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OBJECTIVES: To examine the longitudinal association
between frequency of moderate physical activity (PA) and
overall, physical, psychological, and social frailty among
community-dwelling older adults older than 70 years. Second,
we assessed the association between a 12-month change in fre-
quency ofmoderate PA and frailty.
DESIGN: Longitudinal cohort study.
SETTING: Community settings in Spain, Greece, Croatia,
the Netherlands, and the United Kingdom.
PARTICIPANTS: A total of 1735 participants (61.1%
female; mean age = 79.6 years; SD = 5.5 years).
MEASUREMENTS: The frequency of self-reported moderate
PA was measured and classified into two categories: “regular
frequency” and “low frequency.” The 12-month change in fre-
quency of moderate PA between baseline and follow-up was
classified into four categories: “continued regular frequency,”
“decreased frequency,” “continued low frequency,” and

“increased frequency.” The 15-item Tilburg Frailty Indicator
assessed overall, physical, psychological, and social frailty.
RESULTS: Participants who undertook moderate PA with a
regular frequency at baseline were less frail at 12-month follow-
up than participants with a low frequency. Participants who
undertook moderate PA with a continued regular frequency
were least frail at baseline and at 12-month follow-up. After
controlling for baseline frailty and covariates, compared with
participants with a continued regular frequency, participants
with a decreased frequency were significantly more overall
(B = 1.31; 95% confidence interval [CI] = 0.99-1.63), physically
(B = 0.80; 95%CI = 0.58-1.03), psychologically (B = 0.43; 95%
CI=0.30-0.56), and socially frail (B=0.14; 95%CI=0.04-0.23)
at 12-month follow-up; participants with a continued low fre-
quency were significantly more overall (B = 1.16; 95%
CI = 0.84-1.49), physically (B = 0.73; 95%CI = 0.51-0.96), psy-
chologically (B = 0.42; 95% CI = 0.29-0.55), and socially frail
(B = 0.13; 95% CI = 0.04-0.23) at 12-month follow-up; the
12-month follow-up frailty level of participants who undertook
moderate PA with an increased frequency was similar to those
with a continued regular frequency.
CONCLUSION: Maintaining a regular frequency of PA as
well as increasing to a regular frequency of PA are associated
withmaintaining or improving overall, physical, psychological,
and social frailty among European community-dwelling older
adults older than 70 years. J AmGeriatr Soc 00:1-10, 2020.

Keywords: frailty; physical activity; physical frailty; psy-
chological frailty; social frailty

Frailty is a multidimensional concept characterized by the
loss of reserves, including energy, physical ability, cognition,

and health. The prevalence of frailty strongly increases with age.1
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According to the 2018 Ageing Report of the European Com-
mission, the percentage of European citizens aged 65 years or
older will rise from 19% in 2018 to 29% in 2070.2 This
increase is predominantly caused by the percentage of citizens
aged 80 years and older.2,3 Hence, it is anticipated that frailty
will pose a larger public health problem in the near future.3-5

Maintaining a healthy lifestyle in older age is associated
with a lower level of frailty.3,6-8 However, studies on the associ-
ation between physical activity (PA) and frailty among older
adults show contradictory results. Some studies4,9-11 suggest
that regular PA may delay the onset of frailty and reduce its
severity, but others12 found that PA was not associated with a
decreased risk for frailty among older adults. Second, most of
the longitudinal studies on PA and frailty examine baseline PA
only in relation to changes in frailty,11,13 and evidence on the
association between change in PA and frailty is limited. Addi-
tionally, most studies7,11,14,15 on PA and frailty have been con-
ducted in adults aged 50 to 70 years, and evidence on the
longitudinal association between PA and frailty in adults older
than 70 years is relatively scarce.

Due to the multidimensional nature of frailty, it has
been suggested that the physical, psychological, and social

dimensions of frailty should be considered.16 However,
most previous studies on PA and frailty have focused on
physical frailty only,4,9,11-13 and to date there has been little
research into psychological and social frailty.

Therefore, the aim of our study was to examine the longi-
tudinal association between frequency of moderate PA and
overall, physical, psychological, and social frailty among
community-dwelling older adults older than 70 years. Second,
we assessed the association between a 12-month change in fre-
quency ofmoderate PA and frailty.

