing-around-the-world/#:~:text=According%20to%20the%20United%20Nations,rise%20to%2077.3%20by%202050


Page 29 of 31Lim et al. BMC Geriatrics          (2024) 24:589  

in community-dwelling Chinese older adults: a randomised controlled 
trial. Age Ageing. 2022;51(3):11.

 11. Jiayuan Z, Xiang-Zi J, Li-Na M, Jin-Wei Y, Xue Y. Effects of mindfulness-
based Tai Chi Chuan on physical performance and cognitive function 
among cognitive frailty older adults: a six-month follow-up of a rand-
omized controlled trial. J Prev Alzheimers Dis. 2022;9(1):104–12.

 12. Fien S, Linton C, Mitchell JS, Wadsworth DP, Szabo H, Askew CD, et al. 
Characteristics of community-based exercise programs for community-
dwelling older adults in rural/regional areas: a scoping review. Aging 
Clin Exp Res. 2022;34(7):1511–28.

 13. Farrance C, Tsofliou F, Clark C. Adherence to community based group 
exercise interventions for older people: a mixed-methods systematic 
review. Prev Med. 2016;87:155–66.

 14. Chen R, Wu Q, Wang D, Li Z, Liu H, Liu G, et al. Effects of elastic band 
exercise on the frailty states in pre-frail elderly people. Physiother 
Theory Pract. 2020;36(9):1000–8.

 15. Liu JY, Lai CK, Siu PM, Kwong E, Tse MM. An individualized exercise 
programme with and without behavioural change enhancement 
strategies for managing fatigue among frail older people: a quasi-
experimental pilot study. Clin Rehabil. 2017;31(4):521–31.

 16. Tieland M, Verdijk LB, de Groot LC, van Loon LJ. Handgrip strength does 
not represent an appropriate measure to evaluate changes in muscle 
strength during an exercise intervention program in frail older people. 
Int J Sport Nutr Exerc Metab. 2015;25(1):27–36.

 17. Tou NX, Wee SL, Seah WT, Ng DHM, Pang BWJ, Lau LK, et al. Effective-
ness of community-delivered functional power training program for 
frail and pre-frail community-dwelling older adults: a randomized 
controlled study. Prev Sci. 2021;22(8):1048–59.

 18. Jadczak AD, Visvanathan R, Barnard R, Luscombe-Marsh N. A rand-
omized controlled pilot exercise and protein effectiveness supplemen-
tation study (EXPRESS) on reducing frailty risk in community-dwelling 
older people. J Nutr Gerontol Geriatr. 2021;40(1):26–45.

 19. Racey M, Ali MU, Sherifali D, Fitzpatrick-Lewis D, Lewis R, Jovkovic M, 
et al. Effectiveness of physical activity interventions in older adults with 
frailty or prefrailty: a systematic review and meta-analysis. CMAJ Open. 
2021;9(3):E728–43.

 20. Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, 
et al. The PRISMA 2020 statement: an updated guideline for reporting 
systematic reviews. BMJ. 2021;372:n71.

 21. Barrachina-Igual J, Martinez-Arnau FM, Perez-Ros P, Flor-Rufino C, 
Sanz-Requena R, Pablos A. Effectiveness of the PROMUFRA program in 
pre-frail, community-dwelling older people: a randomized controlled 
trial. Geriatr Nurs. 2021;42(2):582–91.

 22. Tan LF, Chan YH, Seetharaman S, Denishkrshna A, Au L, Kwek SC, et al. 
Impact of exercise and cognitive stimulation therapy on physical func-
tion, cognition and muscle mass in pre-frail older adults in the primary 
care setting: a cluster randomized controlled trial. J Nutr Health Aging. 
2023;27(6):438–47.

 23. Ng TP, Nyunt MSZ, Feng L, Feng L, Niti M, Tan BY, et al. Multi-domains 
lifestyle interventions reduces depressive symptoms among frail and 
pre-frail older persons: randomized controlled trial. J Nutr Health Aging. 
2017;21(8):918–26.

