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Abstract: Background: Cognitive frailty (CF), which is a combination of physical frailty and cognitive
impairment, has been associated with functional deterioration in the elderly. However, information
about the prevalence of CF and associated factors among Saudi older adults is lacking. Objectives:
To assess the prevalence of CF and its associated factors in Saudi community-dwelling older adults.
Design: Cross-sectional. Setting: Community-based. Subjects and methods: Thise study included
community-dwelling elderly adults aged 60 years and over living in the Riyadh region. This study
took place from August 2019 to June 2020. CF was defined as the co-existence of physical frailty and
mild cognitive impairment (MCI) without dementia. The association between sociodemographic
and clinical factors and CF was estimated using the relative risk ratio and confidence intervals (RRR;
CIs 95%) using a multivariable binary logistic regression. Main outcome measures: Fried’s frailty
phenotype index; and the Mini-Mental State Examination. Sample size: A total of 421 community-
dwelling older adults (63% male; mean [SD] age 70 [7.1] years). Results: The overall prevalence of CF
was 6.1%. The following factors were associated with CF: age (RRR 16.3; 95% CI 4.91–54.4), being
single (RRR = 3.76 95% CI 1.70–8.31), and number of chronic conditions (RRR 3.1; 95% CI 1.74–5.49).
Conclusions: This study indicated the high prevalence of CF among Saudi community-dwelling older
individuals compared to other populations. Screening for early diagnosis should be incorporated
during examination for older adults. Limitations: The cross-sectional design limits the causality
inference with associated risk factors.
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1. Introduction

The world is confronted with the dilemma of an aging population. There were
703 million people aged 65 and over in the world in 2019 [1]. The population of older adults
is expected to increase to 1.5 billion by 2050, which will represent 16% of the population
by 2050, implying that one in every six individuals on the planet will be 65 or older [1].
In Saudi Arabia, the elderly population is expected to grow from 5.6 percent in 2017 to
22.9 percent by 2050 [1]. Given the high prevalence of chronic diseases, healthcare systems
will face significant challenges as the population of older adults grows dramatically. These
chronic conditions and risks, like diabetes [2], arthritis [3], risk of fall [4], and aging-
related disorders such as physical frailty and dementia, need careful monitoring and
continuous care.

Deterioration in a number of body systems, including musculoskeletal, cardiovascular,
sensorimotor, and cognitive skills, has been linked to aging [5]. Frailty has also been linked
with older age, which is related to a high risk of falling, susceptibility to decline in health
outcomes, limitation in functional status, and later admission to long-term care facilities or
nursing homes [6,7]. Frailty and its health implications are more crucial than ever in Saudi
Arabia, given the current increase in the population of elderly people [1].

Physical frailty is defined as a clinical syndrome in geriatric patients marked by a
greater susceptibility to poor health outcomes [8]. A systematic review found that the
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Middle East has a pooled prevalence of physical frailty of 39.2% [9]. In addition, more
research conducted in Saudi Arabia reported a prevalence of 21% of physical frailty among
elderly people [10]. Physical frailty has been shown to be an independent predictor of
incidence of falls, deteriorating function, hospitalization, and mortality [11]. This is despite
previous data suggesting a connection between frailty and cognitive function [12,13].

Prior research has shown that cognitive impairment is significantly linked to physical
frailty in older people, as the two conditions frequently coexist [12,13]. A consensus
meeting of members of the International Academy on Nutrition and Ageing (I.A.N.A.)
and the International Association of Gerontology and Geriatrics (I.A.G.G.) recently formed
the concept of CF. The consensus panel defined CF as the co-existence of physical frailty
and mild cognitive impairment (MCI) without dementia. A recent review found that the
pooled prevalence of cognitive fragility among community-dwelling older people was
9% [14]. Although the prevalence of CF is considered low in the geriatric population,
CF has been related to a higher risk of falling, functional limitations, low quality of life,
and high mortality rate [15,16]. CF is considered a reversible condition, which indicates
that early assessment and management is important in preventing physical and cognitive
function deterioration in community-dwelling older people. Although previous research
has reported the prevalence of CF in different populations, no research has been conducted
on the prevalence of CF and its related risk factors in community-dwelling older adults in
Saudi Arabia. Therefore, the objective of this study was to assess the prevalence of CF in
Saudi community-dwelling elderly people.