METHODS

Participants

This study is part of the Urban Health Centres Europe (UHCE)
project,which is aimed at promoting healthy aging in older adults
by means of integrated care pathways covering the adherence to
medication, prevention of falls and frailty, and loneliness.17,18

Integrated care pathways were implemented in community
settings at study sites in five European countries (Spain, Greece,
Croatia, the Netherlands, and the United Kingdom). At each

Table 1. Baseline Characteristics of Participants in the Analyses (n = 1735)

Items
Total

(n = 1735)

Baseline Frequency of Moderate PA 12-mo Change in Moderate PA

Regular
Frequency
(n = 1272)

Low
Frequency
(n = 463)

Continued Regular
Frequency
(n = 1020)

Decreased
Frequency
(n = 252)

Continued
Low Frequency

(n = 302)

Increased
Frequency
(n = 161)

Age, y 79.6 � 5.5 79.1 � 5.3a 81.2 � 5.8a 78.8 � 5.2b 80.3 � 5.6b 81.9 � 5.9b 79.9 � 5.4b

Sex
Male 675 (38.9) 532 (41.8)b 143 (30.9)b 430 (42.2)b 102 (40.5)b 84 (27.8)b 59 (36.6)b

Female 1060 (61.1) 740 (58.2)b 320 (69.1)b 590 (57.8)b 150 (59.5)b 218 (72.2)b 102 (63.4)b

Country
Spain 394 (22.7) 327 (25.7)c 67 (14.5)c 288 (28.2)c 39 (15.5)c 25 (8.3)c 42 (26.1)c

Greece 209 (12.0) 149 (11.7)c 60 (13.0)c 101 (9.9)c 48 (19.0)c 44 (14.6)c 16 (9.9)c

Croatia 418 (24.1) 255 (20.0)c 163 (35.2)c 185 (18.1)c 70 (27.8)c 128 (42.4)c 35 (21.7)c

NL 265 (15.3) 203 (16.0)c 62 (13.4)c 161 (15.8)c 42 (16.7)c 30 (9.9)c 32 (19.9)c

UK 449 (25.9) 338 (26.6)c 111 (24.0)c 285 (27.9)c 53 (21.0)c 75 (24.8)c 36 (22.4)c

Educational level
Tertiary 173 (10.0) 147 (11.6)c 26 (5.6)c 110 (10.8)c 37 (14.7)c 15 (5.0)c 11 (6.9)c

Secondary 1125 (65.1) 790 (62.4)c 335 (72.7)c 638 (62.9)c 152 (60.6)c 228 (75.5)c 107 (67.3)c

Primary or less 429 (24.8) 329 (26.0)c 100 (21.7)c 267 (26.3)c 62 (24.7)c 59 (19.5)c 41 (25.8)c

Living situation
Living with others 1054 (60.9) 790 (62.2) 264 (57.4) 631 (62.0) 159 (63.1) 170 (56.3) 94 (59.5)
Living alone 676 (39.1) 480 (37.8) 196 (42.6) 387 (38.0) 93 (36.9) 132 (43.7) 64 (40.5)

Smoking
No 1601 (92.4) 1166 (91.7) 435 (94.4) 941 (92.3) 225 (89.3) 284 (94.7) 151 (93.8)
Yes 131 (7.6) 105 (8.3) 26 (5.6) 78 (7.7) 27 (10.7) 16 (5.3) 10 (6.2)

Alcohol risk
No 1198 (72.6) 823 (68.5)c 375 (83.7)c 660 (68.1)c 163 (70.0)c 255 (87.3)c 120 (76.9)c

Yes 452 (27.4) 379 (31.5)c 73 (16.3)c 309 (31.9)c 70 (30.0)c 37 (12.7)c 36 (23.1)c

Multimorbidity
No 162 (9.3) 134 (10.5)d 28 (6.0)d 113 (11.1)d 21 (8.3)d 12 (4.0)d 16 (9.9)d

Yes 1573 (90.7) 1138 (89.5)d 435 (94.0)d 907 (88.9)d 231 (91.7)d 290 (96.0)d 145 (90.1)d