 24. 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(3):M146–56.

 25. de Morton NA. The PEDro scale is a valid measure of the methodologi-
cal quality of clinical trials: a demographic study. Aust J Physiother. 
2009;55(2):129–33.

 26. Bray NW, Jones GJ, Rush KL, Jones CA, Jakobi JM. Multi-component 
exercise with high-intensity, free-weight, functional resistance training 
in pre-frail females: a quasi-experimental, pilot study. J Frality Aging. 
2020;9(2):111–7.

 27. Goldberg A, Chavis M, Watkins J, Wilson T. The five-times-sit-to-stand 
test: validity, reliability and detectable change in older females. Aging 
Clin Exp Res. 2012;24(4):339–44.

 28. Jones CJ, Rikli RE, Beam WC. A 30-s chair-stand test as a measure of 
lower body strength in community-residing older adults. Res Q Exerc 
Sport. 1999;70(2):113–9.

 29. Guralnik JM, Ferrucci L, Pieper CF, Leveille SG, Markides KS, Ostir GV, 
et al. Lower extremity function and subsequent disability: consist-
ency across studies, predictive models, and value of gait speed alone 

compared with the short physical performance battery. J Gerontol A 
Biol Sci Med Sci. 2000;55(4):M221–31.

 30. Springer BA, Marin R, Cyhan T, Roberts H, Gill NW. Normative values for 
the unipedal stance test with eyes open and closed. J Geriatr Phys Ther. 
2007;30(1):8–15.

 31. Lam HS, Lau FW, Chan GK, Sykes K. The validity and reliability of a 
6-metre timed walk for the functional assessment of patients with 
stroke. Physiother Theory Pract. 2010;26(4):251–5.

 32. Wilson CM, Kostsuca SR, Boura JA. Utilization of a 5-meter walk test 
in evaluating self-selected gait speed during preoperative screening 
of patients scheduled for cardiac surgery. Cardiopulm Phys Ther J. 
2013;24(3):36–43.

 33. Bohannon RW, Wang YC. Four-meter gait speed: Normative values and 
reliability determined for adults participating in the NIH toolbox study. 
Arch Phys Med Rehabil. 2019;100(3):509–13.

 34. Podsiadlo D, Richardson S. The timed “Up & Go”: a test of basic 
functional mobility for frail elderly persons. J Am Geriatr Soc. 
1991;39(2):142–8.

 35. Bohannon RW, Wang YC, Gershon RC. Two-minute walk test per-
formance by adults 18 to 85 years: normative values, reliability, and 
responsiveness. Arch Phys Med Rehabil. 2015;96(3):472–7.

 36. Laboratories ATSCoPSfCPF. ATS statement: guidelines for the six-minute 
walk test. Am J Respir Crit Care Med. 2002;166(1):111–7.

 37. Folstein MF, Folstein SE, McHugh PR. “Mini-mental state”. A practical 
method for grading the cognitive state of patients for the clinician. J 
Psychiatr Res. 1975;12(3):189–98.

 38. Nasreddine ZS, Phillips NA, Bedirian V, Charbonneau S, Whitehead 
V, Collin I, et al. The Montreal Cognitive Assessment, MoCA: a brief 
screening tool for mild cognitive impairment. J Am Geriatr Soc. 
2005;53(4):695–9.

 39. Mok VC, Wong A, Yim P, Fu M, Lam WW, Hui AC, et al. The validity and 
reliability of chinese frontal assessment battery in evaluating executive 
dysfunction among Chinese patients with small subcortical infarct. 
Alzheimer Dis Assoc Disord. 2004;18(2):68–74.

 40. Randolph C, Tierney MC, Mohr E, Chase TN. The Repeatable Battery for 
the Assessment of Neuropsychological Status (RBANS): preliminary 
clinical validity. J Clin Exp Neuropsychol. 1998;20(3):310–9.

 41. Herdman M, Badia X, Berra S. EuroQol-5D: a simple alternative for 
measuring health-related quality of life in primary care. Aten Primaria. 
2001;28(6):425–30.

