
S YS T E M AT I C  R E V I E W Open Access

© The Author(s) 2024. Open Access  This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 
International License, which permits any non-commercial use, sharing, distribution and reproduction in any medium or format, as long as you 
give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if you modified the 
licensed material. You do not have permission under this licence to share adapted material derived from this article or parts of it. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation 
or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://
creativecommons.org/licenses/by-nc-nd/4.0/.

Li et al. BMC Geriatrics          (2024) 24:762 
https://doi.org/10.1186/s12877-024-05365-8

Introduction
The United Nations World Population Prospects points 
out that population aging is a major global trend. In the 
modern era, the challenges of a decline in the birth rate 
and aging societies in different nations have gained atten-
tion. It is estimated that by 2050, there will be more than 
1.5 billion people aged 65 and over around the world [1]. 
As we grow older, our physical health and functional 
capacities naturally decrease. Hence, giving priority to 
the well-being of elderly individuals is a crucial compo-
nent of healthcare that can enhance their quality of life 
and foster a healthy, active aging process.
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Abstract
Objective  To explore the prevalence and potential influencing factors of social frailty among community-dwelling 
older adults from a global perspective.

Methods  Systematic searches were conducted on multiple databases including CNKI, VIP, Wanfang Data, CBM, 
Pubmed, Cochrane Library, Web of Science, and Embase from inception to January 9, 2024. Two researchers 
performed a thorough literature search, gathered data, and independently evaluated the quality of the articles.

Results  2,426 literatures were examined, 45 were found to meet the specified criteria for inclusion, encompassing 
314,454 participants. The combined prevalence of social pre-frailty and social frailty among community-dwelling 
older adults were found to be 34.5% and 21.1%, respectively. Depression, activities of daily living (ADL), physical 
inactivity, motor deficits, cognitive impairment, and physical frailty are potential risk factors.

Conclusions  Social pre-frailty and social frailty are frequent challenges faced by older adults living in the 
community. The prevalence of these conditions has been on the rise in recent years, underscoring the importance 
of implementing effective interventions. Early identification and intervention for individuals at risk of social frailty are 
essential for promoting healthy and active aging globally.
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Frailty is a condition associated with aging in which 
physiological reserves decrease [2]. Studies have shown 
that frailty is linked to a higher likelihood of experienc-
ing falls, being hospitalized, developing disabilities, and 
even facing mortality [3]. Assessing the health of older 
adults has emerged as a crucial metric, garnering global 
recognition and interest from nations worldwide. Social 
frailty is a concept that refers to the lack or loss of social 
resources, behaviors, activities, and self-management 
skills needed to fulfill fundamental social needs [4]. 
According to the social production theory, these social 
needs include emotional needs, the need for behavior 
to be recognized, and the need for identity roles to be 
recognized [4]. This condition can occur at any stage of 
life and can have a significant impact on an individual’s 
overall well-being and quality of life [5]. Although frailty 
and social frailty are distinct concepts, they often and 
increasingly coexist [6]. Moreover, similar to frailty, the 
incidence of social frailty is on the rise and is closely 
linked to various negative consequences, such as physical 
impairment, cognitive decline, mood disorders, and even 
death [7].

Understanding the worldwide prevalence of social 
frailty can help policymakers evaluate the scope and 
severity of the problem, support continuous monitoring 
of at-risk populations, and direct clinical research efforts 
and public health surveillance. Some studies have exam-
ined social frailty among older adults living in the com-
munity, but the results are limited to specific countries. 
Although a meta-analysis [8] indicated that approxi-
mately 14.9 − 22.7% of older adults residing in community 
experience social frailty, the analysis merely offered a 
basic overview without delving into detailed quantita-
tive assessments of prevalence and risk factors within the 
community demographic.