Note: Data presented as mean � SD or number (percentage). Missing items: age = 1; education level = 8; living situation = 5; smoking = 3; alcohol risk = 85.
Abbreviations: NL, the Netherlands; PA, physical activity; UK, the United Kingdom.
aP < .001; P values are based on independent t test.
bP < .001; P values are based on one-way analysis of variance.
cP < .001; P values are based on χ2 tests.
dP < .01; P values are based on χ2 tests.
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study site, adults older than 70 years, who lived independently
andwere expected to be able to participate in the study for at least
6months,were invited to participate. A total of 2325participants
were recruited between May 2015 and June 2017; 1215 were
included in an integrated care pathway intervention; 1110 were
enrolled in the control group. Participants in the intervention
group received care in accordance with the UHCE approach,
which comprised three stages: risk assessment, shared decision
making, and referral to care pathways aimed at reducing fall
risk, inappropriate medication use, loneliness, and frailty by
specific interventions.18 Further details on these interventions are
described elsewhere.17,18 Data were obtained from self-reported
questionnaires at baseline and at 12 months of follow-up.
Ethics committee procedures were followed at all study sites, and
approval was obtained.17 Written informed consent was
obtained from all participants.17,18

The current study included participants in the UHCE
project who had completed both baseline and follow-up
questionnaires (n = 1844).18 Participants in whom data on
PA (N = 71) and frailty (N = 38) were missing were
excluded. Thus, 1735 participants were included in the ana-
lyses of the current study.

Compared with the study population (n = 1735), the par-
ticipants excluded from the study due to missing data on PA
and frailty (N = 109) were younger (mean age = 77.1 years;
SD = 6.1 years; P < .001), had less often completed tertiary edu-
cation (P = .016), more often lived alone (P < .001), and were
less often at risk for alcohol use (P = .045). No other significant
differences between these two groupswere found.

Measurements

Physical Activity

The frequency of moderate PA was measured by means of
one question from the Frailty Instrument of the Survey of
Health, Ageing and Retirement in Europe: “How often do
you engage in activities that require a low or moderate level

of energy such as gardening, cleaning the car, or taking a
walk?”19,20 Answer categories included (a) more than once
a week, (b) once a week, (c) one to three times a month,
and (d) hardly ever or never. For our study, we classified
these into two categories: “regular frequency” (more than
once a week) and “low frequency” (once a week or less).
We classified the change in the frequency of moderate PA
between baseline and follow-up into four categories:
(1) “continued regular frequency” (more than once a week),
(2) “decreased frequency,” (3) “continued low frequency”
(once a week or less), and (4) “increased frequency.”

Frailty

Frailty was measured with the Tilburg Frailty Indicator (TFI),
which is a reliable and validated instrument to identify frailty in
community-dwelling older adults.21 The TFI comprises 15 self-
reported questions addressing three domains: physical frailty
(eight items; score range = 0-8), psychological frailty (four
items; score range = 0-4), and social frailty (three items; score
range = 0-3). An overall frailty score can be determined by
adding up the 15 items (score range = 0-15), with higher scores
representing a higher level of frailty.22

Covariates

Some covariates were assessed at baseline, including age
(in years), sex, country, educational level, living situation,
smoking, alcohol risk, and multimorbidity. Educational level
concerned the highest level of education completed by the
participant and was categorized according to the 2011 Inter-
national Standard Classification of Education (ISCED) into
primary or less (ISCED 0-1), secondary or equivalent (ISCED
2-5), and tertiary or higher (ISCED 6-8).23 Living situation
was categorized as “not living with others” or “living with
others” (a partner, child[ren], and/or others). Smoking was
measured with one item that assessed whether a person cur-
rently smoked. Alcohol risk was measured with the Alcohol
Use Disorder Identification Test (AUDIT-C),24 which is a

Figure 1. Frequency of moderate physical activity of participants.
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three-item screener to grade high-risk alcohol use on a scale
from 0 (lowest risk) to 12 (highest risk). A score of at least
four for men and three for women was regarded as hazardous
drinking or active alcohol use disorder.24 Multimorbidity
was defined as having at least two of the following 14 chronic
conditions25: heart attack, hypertension, diabetes, stroke,
high blood cholesterol, asthma, arthritis, osteoporosis,
chronic lung disease, cancer or malignant tumor, stomach or
duodenal ulcer, Parkinson’s disease, cataract, and hip frac-
ture or femoral fracture.26