 42. Ware JE Jr, Sherbourne CD. The MOS 36-item short-form health 
survey (SF-36). I. Conceptual framework and item selection. Med Care. 
1992;30(6):473–83.

 43. Serra-Prat M, Sist X, Domenich R, Jurado L, Saiz A, Roces A, et al. 
Effectiveness of an intervention to prevent frailty in pre-frail commu-
nity-dwelling older people consulting in primary care: a randomised 
controlled trial. Age Ageing. 2017;46(3):401–7.

 44. Yu R, Tong C, Ho F, Woo J. Effects of a multicomponent frailty preven-
tion program in prefrail community-dwelling older persons: a rand-
omized controlled trial. J Am Med Dir Assoc. 2020;21(2):294 e1- e10.

 45. Sterne JAC, Savovic J, Page MJ, Elbers RG, Blencowe NS, Boutron I, et al. 
RoB 2: a revised tool for assessing risk of bias in randomised trials. BMJ. 
2019;366:l4898.

 46. Lim EC, Tay MG. Kinesio taping in musculoskeletal pain and disability 
that lasts for more than 4 weeks: is it time to peel off the tape and 
throw it out with the sweat? A systematic review with meta-analysis 
focused on pain and also methods of tape application. Br J Sports Med. 
2015;49(24):1558–66.

 47. Hozo SP, Djulbegovic B, Hozo I. Estimating the mean and variance from 
the median, range, and the size of a sample. BMC Med Res Methodol. 
2005;5:13.

 48. Wan X, Wang W, Liu J, Tong T. Estimating the sample mean and stand-
ard deviation from the sample size, median, range and/or interquartile 
range. BMC Med Res Methodol. 2014;14:135.

 49. Altman DG, Bland JM. Standard deviations and standard errors. BMJ. 
2005;331(7521):903.

 50. Landis JR, Koch GG. The measurement of observer agreement for 
categorical data. Biometrics. 1977;33(1):159–74.

 51. Borenstein M, Hedges LV, Higgins JP, Rothstein HR. A basic introduction 
to fixed-effect and random-effects models for meta-analysis. Res Synth 
Methods. 2010;1(2):97–111.



Page 30 of 31Lim et al. BMC Geriatrics          (2024) 24:589 

 52. Doi SA, Furuya-Kanamori L, Xu C, Lin L, Chivese T, Thalib L. Controversy 
and debate: questionable utility of the relative risk in clinical research: 
paper 1: a call for change to practice. J Clin Epidemiol. 2022;142:271–9.

 53. Higgins JPT, Thomas J, Chandler J, Cumpston M, Li T, Page MJ, et al. 
Cochrane handbook for systematic reviews of interventions. 2nd ed. 
Chichester, UK: Wiley; 2019.

 54. Sadjapong U, Yodkeeree S, Sungkarat S, Siviroj P. Multicomponent 
Exercise Program Reduces Frailty and Inflammatory Biomarkers 
and Improves Physical Performance in Community-Dwelling Older 
Adults: A Randomized Controlled Trial. Int J Environ Res Public Health. 
2020;17(11):3760. https:// doi. org/ 10. 3390/ ijerp h1711 3760.

 55. Faber MJ, Bosscher RJ, Chin APMJ, van Wieringen PC. Effects of exercise 
programs on falls and mobility in frail and pre-frail older adults: a 
multicenter randomized controlled trial. Arch Phys Med Rehabil. 
2006;87(7):885–96.

 56. Lai X, Bo L, Zhu H, Chen B, Wu Z, Du H, et al. Effects of lower limb resist-
ance exercise on muscle strength, physical fitness, and metabolism in 
pre-frail elderly patients: a randomized controlled trial. BMC Geriatr. 
2021;21(1):447.

 57. Chen X, Ma C, Liu Y, Zhou Z, Zhang H, Wei D, et al. The effectiveness 
of Otago Exercise Program on the physical frailty, cognitive function 
and ADL of elderly with cognitive frailty living in Nursing Homes: a 
randomized control trial. Research Square. 2022:1–17. https:// doi. org/ 
10. 21203/ rs.3. rs- 15570 94/ v1.