Therefore, we conducted this study to update the lat-
est evidence on the prevalence and potential influencing 
factors of social frailty among older people in communi-
ties worldwide. This approach aims to offer healthcare 
experts with a broader scope of data, as well as furnish 
evidence-based backing for the formulation of pertinent 
health and social service protocols.

Methods
The study protocol had been registered on PROS-
PERO (CRD42022323690) and was conducted following 
PRISMA [9] and MOOSE [10] guidelines.

Search strategies
Systematic searches were conducted at CNKI, VIP, 
Wanfang Data, CBM, Pubmed, Cochrane Library, Web 
of Science, and Embase from the establishment of the 
database to January 9, 2024. The search was confined to 
both the Chinese and English languages. Additionally, a 

thorough manual examination of the sources obtained in 
the studies was carried out to guarantee comprehensive-
ness of the search. Details of the search strategy were as 
follows: (aged OR elder* OR older*) AND (social frailty 
OR social vulnerability OR frailty OR pre-frail* OR frailty 
syndrome).

Selection criteria
Inclusion criteria: (a) study design included cross-sec-
tional or cohort studies; (b) participants were older adults 
living in communities, aged ≥ 60 years old; (c) outcome 
indicators were the prevalence and potential influenc-
ing factors of social frailty; (d) diagnostic criteria: diag-
nosis of social frailty had to be made using social frailty 
diagnostic tools such as: Makizako social Frailty Index 
(MSFI)、Help、participation、loneliness、financial、
talk scale (HALEFT)、Tilbury Frailty Indicator (TFI)
、Social Frailty Index (SFI)、Social frailty screening 
questionnaire (SFSQ)、Social frailty questionnaire (SFQ)
、Social vulnerability index (SVI)、Lubben social net-
work scale (LSNS-6 ) and Bunt; and (e) relevant studies 
were included regardless of the quality of the literature.

Exclusion criteria: (a) literature type of review, con-
ference paper or abstract; (b) duplicate publications; (c) 
literature for which full text or required data were not 
available.

Study selection
Two researchers (L.J and Z.L.F) conducted the screen-
ing process of the studies independently. When two 
researchers had different opinions, the third researcher 
(Y.Y.J) was asked. Initially, duplicates were eliminated, 
then titles and abstracts were reviewed to exclude clearly 
irrelevant literature. Afterwards, the entire texts under-
went examination, and the ultimate incorporation of lit-
erature was established according to inclusion criteria. 
Any discrepancies were addressed through discourse and 
mediation with a third researcher. The data sheet with 
standard formatting contained the subsequent infor-
mation: study author, publication year, country/region, 
mean age, study type, sample size, prevalence and factors 
influencing social frailty/pre-social frailty, and assess-
ment tool.

Quality assessment
Two researchers (L.J and Z.L.F) assessed the quality 
of included studies using Agency for Healthcare and 
Research and Quality tool (AHRQ) [11] and the Newcas-
tle–Ottawa Scale (NOS) [12]. When two researchers had 
different opinions, the third researcher (Y.Y.J) was asked. 
AHRQ is used to assess the quality of the cross-sectional 
studies. The scale consists of 11 items with responses cat-
egorized as ‘yes’, ‘no’, or ‘unclear’. Each ‘yes’ response is 
counted as 1, while ‘no’ or ‘unclear’ responses are counted 
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as 0. The total score is calculated by summing the scores 
of each item, ranging from 0 to 11. NOS is used to assess 
the quality of the cohort studies. The scale consists of 8 
items with a maximum score of 9. Each study is classified 
as poor, fair, or good quality.