Statistical Analysis

The longitudinal association between frequency of moder-
ate PA and frailty was estimated with multivariate linear

regression models. Four separate regression models were
built for overall, physical, psychological, or social frailty at
follow-up as dependent variable and frequency of moderate
PA at baseline as independent variable. The first set of
models was adjusted for country and for frailty at baseline
(crude model). The second set of models was additionally
adjusted for age, sex, educational level, living situation,
smoking, alcohol risk, and multimorbidity (adjusted
model). Since the UHCE project was an intervention study
and participants were divided over an intervention and a
control group, intervention condition was also added to the
adjusted mode as a covariate.

The association between the 12-month change in frequency
of moderate PA and overall, physical, psychological, or social
frailty was assessed using the same crude and adjusted

Table 2. Overall, Physical, Psychological, and Social Frailty at Baseline and Follow-Up

Groups of PA Baseline Follow-Up P Valuea

Overall Frailty Score (Score Range = 0-15)
Baseline frequency of PA

Regular frequency (n = 1272) 4.45 � 2.91b 4.56 � 3.16b .122
Low frequency (n = 463) 6.96 � 3.07b 6.80 � 3.27b .165

12-mo Change in PA
Continued regular frequency (n = 1020) 4.18 � 2.78c 4.10 � 2.95c .337
Decreased frequency (n = 252) 5.57 � 3.18c 6.39 � 3.34c <.001
Continued low frequency (n = 302) 7.42 � 2.93c 7.67 � 2.95c .069
Increased frequency (n = 161) 6.10 � 3.16c 5.18 � 3.22c <.001

Physical Frailty Score (Score Range = 0-8)
Baseline frequency of PA

Regular frequency (n = 1272) 2.51 � 1.96b 2.55 � 2.16b .409
Low frequency (n = 463) 4.20 � 2.05b 3.99 � 2.13b .009

12-mo Change in PA
Continued regular frequency (n = 1020) 2.33 � 1.88c 2.27 � 2.04c .313
Decreased frequency (n = 252) 3.26 � 2.12c 3.68 � 2.67c <.001
Continued low frequency (n = 302) 4.55 � 1.91c 4.54 � 1.90c .930
Increased frequency (n = 161) 3.56 � 2.16c 2.94 � 2.17c <.001

Psychological Frailty Score (Score Range = 0-4)
Baseline frequency of PA

Regular frequency (n = 1272) 1.00 � 1.00b 1.06 � 1.08b .052
Low frequency (n = 463) 1.52 � 1.10b 1.61 � 1.20b .092

12-mo Change in PA
Continued regular frequency (n = 1020) 0.94 � 0.97c 0.92 � 1.01c .550
Decreased frequency (n = 252) 1.25 � 1.06c 1.60 � 1.20c <.001
Continued low frequency (n = 302) 1.64 � 1.13c 1.85 � 1.21c <.001
Increased frequency (n = 161) 1.30 � 1.02c 1.15 � 1.05c .103

Social Frailty Score (Score Range = 0-3)
Baseline frequency of PA

Regular frequency (n = 1272) 0.94 � 0.88b 0.95 � 0.88b .601
Low frequency (n = 463) 1.24 � 0.90b 1.21 � 0.89b .485

12-mo Change in PA
Continued regular frequency (n = 1020) 0.91 � 0.86c 0.90 � 0.87c .898
Decreased frequency (n = 252) 1.05 � 0.96c 1.12 � 0.91c .197
Continued low frequency (n = 302) 1.23 � 0.91c 1.28 � 0.88c .266
Increased frequency (n = 161) 1.25 � 0.89c 1.08 � 0.90c .011

Note. Data presented as mean � SD; a higher score represents a higher level of frailty.
Abbreviation: PA, physical activity.
aSignificant P values in bold; paired t test was used.
bP < .001; P values are based on independent t test.
cP < .001; P values are based on one-way analysis of variance.
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multivariate linear regression models as described above, taking
change in frequency of moderate PA as the independent
variable.