 58. Mills KM, Sadler S, Peterson K, Pang L. J Phys Act Health. 
2018;15(6):397–402.

 59. Jothimalar M. Effectiveness of tailored exercise program on levels of 
physical performance, mobility and falls efficacy among elderly in a 
old age home, Poovanthi. [Masters thesis]: Chennai: The Tamil Nadu 
DR.M.G.R. Medical University; 2018.

 60. Salem BE, Ma-Pham J, Chen S, Brecht ML, Antonio AL, Ames M. Impact 
of a community-based frailty intervention among middle-aged and 
older prefrail and frail homeless women: a pilot randomized controlled 
trial. Community Ment Health J. 2017;53(6):688–94.

 61. Otones P, Garcia E, Sanz T, Pedraz A. A physical activity program versus 
usual care in the management of quality of life for pre-frail older 
adults with chronic pain: randomized controlled trial. BMC Geriatr. 
2020;20(1):396.

 62. Li CM, Chen CY, Li CY, Wang WD, Wu SC. The effectiveness of a com-
prehensive geriatric assessment intervention program for frailty in 
community-dwelling older people: a randomized, controlled trial. Arch 
Gerontol Geriatr. 2010;50(Suppl 1):S39-42.

 63. Xie B, Ma C. Effect of social participation on the development of physical 
frailty: do type, frequency and diversity matter. Maturitas. 2021;151:48–54.

 64. Ozic S, Vasiljev V, Ivkovic V, Bilajac L, Rukavina T. Interventions aimed at 
loneliness and fall prevention reduce frailty in elderly urban population. 
Medicine (Baltimore). 2020;99(8):e19145.

 65. Rodrigues IB, Wang E, Keller H, Thabane L, Ashe MC, Brien S, et al. The 
MoveStrong program for promoting balance and functional strength 
training and adequate protein intake in pre-frail older adults: a pilot 
randomized controlled trial. PLoS ONE. 2021;16(9):e0257742.

 66. Hayashi T, Umegaki H, Makino T, Huang CH, Inoue A, Shimada H, et al. 
Combined impact of physical frailty and social isolation on rate of falls 
in older adults. J Nutr Health Aging. 2020;24(3):312–8.

 67. Tabue-Teguo M, de Barreto Souza P, Cantet C, Andrieu S, Simo N, Foug-
ere B, et al. Effect of multidomain intervention, omega-3 polyunsatu-
rated fatty acids supplementation or their combinaison on cognitive 
function in non-demented older adults according to frail status: results 
from the MAPT study. J Nutr Health Aging. 2018;22(8):923–7.

 68. Tikkanen P, Lonnroos E, Sipila S, Nykanen I, Sulkava R, Hartikainen S. 
Effects of comprehensive geriatric assessment-based individually 
targeted interventions on mobility of pre-frail and frail community-
dwelling older people. Geriatr Gerontol Int. 2015;15(1):80–8.

 69. van Lieshout MRJ, Bleijenberg N, Schuurmans MJ, de Wit NJ. The 
Effectiveness of a PRoactive multicomponent intervention program on 
disability in independently living older people: a randomized controlled 
trial. J Nutr Health Aging. 2018;22(9):1051–9.

 70. Roschel H, Hayashi AP, Fernandes AL, Jambassi-Filho JC, Hevia-Larraín V, 
de Capitani M, et al. Supplement-based nutritional strategies to tackle 
frailty: a multifactorial, double-blind, randomized placebo-controlled 
trial. Clin Nutr. 2021;40(8):4849–58.

 71. Mierzwicki JT, Fox MA, Griffith KR, Harrison KM, Holstay DK Jr, Singley 
NM. Comparison of high-intensity resistance and power training 
programs in pre-frail and frail older adults. Phys Occup Ther Geriatr. 
2020;38(3):271–82.