Statistical analysis
The research aimed to analyze the pooled prevalence and 
95% confidence intervals (CIs) of social frailty in older 
adults living in the communities. Furthermore, factors 
linked to social frailty were evaluated by computing the 
collective odds ratio (OR) and corresponding 95% CIs. 
Heterogeneity testing was performed using Stata 17.0 
software. If the heterogeneity test I2 was less than 50%, 
it was considered as moderate or low heterogeneity, and 
the analysis was performed using a fixed-effects model. If 
I2 was 50% or higher, a random-effects model was used. 
The significance level for the Meta-analysis was set at 
α = 0.05. To address any noticeable clinical heterogeneity, 
we utilized methods such as subgroup analysis, sensitiv-
ity analysis, or descriptive analysis. Sensitivity analysis 
involved systematically excluding individual studies one 
by one. Publication bias was assessed through funnel 
plots and Egger’s test.

Results
Study selection
In our study, a total of 2426 studies were searched, with 
contributions from CNKI (n = 117), VIP (n = 73), Wanfang 
(n = 47), CBM (n = 53), Pubmed (n = 700), WOS (n = 588), 
Embase (n = 400), and Cochrane Library (n = 448). Among 
these, 473 studies were found to be duplicates, 1855 
were excluded based on title and abstract screening, 98 
underwent full-text reading rescreening, and ultimately 
45 studies were included in the Meta-analysis. Figure 1. 
Flow diagram of study selection.

Study characteristics
45 studies were included, and Table  1 summarizes the 
characteristics of these studies. These studies were pub-
lished between 2015 and 2023, encompassing 314,454 
participants from eight different countries. All study sites 
were community-based, comprising 34 cross-sectional 
studies and 11 cohort studies. Sample sizes varied from 
103 to 222,179 individuals. Various assessments were 
utilized across studies to diagnose social frailty, includ-
ing MSFI, HALFT, TFI, SFI, SFSQ, SFQ-9, SFQ-6, SVI, 
LSNS-6, and Bunt. The most frequently employed tool 
for assessing social frailty was the MSFI, utilized in 22 of 
the studies.

Methodological quality
Table 1 presents the results of the methodological quality 
assessment for all 45 studies in this systematic evaluation. 

In cross-sectional studies, 19 studies were categorized as 
low risk of bias and 17 studies were categorized as mod-
erate risk of bias. In cohort studies, 5 studies were cate-
gorized as low risk of bias and 4 studies were categorized 
as moderate risk of bias. The most common cause of risk 
of bias were the failure to report non-response rates and 
the number and cause of missing data.

Prevalence of social frailty and social pre-frailty
A total of 45 studies, involving 314,454 individuals, were 
included in the meta-analysis on the prevalence of social 
frailty. The prevalence of social frailty varied from 3.5 
to 71.1% among the studies. According to the random-
effects model, the combined prevalence of social frailty 
in older adults living in the community was calculated 
to be 21.1% (95% CI = 17.8–24.5%). Considerable het-
erogeneity was noted among the 45 studies included in 
the analysis (I2 = 99.7%, Q = 15583.9, P < 0.001). Among 
these, 23 studies provided estimates of the prevalence 
of social pre-frailty in older adults living in the commu-
nity, with prevalence rates ranging from 20.4 to 60.7%. 
The random-effects model revealed a combined preva-
lence of social pre-frailty in community-dwelling older 
adults at 34.5% (95% CI = 30.9–38.0%). A significant level 
of heterogeneity between studies was evident (I2 = 98.7%, 
Q = 1589.82, P < 0.001).

Subgroup analysis and meta-regression analysis
To explore the heterogeneity among studies, we con-
ducted subgroup analyses based on study design, sample 
size, region, country, time of publication, and diagnostic 
criteria for social decline.Table  2 demonstrates the spe-
cific results of the subgroup analysis In addition, we per-
formed meta-regression analysis.The details are shown in 
Table 3.

For the meta-regression analyses, associations between 
prevalence of frailty and study characteristics includ-
ing study design, sample size, region, country, publica-
tion time, and diagnostic criteria for social frailty were 
assessed by univariate and multivariate meta-regression 
analyses. In the multivariate meta-regression model, 
country (β= -0.14, 95% CI = -0.27- -0.16, P = 0.02), and 
time to publication (β= -0.11, 95% CI = -0.19-0.02, 
P = 0.02) were associated with prevalence of social frailty. 
The remaining factors were not significantly associated 
with the prevalence of social debility.