Furthermore, interactions between baseline frequency
of moderate PA or 12-month change in frequency of

moderate PA and age, sex, country, educational level, liv-
ing situation, and intervention on the frailty scores were
assessed with UNIANOVA. Bonferroni correction was
applied for multiple testing (P = .05/48 = .001). Apart
from an interaction between country and change in

Figure 2. Frailty score at baseline and follow-up of participants from the groups of frequency of moderate physical activity (PA).
(A) Baseline PA and overall frailty, (B) Change in PA and overall frailty, (C) Baseline PA and physical frailty, (D) Change in PA and
physical frailty, (E) Baseline PA and psychological frailty, (F) Change in PA and psychological frailty, (G) Baseline PA and social
frailty, (H) Change in PA and social frailty.
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frequency of moderate PA regarding psychological frailty,
no statistically significant interaction was found. All
P values of the interaction analyses are presented in Sup-
plementary Table S1.

Finally, sensitivity analyses were performed where all
analyses were repeated using the participants in the control
group only; we found similar results.

All analyses were performed with SPSS version 23.0
(IBM SPSS Statistics for Windows; IBM Corp). The level of
significance was P < .05.

RESULTS

Baseline Characteristics of Participants

Table 1 shows the general characteristics of the study popula-
tion at baseline. The mean age of participants was 79.6
(SD = 5.5) years, and 61.1%were female. Compared with par-
ticipants who undertook moderate PA with a regular fre-
quency, participants with a low frequency of moderate PA
were older (P < .001), were more often female (P < .001), had
less often completed tertiary level education (P < .001), were
less often at risk for alcohol use (P < .001), and more often
experiencedmultimorbidity (P = .004).

Figure 1 shows the frequency of moderate PA of partici-
pants at baseline and follow-up as well as change in frequency
of moderate PA. At baseline, 1272 participants reported under-
taking moderate PA with a regular frequency. Of these partici-
pants, 1020 (58.8% of the study population) continued this

regular frequency after 12 months of follow-up and in
252 (14.5%) had decreased their exercise to low frequency. Of
the 463 participants who undertook moderate PA with a low
frequency at baseline, 302 (17.4%) continued this low fre-
quency after 12 months of follow-up, and 161 (9.3%) had
increased their exercise to a regular frequency.

Frailty at Baseline and Follow-Up

Table 2 and Figure 2 show the overall, physical, psychological,
and social frailty scores at baseline and follow-up by (1) fre-
quency of moderate PA at baseline and (2) 12-month change in
frequency of moderate PA. Compared with participants who
undertook moderate PA with a regular frequency at baseline,
participants who undertookmoderate PAwith a low frequency
were significantly more overall (mean = 6.80; SD = 3.27;
Figure 2A), physically (mean = 3.99; SD = 2.13; Figure 2C),
psychologically (mean = 1.61; SD = 1.20; Figure 2E), and
socially (mean = 1.21; SD = 0.89; Figure 2G) frail at follow-up.

Regarding change in frequency of moderate PA, those
participants who undertook moderate PA with a continued
regular frequency were least frail, and participants with a con-
tinued low frequency were most frail at follow-up (Figure 2B,
D,F,H). Participants who undertook moderate PA with a
decreased frequency were more frail at follow-up than at base-
line (Figure 2B,D,F). However, the difference in social frailty
was not significant. Conversely, participants who undertook
moderate PA with an increased frequency were less frail at

Table 3. Multivariate Linear Regression Models (12-Month Change in Physical Activity and Follow-Up Scores of
Frailty)

12-mo Follow-Up
Frailty Score

12-mo Change in Moderate Physical Activity

Continued Regular
Frequency

Decreased
Frequency

Continued Low
Frequency

Increased
Frequency Adjusted R2, %

Overall frailty
Crude modela Reference 1.34 (1.02 to 1.66)*** 1.31 (1.00 to 1.63)*** −0.25 (−0.64 to 0.13) 56.6
Adjusted modelb Reference 1.31 (0.99 to 1.63)*** 1.16 (0.84 to 1.49)*** −0.25 (−0.63 to 0.14) 57.8

Physical frailty
Crude modelc Reference 0.83 (0.60 to 1.06)*** 0.86 (0.63 to 1.09)*** −0.15 (−0.42 to 0.12) 51.6
Adjusted modeld Reference 0.80 (0.58 to 1.03)*** 0.73 (0.51 to 0.96)*** −0.15 (−0.42 to 0.11) 53.0