 72. Jambassi Filho JC. Effect of strength training and protein supplementa-
tion on muscular and functional adaptations in frail elderly: comparison 
between sexes: escola de educação física e esporte. 2018.

 73. Chan DC, Tsou HH, Yang RS, Tsauo JY, Chen CY, Hsiung CA, et al. A pilot 
randomized controlled trial to improve geriatric frailty. BMC Geriatr. 
2012;12:58.

 74. Chan MLT, Yu DSF. The effects of low-impact moderate-intensity step-
ping exercise on fatigue and other functional outcomes in older adults 
with multimorbidity: a randomized controlled trial. Arch Gerontol 
Geriatr. 2022;98:104577.

 75. Chittrakul J, Siviroj P, Sungkarat S, Sapbamrer R. Multi-System Physi-
cal Exercise Intervention for Fall Prevention and Quality of Life in 
Pre-Frail Older Adults: A Randomized Controlled Trial. Int J Environ 
Res Public Health. 2020;17(9):3102. https:// doi. org/ 10. 3390/ ijerp 
h1709 3102.

 76. Ge Y, Liu H, Wu Q, Chen A, Gao Z, Xing F, et al. Effects of a short eight Tai 
Chi-forms for the pre-frail elderly people in senior living communities. 
Physiother Theory Pract. 2022;38(12):1928–36.

 77. Huguet LG, Gonzalez MN, Kostov B, Carmona MO, Francia CC, Nieto 
MC, et al. Pre frail 80: Multifactorial intervention to prevent pro-
gression of pre-frailty to frailty in the elderly. J Nutr Health Aging. 
2018;22(10):1266–74.

 78. Kwon J, Yoshida Y, Yoshida H, Kim H, Suzuki T, Lee Y. Effects of a 
combined physical training and nutrition intervention on physical 
performance and health-related quality of life in prefrail older women 
living in the community: a randomized controlled trial. J Am Med Dir 
Assoc. 2015;16(3):263.e1-8.

 79. Lustosa LP, Silva JP, Coelho FM, Pereira DS, Parentoni AN, Pereira 
LS. Impact of resistance exercise program on functional capacity 
and muscular strength of knee extensor in pre-frail community-
dwelling older women: a randomized crossover trial. Rev Bras Fisioter. 
2011;15(4):318–24.

 80. Meng NH, Li CI, Liu CS, Lin CH, Chang CK, Chang HW, et al. Effects of 
concurrent aerobic and resistance exercise in frail and pre-frail older 
adults: a randomized trial of supervised versus home-based programs. 
Medicine (Baltimore). 2020;99(29):e21187.

 81. Ng TP, Feng L, Nyunt MS, Niti M, Tan BY, Chan G, et al. Nutritional, 
physical, cognitive, and combination interventions and frailty 
reversal among older adults: a randomized controlled trial. Am J Med. 
2015;128(11):1225-36.e1.

 82. Seino S, Nishi M, Murayama H, Narita M, Yokoyama Y, Nofuji Y, et al. 
Effects of a multifactorial intervention comprising resistance exercise, 
nutritional and psychosocial programs on frailty and functional health 
in community-dwelling older adults: a randomized, controlled, cross-
over trial. Geriatr Gerontol Int. 2017;17(11):2034–45.

 83. Teh R, Barnett D, Edlin R, Kerse N, Waters DL, Hale L, et al. Effective-
ness of a complex intervention of group-based nutrition and physical 
activity to prevent frailty in pre-frail older adults (SUPER): a randomised 
controlled trial. Lancet Healthy Longev. 2022;3(8):e519–30.

 84. Zech A, Drey M, Freiberger E, Hentschke C, Bauer JM, Sieber CC, et al. 
Residual effects of muscle strength and muscle power training and 
detraining on physical function in community-dwelling prefrail older 
adults: a randomized controlled trial. BMC Geriatr. 2012;12:68.

 85. Ng TP, Ling LHA, Feng L, Nyunt MSZ, Niti M, Tan BY, et al. Cogni-
tive effects of multi-domain interventions among pre-frail and frail 
community-living older persons: randomized controlled trial. J Gerontol 
Ser A-Biol Sci Med Sci. 2018;73(6):806–12.