Risk factors associated with social frailty
There were 8 studies reporting on depression, 4 on dif-
ficulties in ADLs, 4 on physical inactivity, 3 on motor 
dysfunction, 2 on cognitive functioning, and 2 on physi-
cal frailty.Meta-analysis results showed that depression, 
difficulties in ADLs, physical inactivity, motor dysfunc-
tion, cognitive deficits, and physical frailty were the risk 
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factors for social frailty in community-dwelling older 
adults. Specific results are shown in Table 4.

Sensitivity analysis and publication of bias
Sensitivity analysis was conducted by excluding individ-
ual studies one by one, revealing that the combined prev-
alence of social frailty ranged from 17.8 to 24.5%. This 
range was found to be not significantly different from the 
overall prevalence results, indicating the stability of the 
meta-analysis findings. The funnel diagram of prevalence 
studies on social debility showed no significant asym-
metry. Additionally, the results of Egger’s test (P = 0.138) 
suggest a low probability of publication bias.

Discussion
Summary of findings
Although the prevalence of social frailty is relatively high, 
consensus on how to define and measure it is insufficient 
[58]. Social frailty is defined as a continuum of being at 
risk of losing, or having lost, resources that are important 
for fulfilling one or more basic social needs during one’s 
life span [4].

Our study is the first to systematically examine the 
prevalence and influencing factors of social frailty in 
community-dwelling older adults, revealing unique and 
significant findings. Our meta-analysis introduced the 
prevalence of social frailty in this population(21.1%) for 
the first time, showing that social frailty is more prevalent 
than physical frailty (10.7%, 95%CI: 10.5-10.9%) [59] and 
cognitive frailty (9%, 95% CI: 8-11%) [60] globally. This 

Fig. 1  Flow diagram of study selection
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highlights the importance of addressing social factors 
associated with frailty in older adults to improve social 
participation, sense of belonging, and promote active 
and healthy aging as society and economy evolve. More 
interestingly, we also found that the pooled prevalence 
of pre-social frailty in community-dwelling older adults 
(34.5%) was much higher than the pooled prevalence of 
social frailty. It indicates that pre-social frailty is a larger 
population base than social frailty. This finding suggests 
that screening and interventions for community-dwelling 
older adults with pre-social frailty may provide an oppor-
tunity for effective management of social frailty and 
improved health outcomes.

Among the included studies, we found a high degree of 
heterogeneity. To explore the sources of this heterogene-
ity, we conducted subgroup analyses and meta-regression 
analyses to assess the characteristics of the included stud-
ies. Our analyses found that the pooled prevalence of the 
prevalence of social frailty among community-dwelling 
older adults based on cross-sectional study designs dif-
fered significantly from the pooled prevalence based on 
cohort study designs, suggesting that study design and 
sample size affect the pooled prevalence results and may 
be a source of heterogeneity. The occurrence of such 
differences can be explained by the fact that 14 of the 
34 cross-sectional studies and 1 of the 11 cohort stud-
ies we included had sample sizes < 500, which may have 
led to less accurate results. For studies with a sample 
size of more than 500, 6 cross-sectional studies out of 11 
reported a prevalence of 40% or more of social decline in 
community-dwelling older adults, which may explain the 
higher pooled prevalence in cross-sectional studies than 
in cohort studies.Zhang et al.’ study also supported the 
same conclusion [8].