Psychological frailty
Crude modele Reference 0.45 (0.32 to 0.58)*** 0.47 (0.35 to 0.60)*** 0.02 (−0.13 to 0.18) 39.2
Adjusted modelf Reference 0.43 (0.30 to 0.56)*** 0.42 (0.29 to 0.55)*** 0.01 (−0.15 to 0.16) 39.7

Social frailty
Crude modelg Reference 0.13 (0.03 to 0.23)* 0.14 (0.05 to 0.24)** −0.03 (−0.15 to 0.09) 41.8
Adjusted modelh Reference 0.14 (0.04 to 0.23)** 0.13 (0.04 to 0.23)** 0.02 (−0.09 to 0.13) 48.5

Note: Data presented as B (95% confidence interval), unless otherwise indicated. More details can be found in Supplementary Table S3.
aAdjusted for baseline overall frailty and country.
bAdjusted for baseline overall frailty, country, age, sex, education level, living situation, smoking, alcohol risk, multimorbidity, and intervention condition.
cAdjusted for baseline physical frailty and country.
dAdjusted for baseline physical frailty, country, age, sex, education level, living situation, smoking, alcohol risk, multimorbidity, and intervention condition.
eAdjusted for baseline psychological frailty and country.
fAdjusted for baseline psychological frailty, country, age, sex, education level, living situation, smoking, alcohol risk, multimorbidity, and intervention
condition.
gAdjusted for baseline social frailty and country.
hAdjusted for baseline social frailty, country, age, sex, education level, living situation, smoking, alcohol risk, multimorbidity, and intervention condition.
*P < .05, ** P < .01, *** P < .001, with significant effect estimates in bold.
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follow-up than at baseline (Figure 2B,D,H), although the dif-
ference in psychological frailty was not significant.

Association Between Frequency of Moderate PA and
Frailty

Supplementary Table S2 shows the multivariate linear
regression models exploring the association between fre-
quency of moderate PA at baseline and overall, physical,
psychological, or social frailty at follow-up. Compared with
participants who undertook moderate PA with a regular
frequency at baseline, participants with low exercise fre-
quency were significantly more frail (B = 0.28; 95% confi-
dence interval [CI] = 0.01-0.55; P < .05) at follow-up after
controlling for overall frailty at baseline and the covariates.

Association Between 12-Month Change in Frequency of
Moderate PA and Frailty

Table 3 shows the multivariate linear regression models
exploring the association between 12-month change in fre-
quency of moderate PA and overall, physical, psychological,
or social frailty at follow-up. Change in frequency of mod-
erate PA was significantly associated with overall, physical,
psychological, and social frailty at follow-up.

Comparedwith participants who undertookmoderate PA
with a continued regular frequency, participants with a
decreased frequency (B = 1.31; 95% CI = 0.99-1.63; P < .001)
and participants with a continued low frequency (B = 1.16;
95% CI = 0.84-1.49; P < .001) were significantly more overall
frail at follow-up after the covariates and overall frailty at base-
line were controlled. Regarding physical frailty, participants
with a decreased frequency (B = 0.80; 95% CI = 0.58-1.03;
P < .001) and participants with a continued low frequency
(B = 0.73; 95% CI = 0.51-0.96; P < .001) were significantly
more physically frail at follow-up. Regarding psychological
frailty, participants with a decreased frequency (B = 0.43; 95%
CI = 0.30-0.56; P < .001) and participants with a continued
low frequency (B = 0.42; 95% CI = 0.29-0.55; P < .001) were
significantly more psychologically frail at follow-up. Regard-
ing social frailty, participants with decreased exercise fre-
quency (B = 0.14; 95% CI = 0.04-0.23; P < .01) and
participants with a continued low frequency (B = 0.13; 95%
CI = 0.04-0.23;P < .01) were significantly more socially frail at
follow-up. Therewas no significant difference in overall, physi-
cal, psychological, and social frailty at follow-up between par-
ticipants who undertook moderate PA with an increased
frequency and participants with a continued regular frequency.
More details can be found in Supplementary Table S3.