2. Methods
Study Design, Participants, and Setting

Between August 2019 and June 2020, a cross-sectional design study was conducted
on the community primarily in the city of Alkharj in the Riyadh region. In 2020, the city’s
overall population was around 425,300 people. Alkharj is one of the Kingdom’s key centers,
with significant economic importance and a modern administration. This city is rich in
natural resources, has a large geographic region, and has a diverse population. Residents
of Al-Kharj city ≥60 years were invited to participate in the current study. We recruited
participants mostly through the media, public advertisements, and local residential com-
munities. All eligible participants signed written informed consent forms prior to the
start of the study. Approval was obtained from Prince Sattam bin Abdulaziz University’s
ethics council in compliance with the Helsinki Declaration’s guidelines. Inclusion criteria
included age of 60 years and older as well as able to read and write in Arabic. Exclusion
criteria included any unstable or acute medical condition, such as recent fracture, acute
stroke, and unstable hypertension, that might impair their capacity to perform the included
measurements or if they were not Saudi citizens.

3. Measurements
3.1. Frailty Measure

We measured physical frailty using Fried’s frailty phenotype index. The overall score
was determined using five components: weight loss (self-reported unintended weight
reduction of approximately 10 pounds or more in the previous year); having exhaustion
(described by participant answers such as “I felt like everything I did was an effort” and
“I couldn’t get started” using adapted questions from the Center for Epidemiological
Studies Depression (CES-D) scale); slow gait speed (determined by the time it takes to walk
15 feet (approximately 4.57 m), with adjustments for sex and height); and muscle weakness,
using hand grip strength on a JAMAR PLUS+® digital handheld dynamometer (Sam-mons
Preston, Bolingbrook, IL, USA). The strength data were obtained by two qualified physical
therapists, and we used the average of the three measures of the peak force for the dominant
hand in kilograms (kg). Throughout the testing, we checked the calibration of the hand
dynamometer on a regular basis. We classified handgrip strength data based on sex and
body mass index (BMI) and low physical activity using responses from the participant to
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the Minnesota Leisure Time Activities Questionnaire [8]. A score of 0 or 1 was assigned to
each component. Based on their overall score, participants were divided into three groups:
robust, with a score of 0; pre-frail, with 1 or 2; and frail, with 3 or more [8].

3.2. Cognitive Function

The Arabic version of the Mini-Mental State Examination (MMSE) was used to mea-
sure cognitive function [17]. Lower MMSE scores indicate impaired cognitive function,
whereas higher values suggest normal cognitive function. Participants were categorized
into 3 groups: normal cognitive function (MMSE 28–30), mild cognitive function (MMSE
24–27), and severe cognitive impairment (MSSE < 24) [18].

3.3. Demographic and Clinical Variables

Gender (male or female), age in years and categorized into 3 groups (i.e., 60–69, 70–79,
and >79), marital status (married or other), housing arrangements (including living alone
or with others), and educational level (including no formal education, primary school, or
middle school and above) were collected as sociodemographic data. A self-report was used
to gather information on chronic conditions including diabetes, osteoarthritis, hypertension,
cardiovascular disease, depression, and history of falls. Finally, self-reported weight (kg)
divided by height (m2) was used to calculate BMI.

3.4. Definition of Cognitive Frailty

CF was characterized as having a physical frailty score of ≥3 and an MMSE score of
18 to <24 without dementia. We classified participants with a score between 18 and <24 on
the MMSE without physical frailty into the mild cognitive impairment (MCI) group. This
cutoff has been used in previous studies [16,19,20].