 86. Liu C, Xu H, Chen L, Zhu M. Exercise and nutritional intervention for 
physical function of the prefrail: a systematic review and meta-analysis. 
J Am Med Dir Assoc. 2022;23(8):1431 e1- e19.

 87. Kim M, Shinkai S. Prevalence of muscle weakness based on different 
diagnostic criteria in community-dwelling older adults: a comparison of 
grip strength dynamometers. Geriatr Gerontol Int. 2017;17(11):2089–95.

 88. Cooper R, Lessof C, Wong A, Hardy R. The impact of variation in the 
device used to measure grip strength on the identification of low 
muscle strength: findings from a randomised cross-over study. J Frailty 
Sarcopenia Falls. 2021;6(4):225–30.

https://doi.org/10.3390/ijerph17113760
https://doi.org/10.21203/rs.3.rs-1557094/v1
https://doi.org/10.21203/rs.3.rs-1557094/v1
https://doi.org/10.3390/ijerph17093102
https://doi.org/10.3390/ijerph17093102


Page 31 of 31Lim et al. BMC Geriatrics          (2024) 24:589  

 89. Gonzalez-Bautista E, de Souto BP, Salinas-Rodriguez A, Manrique-
Espinoza B, Rolland Y, Andrieu S, et al. Clinically meaningful change for 
the chair stand test: monitoring mobility in integrated care for older 
people. J Cachexia Sarcopenia Muscle. 2022;13(5):2331–9.

 90. Daniel K. Wii-hab for pre-frail older adults. Rehabil Nurs. 
2012;37(4):195–201.

 91. Dong-Hyun K, Hyun-Hun J, Seul-Hee L, Yun-Hwan K, Il-Kyu P, Sang-
Kab P, et al. Effects of aquarobic on health-related physical fitness, 
cardiovascular factor and frailty-index in pre-frailty elderly women with 
hypertension. Arch Budo. 2019;15:83–91.

 92. Fu R, Holmer HK. Change score or follow-up score? Choice of mean 
difference estimates could impact meta-analysis conclusions. J Clin 
Epidemiol. 2016;76:108–17.

 93. Donoghue OA, Savva GM, Borsch-Supan A, Kenny RA. Reliability, meas-
urement error and minimum detectable change in mobility measures: 
a cohort study of community-dwelling adults aged 50 years and over in 
Ireland. BMJ Open. 2019;9(11):e030475.

 94. Watt JA, Veroniki AA, Tricco AC, Straus SE. Using a distribution-based 
approach and systematic review methods to derive minimum clinically 
important differences. BMC Med Res Methodol. 2021;21(1):41.

 95. Kwon S, Perera S, Pahor M, Katula JA, King AC, Groessl EJ, et al. What 
is a meaningful change in physical performance? Findings from a 
clinical trial in older adults (the LIFE-P study). J Nutr Health Aging. 
2009;13(6):538–44.

 96. Corral-Perez J, Avila-Cabeza-de-Vaca L, Gonzalez-Mariscal A, Espinar-
Toledo M, Ponce-Gonzalez JG, Casals C, et al. Risk and Protective Factors 
for Frailty in Pre-Frail and Frail Older Adults. Int J Environ Res Public 
Health. 2023;20(4):3123. https:// doi. org/ 10. 3390/ ijerp h2004 3123.

 97. Sanchez M, Vidal JS, Bichon A, Mairesse C, Flouquet C, Hanon O, et al. 
Impact of a public open-access community-based physical activity and 
fall prevention program on physical performance in older adults. Eur J 
Public Health. 2023;33(1):132–8.

 98. Serra-Rexach JA, Bustamante-Ara N, Hierro Villaran M, Gonzalez Gil P, 
Sanz Ibanez MJ, Blanco Sanz N, et al. Short-term, light- to moderate-
intensity exercise training improves leg muscle strength in the oldest 
old: a randomized controlled trial. J Am Geriatr Soc. 2011;59(4):594–602.