DISCUSSION

Our study aimed to examine the longitudinal association
between the frequency of moderate PA and frailty among
community-dwelling older adults older than 70 years. We
found that participants who undertook moderate PA with a
regular frequency at baseline were less overall frail at
follow-up than participants with a low frequency. Second,
we assessed the association between a 12-month change in
frequency of moderate PA and frailty. Older adults who
undertook moderate PA with an increased frequency were

less overall frail at follow-up than they were at baseline.
Older adults who undertook moderate PA with a continued
regular frequency were least overall frail at baseline and at
12-month follow-up. Interestingly, after controlling all the
covariates and baseline overall frailty, the follow-up overall
frailty levels of participants who undertook moderate PA
with an increased frequency were similar to those with a
continued regular frequency. These findings indicate that
maintaining a regular frequency of PA as well as increasing
frequency of PA are associated with maintaining or improv-
ing overall frailty (multidimensional).

Previous observational studies3,10,15 also found that PA is
associated with a delay in progression of frailty among older
adults, but these studies focused on physical frailty.More stud-
ies on multidimensional frailty are still needed. Additionally,
some randomized controlled trials (RCTs) on the effect of PA
intervention on physical frailty showed conflicting results. An
RCT among 424 older adults found that regular PA could
reduce the presence and severity of physical frailty, especially
in individuals at higher risk of disability.9 In contrast, a second-
ary analysis of an RCT among 1635 older adults reported that
a structured, moderate-intensity PA program was not associ-
ated with a reduction in the overall risk of physical frailty.12

These differing results may be due to the different characteris-
tics of PA intervention methods (eg, the intensity, frequency,
and duration of PA) as well as differing frailty criteria among
studies.7,12 RCTs that study the effect of various kinds of PA
intervention (eg, moderate or vigorous activity or a combina-
tion of both with different frequency and duration) on frailty
are needed to determine the optimal level of PA among older
adults.

In addition to overall and physical frailty, our findings
report on the longitudinal association between PA and psycho-
logical and social frailty. After controlling all the covariates
and baseline frailty, we found that older adults who undertook
moderate PA with a continued regular frequency were least
psychologically and socially frail at baseline and follow-up,
and that the follow-up psychological and social frailty levels of
participants who undertook moderate PA with an increased
frequency were similar to those with a continued regular fre-
quency. Regarding psychological frailty, a controlled study of
older adults aged 61 to 89 years in Canada found that PA
training could improve cognitive functioning and psychologi-
cal well-being.27 A systematic review of 11 RCTs to assess the
effect of PA on depression found that PA may reduce depres-
sion or depressive symptoms in adults older than 60 years.28 A
qualitative study among older adults aged 80 to 91 years in
Sweden reported that PA could help older adults to have the
energy to be active and to improve their mood, because PA
was able help them realize that their body was still working
well enough to perform the activity.29 Regarding social frailty,
an RCT in Spain found that a multicomponent exercise pro-
gram was not only able to improve the physical aspects of
frailty, but also to increase interaction with other people,
which could reduce the level of social frailty.30,31 However,
studies to investigate the association between PA and psycho-
logical and social frailty among older adults are still scarce,
andmore studies are needed.27,32

Finally, regarding psychological frailty, we found an
interaction between 12-month change in moderate PA and
country; in the Netherlands, the results were different from
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the results from the other four countries (Supplementary
Table S4). More studies are needed to clarify this finding.

Strengths and Limitations

One strength of our study is that we added longitudinal evi-
dence on the association between PAand frailty among citizens
aged 70 years or older from a diverse community-based sam-
ple from five European countries. In addition, we used a vali-
dated instrument to consider frailty broadly from the physical,
psychological, and social perspectives, and to add to the cur-
rent literature on the association between change in PA and the
three domains of frailty. Social frailty, in particular, is a rarely
explored domain; and there is a dearth of studies on this
subject.33,34