4. Data Analysis

Stata 15.1 statistical software was used to examine the data (Stata Corp, 2015, College
Station, TX, USA). The mean and standard deviation for continuous sociodemographic data
were calculated, whereas percentages were utilized for variables that were categorical. Data
normality was assessed using the Kolmogorov-Smirnov test. To compare baseline variables
for the four groups (physical frailty, CF, MCI, and robust group), one-way ANOVA or the
Kruskal-Wallis test were used, depending on data normality. We used the chi-square test
to compare categorical variables. A multinominal logistic regression was conducted to
analyze risk factors that were associated with the presence of CF, and the robust group was
used as the reference group in the model. The relative risk ratio (RRR) and its associated
95% confidence interval (CI) were reported. Model I provides the crude odds ratio from
the univariable logistic regression, while Model II is adjusted for demographic variables,
BMI, and number of chronic conditions. The alpha level was determined at <0.05 for
statistical significance.

5. Results

We included a total of 421 participants in the current study. Table 1 shows the demo-
graphics and clinical factors of the participants according to their frailty status. The mean
age of the participants was 70 years (SD: 7.1). Approximately 63% (265/421) of the current
study sample were men. A total of 21.8% of the participants were classified as having a
mild cognitive impairment, 3.3% were physically frail, 6.1% were cognitively frail, and
50% were robust. The prevalence of CF was higher among participants who had low or no
formal education and had two or more chronic conditions, as shown in Table 1.

5.1. Differences in Cognitive Function across Frailty Groups

A one-way ANOVA was conducted to compare cognitive scores across different frailty
groups. There was a significant difference in cognitive function, as reported using the
MMSE, among frail, pre-frail, and robust participants (p < 0.001). The MMSE decreased
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as the frailty status worsened, with frail individuals having a mean score of 24.7 ± 3.1
(p < 0.001 *), pre-frail individuals having a mean score of 26.7 ± 3.2, and robust individuals
having a higher mean score of 27.4 ± 2.92 (p < 0.001 *) when compared to the pre-frail
group. (Table 2).

Table 1. Demographics and clinical factors according to frailty status groups.

Variable
Total Sample
N = 421 (%)

Frailty Status, n (%) p

Robust (211) Cognitive
Frailty (26)

Physical
Frailty (14)

Dementia
(78) MCI (92)

Age, mean (SD) 70.2 (7.1) 67.8 (5.92) 77 (7.56) 73.1 (7.7) 72.2 (6.8) 71.9 (7.13) <0.001

Gender a

Male 265 (62.9) 117 (44.1) 19 (7.1) 8 (3.1) 62 (23.3) 59 (22.2)
0.004

Female 156 (37.1) 94 (60.2) 7 (4.4) 6 (3.8) 16 (10.2) 33 (21.2)

Education a

No formal education 256 (60.8) 117 (45.7) 23 (8.9) 8 (3.1) 49 (19.1) 59 (23.1)

<0.001
Primary school 105 (24.9) 80 (76.1) 2 (1.9) 3(2.8) 5 (4.7) 15 (14.2)

Middle school
or more 60 (14.2) 15 (25) 1 (1.66) 3 (5) 23 (38.3) 18 (30)

Marital status a

Married 276 (65.6) 165 (59.7) 11 (3.9) 11 (3.9) 41 (14.8) 48 (17.3)
<0.001

Unmarried 145 (34.4) 46 (31.7) 15 (10.3) 3 (2.1) 37 (25.5) 44 (30.3)

Living arrangement a

Living with others 368 (87.4) 194 (52.7) 20 (5.4) 14 (3.8) 66 (17.9) 74 (20.1)
0.04

Living alone 53 (12.5) 17 (32) 6 (11.3) 0 12 (22.6) 18 (33.9)

Number of
comorbidities b 408 (96.9) 1.10 (0.87) 1.71 (0.62) 1.70 (0.75) 1.45 (0.77) 1.36 (0.76) <0.001

BMI (Kg/m2),
mean (SD) c 421 26.7 (4.5) 24.2 (5.1) 22.5 (3.1) 25.4 (5.4) 27.9 (4.8) <0.001

MMSE (score),
mean (SD)c 421 29.2 (0.78) 25.9 (0.95) 28.8 (0.87) 21.3 (1.26) 25.6 (1.1) <0.001

MCI: mild cognitive impairment; BMI: body mass index; MMSE: Mini-Mental State Examination; SD: standard
deviation; a: chi-square test; b: one-way ANOVA; c: Kruskal-Wallis rank test.