 99. Hortobagyi T, Mizelle C, Beam S, DeVita P. Old adults perform activities 
of daily living near their maximal capabilities. J Gerontol A Biol Sci Med 
Sci. 2003;58(5):M453–60.

 100. Leung RW, Alison JA, McKeough ZJ, Peters MJ. Ground walk training 
improves functional exercise capacity more than cycle training in peo-
ple with Chronic Obstructive Pulmonary Disease (COPD): a randomised 
trial. J Physiother. 2010;56(2):105–12.

 101. Lee JH, Byun MS, Sohn BK, Choe YM, Yi D, Han JY, et al. Functional neu-
roanatomical correlates of the frontal assessment battery performance 
in alzheimer disease: a FDG-PET study. J Geriatr Psychiatry Neurol. 
2015;28(3):184–92.

 102. England HB, Gillis MM, Hampstead BM. RBANS memory indices are 
related to medial temporal lobe volumetrics in healthy older adults 
and those with mild cognitive impairment. Arch Clin Neuropsychol. 
2014;29(4):322–8.

 103. Wan M, Xia R, Lin H, Qiu P, He J, Ye Y, et al. Volumetric and diffusion 
abnormalities in subcortical nuclei of older adults with cognitive frailty. 
Front Aging Neurosci. 2020;12:202.

 104. Wei L, Hu Y, Tao Y, Hu R, Zhang L. The effects of physical exercise on the 
quality of life of healthy older adults in china: a systematic review. Front 
Psychol. 2022;13:895373.

 105. Low G, Molzahn AE. Predictors of quality of life in old age: a cross-
validation study. Res Nurs Health. 2007;30(2):141–50.

 106. Tarazona-Santabalbina FJ, Gomez-Cabrera MC, Perez-Ros P, Martinez-
Arnau FM, Cabo H, Tsaparas K, et al. A multicomponent exercise 
intervention that reverses frailty and improves cognition, emotion, 
and social networking in the community-dwelling frail elderly: a rand-
omized clinical trial. J Am Med Dir Assoc. 2016;17(5):426–33.

 107. Pellerine LP, O’Brien MW, Shields CA, Crowell SJ, Strang R, Fowles JR. 
Health Care Providers’ Perspectiveson Promoting Physical Activ-
ity and Exercise in Health Care. Int J Environ Res Public Health. 
2022;19(15):9466. https:// doi. org/ 10. 3390/ ijerp h1915 9466.

 108. Davis AJ, MacCarron P, Cohen E. Social reward and support effects on 
exercise experiences and performance: evidence from parkrun. PLoS 
ONE. 2021;16(9):e0256546.

 109. Tada A. Psychological effects of exercise on community-dwelling older 
adults. Clin Interv Aging. 2018;13:271–6.

 110. Nagata CA, Garcia PA, Hamu T, Caetano MBD, Costa RR, Leal JC, et al. Are 
dose-response relationships of resistance training reliable to improve 
functional performance in frail and pre-frail older adults? A systematic 
review with meta-analysis and meta-regression of randomized con-
trolled trials. Ageing Res Rev. 2023;91:102079.

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

https://doi.org/10.3390/ijerph20043123
https://doi.org/10.3390/ijerph19159466

	Community-based exercises improve health status in pre-frail older adults: A systematic review with meta-analysis
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 
	Other 

	Introduction
	Methods
	Search strategy
	Data extraction and quality of trials assessment
	Quantitative data synthesis and analysis
	Quality of evidence assessment

	Results
	Study selection
	Methodological quality
	Study characteristics
	Grip strength
	Lower limb strength
	Balance
	Gait speed
	Timed up and go (TUG)
	Short physical performance battery (SPPB)
	Functional capacity
	Cognition
	Quality of life
	Reversal of frailty status
	Parameters of community-based exercise as predictors of the effect size measures
	GRADE

	Discussion
	Limitations

	Conclusion
	What is already known
	What are the new findings

	Acknowledgements
	References