However, our study also has some limitations. First, PA
was measured by one self-reported question, which is fairly
crude and open to interpretation. This question does not differ-
entiate between type of activity and does not take the duration
of activity into account. Studies using a more comprehensive
measurement of PA are needed to confirm our findings. How-
ever, some previous studies35-37 indicate that using a single
question to measure PA is acceptable under certain conditions
(eg, when the sample size is large, when more complex
methods would add to respondent burden, and when collect-
ing data from a broad range of settings). Gill et al also suggest
that the reliability and validity of a single question to briefly
classify PA levels is acceptable.38 Therefore, taking into
account the large sample size, the response burden, and the
aim of the study, we believe that using a single question tomea-
sure the frequency of PA is acceptable. Second, we transferred
the ordinal variable of PA into a dichotomous one, which
might cause information loss. However, we conducted addi-
tional analyses on the association between PA and frailty with
the ordinal variable of PA (Supplementary Figure S1), and the
results were similar to our primary findings. Third, we found
statistically significant differences in frailty scores between
baseline and follow-up. This finding was based on statistical
methods rather than on clinical examinations. Hence, we can-
not draw conclusions on the clinical meaning of the TFI scores.
Future studies should explore whether this statistical difference
corresponds to a clinically meaningful change in frailty level.
Fourth, participants in both the intervention and control
groups were included in the analyses. The intervention may
have led to improvement in health, which could result in the
overestimation of the effect of PA on frailty. However, we con-
trolled for the intervention condition by adding it to the regres-
sion models as a covariate. We also repeated the analyses for
the control group only and found similar results. Additionally,
we considered the results of those persons who had received
specific UHCE interventions may have had an effect on the
changes in the frequency of PA. Therefore, we conducted a sen-
sitivity analysis to control for specific UHCE interventions that
may promote PA. For this purpose, the intervention condition
in the multivariable regression model was categorized into
three categories instead of two: (1) control group, (2) interven-
tion promoting PA group (participants who enrolled in the
falls and/or frailty pathway), and (3) intervention not promot-
ing PA group (participants who did not enroll in the falls
and/or frailty pathway). The results of this sensitivity analysis
were similar to our primary findings. Fifth, our observational

study cannot confirm causality between PA and frailty. A
decrease in frequency of PA might be the cause of the progres-
sion of frailty, or simply the epiphenomenon of a declining
health status. In addition, a decrease in PA might also have
been caused by external factors leading to frailty, such as an
accident, stroke, or fall during the year. Adjusting for mul-
timorbidity at baseline only partly reflects these variations of
PA during 12-month follow-up. Sixth, overadjustment bias
may exist because we adjusted for many covariates and some
of these (eg, multimorbidity) may act partially as a confounder
and partially as a mediator. Last, there may be overlap
between PA and two items of the TFI (walking and balance),
which could cause overestimation of the association. However,
when we explored the association between PA and overall
frailty, after deleting these two items, the results were similar.
Hence, we do not expect that this limitation has changed our
findings.

CONCLUSIONS

In conclusion, we found that both maintaining a regular
frequency of PA and increasing to a regular frequency of
PA are associated with maintaining or improving the level
of frailty among European community-dwelling older
adults older than 70 years, not only in the physical domain,
but also in the psychological and social domains of frailty.
Our findings support the development of new public health
strategies to encourage adults older than 70 years to main-
tain a regular frequency of PA to prevent and delay not
only physical but also psychological and social frailty. More
RCTs studying the effect of the frequency and intensity
levels of PA are needed to determine the optimum level of
PA required to prevent the progression of physical, psycho-
logical, and social frailty among older adults.
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SUPPORTING INFORMATION

Additional Supporting Information may be found in the
online version of this article.

Supplementary Table S1: P Values for Interactions
Between Baseline Frequency of Moderate PA or 12-Month
Change in Frequency of Moderate PA and Age, Sex,
County, Education Level, Living Situation, and Intervention
on the Frailty Scores

Supplementary Table S2: Multivariate Linear Regres-
sion Models (Frequency of Moderate Physical Activity at
Baseline and Follow-Up Scores of Frailty)

Supplementary Table S3: Multivariate Linear Regres-
sion Models (12-Month Change in Physical Activity and
Follow-Up Scores of Frailty)

Supplementary Table S4: Multiple Linear Regression
Models (12-Month Change in Moderate Physical Activity
and Psychological Frailty) Stratified by Country

Supplementary Figure S1: Frequency of moderate
physical activity of participants (three categories of fre-
quency of physical activity: “more than once a week”= [a]
more than once a week; “one a week or less”= [b] once a
week and [c] one to three times a month; “never” = [d]
hardly ever or never).
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