Table 2. Differences in the cognitive function across physical frailty groups.

Frailty MMSE
Mean ± SD p

Frailty status
Frail 24.7 ± 3.1 <0.001 *

Pre-frail 26.7 ± 3.2
Robust 27.4 ± 2.92 <0.001 *

SD: standard deviation; MMSE: Mini Mental State Examination; *: Kruskal-Wallis rank test.

5.2. Factors Associated with Cognitive Frailty

Age was a significant risk factor associated with CF across all models in multiple
logistic regression analyses (Table 3). When compared to individuals aged 60–69 years, the
RRR values and 95% CI for older people aged 80 and above increased dramatically to 16.3
(95% CI 4.91–54.4). The adjusted model showed that male gender and number of chronic
conditions were significantly associated with CF, with an RRR of 4.31 (95% CI 1.76–10.5)
and 3.1(95% CI 1.74–5.49), respectively. Participants who were single (RRR = 3.76 (95% CI
1.70–8.31)) showed a substantially greater risk of CF than those who were married (Table 3).
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Table 3. Factors associated with cognitive frailty.

Independent Variables Model I Model II
RRR (95% CI) RRR (95% CI)

Age
70–79 4.38 (1.90–10.1) 3.99 (1.62–9.86)
≥80 13.9 (4.88–39.6) 16.3 (4.91–54.4)

Sex (male) 2.85 (1.30–6.26) 4.31 (1.76–10.5)
Marital status (single) 3.45 (1.72–6.89) 3.76 (1.70–8.31)

Number of chronic conditions 2.57 (1.51–4.35) 3.1 (1.74–5.49)
BMI 0.89 (0.83–0.96) 0.88 (0.81–0.96)

Model I: unadjusted; Model II: adjusted for age, gender, marital status, BMI, and comorbidities. CI: confidence
interval; bold font indicate statistical significance (p ≤ 0.05).

6. Discussion

The prevalence of CF in Saudi older people and associated factor, were investigated
in the current study. The prevalence of CF in our study was 6.1%. The present study also
found that older age, being single, and number of chronic diseases were all associated with
CF. Despite the fact that several studies on the prevalence of CF in other populations have
been conducted, no data have been published on CF in Saudi Arabia.

The prevalence of CF in the current study (6.1%) was within the range of a recent
meta-analysis reporting the pooled prevalence of CF to be between 6% and 16% [21].
This meta-analysis included 51 studies that used different cognitive measures such as the
MMSE, MoCA, and other scales. Due to these differences in frailty assessment and cognitive
function assessment, the prevalence of CF was as low as 0.71% and as high as 58% [12,15].
However, the pooled prevalence of CF using the MMSE in this meta-analysis was 6%,
which is consistent with our prevalence estimate (6%). This low prevalence estimate could
be explained by the Fried criteria of three components or more compared to the other less
conservative criteria of one component or more [21]. Another reason was the younger
individuals in our study and in other studies with a low prevalence of CF [21].