Out of the 45 studies reviewed, 40 focused on sur-
veys of older individuals in Asia, representing 96.8% of 
the total population. The majority of these studies were 
conducted in China, Japan, and South Korea, reflecting 
the significant size of aging population in these coun-
tries due to factors such as super-aging, low birth rates, 
and increasing rates of living alone. It has been reported 
that the Asia Pacific population is ageing faster than 
any other region in the world, accounting for 60% of the 
global population in 2022 and an estimated 55% by the 
year 2050 [61]. It is projected that the number of older 
adults in Asia Pacific who are aged 60 and over will rise 
from 549 million in 2017 to around 1.3 billion by the year 
2050 [61]. This increased number of older adults may 
lead to the prevalence of frailty status, growing burdens 
on society, and various health outcomes [62]. Conse-
quently, the prevalence findings derived from this collec-
tive analysis are more likely to reflect the prevalence of 
social vulnerability among older adults living in commu-
nities in Asia compared to other regions, influenced by A
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factors such as geographical location, economic status, 
and cultural diversity. This highlights the need for future 
research to explore the epidemiology and causes of social 
vulnerability among older adults in non-Asian regions to 
establish consistent criteria for assessing social frailty and 
gain a more comprehensive understanding of its global 
prevalence.

Various assessment tools have been developed for 
social frailty due to the lack of a standardized concept. 
This systematic review focused on 11 assessment tools 

for social frailty in older adults, with the most com-
monly used being the MSFI, identified in 23 studies with 
a pooled prevalence of 23%. Following closely was the 
HALFT scale, utilized in 8 studies with a pooled preva-
lence of 19%. Upon further analysis, it was noted that 14 
out of the 23 studies employing the MSFI scale were con-
ducted in Japan. Given Japan’s status as the country with 
the highest proportion of older adults globally, this may 
explain the higher prevalence of social frailty detected by 
the MSFI scale in these studies.

According to the results of the time-stratified analysis, 
we found that the prevalence of social frailty increased 
year by year. The prevalence of frailty was 15% range 2015 
from 2019 to 27% range 2020 from 2023. From 2015 to 
2019, there were only 17 studies involving 42,364 par-
ticipants, compared to 28 studies involving 272,090 par-
ticipants from 2020 to 2023. An increase in sample size 
and a better understanding of the concept of social frailty 
may explain the higher combined prevalence estimates 

Table 2  Subgroup analyses by study design, sex, region, social frailty assessment and publication time
Subgroups Number of studies Social frailty Prevalence 95%CI I2 P value
Study design
  Cross-sectional study 34 24% 19–28% 99.7% <0.001
  Prospective cohort study 11 19% 12–25% 99.7% <0.001
Sample size
  ≤ 500 34 18% 15–20% 98.5% <0.001
  >500 11 35% 25–45% 99.9% <0.001
Region
  Asia 40 21% 18–25% 99.7% <0.001
  Other regions 5 32% 10–54% 99.9% <0.001
Country
  Japan 18 17% 13–21% 99.4% <0.001
  China 13 22% 17–26% 99.2% <0.001
  Korea 7 32% 20–44% 99.8% <0.001
  Other contries 7 27% 11–42% 99.8% <0.001
Social frailty assessment
  MSFI 23 23% 16–29% 99.8% <0.001
  HALFT 8 18% 14–23% 99.9% <0.001
  TFI 4 23% 9–36% 99.6% <0.001
  SFQ 5 18% 8–28% 98.5% <0.001
  Other assessments 5 29% 8–50% 99.8% <0.001
Publication time
  2015–2019 17 15% 12–17% 98.8% <0.001
  2020–2023 28 27% 21–33% 99.8% <0.001

Table 3  Results of meta-regression analysis
Subgroups β SE 95%CI P value
Study design 0.02 0.05 −0.08−0.12 0.68
Sample size −2.51 6.95 −1.65−1.15 0.72
Region 0.11 0.07 −0.03−0.25 0.13
Country −0.14 0.06 −0.27-−0.16 0.03
Social frailty assessment 0.06 0.10 −0.15−0.27 0.57
Publication time −0.11 0.04 −0.19−0.02 0.02

Table 4  Results of meta-analysis of risk factors for social frailty among community-dwelling older adults
Relevant factors Number of studies OR(95%CI) P value Analysis model Heterogeneity

P value I2

Depression 8 1.86[1.43,2.42] <0.0001 random 0.003 68%
difficulties in ADLs 4 2.57[1.47,4.50] 0.0009 random <0.001 87%
physical inactivity 3 2.54[1.60,4.05] <0.0001 fixed 0.63 0%
Motor dysfunction 3 1.99[1.64,2.43] <0.0001 fixed 0.47 0%
Cognitive function 2 1.67[1.22,2.29] 0.001 fixed 0.65 0%
Frailty 2 2.03[1.61,2.57] <0.001 fixed 0.33 0%
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for 2020 to 2023. In addition, another reason for this 
trend may be related to the COVID-19 outbreak in 
2019 [58]. In the context of major public health events, 
the older adults’s social activities with the outside world 
are reduced, the behavior of staying at home and sitting 
down is increased, and the older people are unable to 
skillfully use social software and cut off communication 
with the outside world, which may increase the occur-
rence of social weakness.

In terms of risk factors for social frailty in older people 
in the community, depression was found to be signifi-
cantly associated with social frailty, which is consistent 
with previous findings [63]. This may be due to the older 
adults with depressed mood lose interest in life, avoid 
social behavior, resulting in a decline in social participa-
tion. Difficulties in ADLs, physical inactivity and motor 
dysfunction are risk factors for social frailty. When the 
older adults have impaired motor function, it will lead 
to low ADL ability of the older adults, and the number 
of physical activities will be reduced, and regular physi-
cal activities will help slow down the process of physical 
weakness of the older adults. Studies [64] have pointed 
to regular exercise as the preferred method for boosting 
self-efficacy, self-esteem and awareness of body inten-
tion. When the number of physical activities is reduced, 
the discomfort of physical function, psychological emo-
tion and interpersonal communication in the older adults 
is enhanced, and the risk of social frailty is increased. 
Therefore, community workers should pay attention to 
outdoor activities for the older adults, such as commu-
nity collective activities and participation in regional 
activities to promote physical improvement.

The study also showed that older adults with cognitive 
deficits had a 1.67-fold increased risk of social frailty. Pre-
vious studies have also shown a clear correlation between 
cognitive decline and low social participation in later life 
[65]. The possible mechanism is that the social pressure 
causes the disorder of multiple system organs in the body, 
and finally affects the cognitive function [66]. Therefore, 
taking measures to prevent cognitive decline in the older 
adults will help prevent or delay the occurrence of social 
frailty. This study also shows that social frailty is closely 
related to physical frailty. Nagai et al.’ study also sup-
ported the same conclusion [67]. Previous studies have 
demonstrated that social frailty in older adults can pre-
cede and lead to physical frailty, is associated with mul-
tiple adverse health outcomes, and is predictive of death 
[68]. Therefore, it is of great significance to evaluate and 
intervene the social aspects of senile frailty.

Limitations
Several limitations should be considered.First, papers 
that were not written in Chinese or English were 
excluded due to lack of resources, which may cause 

language bias. Second, gray literature was not searched in 
this study, which may affect the results of Meta-analysis. 
Third, there was significant heterogeneity in the meta-
analysis of prevalence.We found that country and pub-
lication time could explain some of the differences. In 
addition, sensitivity analysis and Egger’s test showed the 
reliability and low publication bias of our study. Finally, 
the 45 studies included in this study used different diag-
nostic criteria for social debility, which may have led to a 
slight bias between the preliminary findings.

Conclusion
This systematic review showed that prevalence of pre-
social frailty and social frailty is common among older 
adults living in community-based settings and that there 
are more factors influencing it. In addition, the preva-
lence of social frailty has continued to increase in recent 
years. In the context of healthy aging, social frailty in 
community-dwelling older adults deserves widespread 
attention by health care workers.
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