The risk factors associated with CF in the current study were older age, being single,
and number of chronic conditions. These factors have been found to be associated with
CF in previous studies [21–23]. Older age was consistently a significant risk factor for
CF in previous studies [16,23,24]. Aging is a biological change that causes changes at the
cellular level, leading to age-related pathological changes including cognitive and physical
components [25]. In contrast to previous studies, our study found that being single was
associated with CF [23]. These findings could be explained by the cultural differences
between countries, such the fact that living with family members is considered the norm
in Saudi culture, and the impact of marital status on health and CF. In addition, other
factors that might explain such an association include social isolation, potential lifestyle
differences, mental health challenges, and the absence of built-in support networks that
partnerships or marriages often provide [26,27]. Nonetheless, this association highlights the
critical need to address potential risk factors for cognitive frailty among single individuals
and promote cognitive health across diverse social contexts. Future studies should explore
the relationship between CF, marital status, and psychological factors. An increase in the
number of comorbidities was significantly associated with CF in our report. In contrast, a
previous work found no association between number of comorbidities and CF [23]. Future
research should investigate the possible mechanism between number of chronic conditions
and CF.

Clinical implications for the current study include prevention, screening, and interven-
ing for Saudi community-dwelling older adults. Highlighting modifiable associated risk
factors such as number of comorbidities is of importance to manage diseases and improve
general strength. The management of chronic diseases such as diabetes and hypertension
includes medication adherence and lifestyle change involving diet and exercise. Future
research should examine whether improvements in these modifiable risk factors lead to
improvement in CF.
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Future research should take into account these limitations of this study. The cross-
sectional design limits the causality inference with associated risk factors. Future work
should examine these risk factors at baseline and at follow up. However, this study was
the first to report CF among older adults living in Saudi Arabia. Cognitive function was
measured using the MMSE, and this is not an objective measure. However, the MMSE has
been shown to be a relevant and valid measure for MCI. To assess physical activity, we used
a consensus Arabic translation of the Minnesota Leisure Time Activities Questionnaire,
which allowed us to collect data effectively. However, there is a need for potential future
validation efforts to further establish the questionnaire’s reliability and validity in the
Arabic-speaking context. Finally, convenience sampling is another limitation that might
affect the generalizability of the results. In addition, our sample was not drawn randomly
from the population. Having an unbalanced gender-based sample might contribute to the
high prevalence of men in the CF and MCI groups. Future work should consider random
sampling to generalize the findings.

This study provided the first prevalence rate in Saudi community-dwelling older
adults and examined the associated risk factors of CF. The prevalence of CF in this study
was 6.1%. This study suggests that early screening and intervention might be incorporated
during examination for older adults to enable early diagnosis. Future studies should
examine the longitudinal impact of associated risk factors on CF in this population.

Author Contributions: B.A.A. and A.M.A. conceived and designed the study, helped with data
interpretation, contributed to draft writing, and read and approved the final version of the manuscript.
All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: This study was approved by the Ethical Committee of Prince
Sattam bin Abdulaziz University in Saudi Arabia (7/102022) and carried out in accordance with
the ethical standards set out in the Helsinki Declaration. Informed consent was obtained from all
participants and/or their legal guardians.

Data Availability Statement: Data used in the study are available from the corresponding author on
reasonable request.

Acknowledgments: This study is supported via funding from Prince Sattam bin Abdulaziz Univer-
sity project number (PSAU/2023/R/1445).

Conflicts of Interest: The authors declare no conflict of interest.

References
1. United Nations. World Population Ageing [Highlights]. 2017 [Cited 20 March 2018]. Available online: http://www.un.org/en/

development/desa/population/publications/pdf/ageing/WPA2017_Highlights.pdf (accessed on 20 February 2023).
2. Alqahtani, B.; Elnaggar, R.K.; Alshehri, M.M.; Khunti, K.; Alenazi, A. National and regional prevalence rates of diabetes in Saudi

Arabia: Analysis of national survey data. Int. J. Diabetes Dev. Ctries. 2022, 43, 392–397. [CrossRef]
3. Alenazi, A.M.; Alhowimel, A.S.; Alotaibi, M.A.; Alqahtani, B.A.; Alshehri, M.M.; Alanazi, A.D.; Alanazi, A.A.; Alanazi, S.F.;

Bindawas, S.M. Prevalence and incidence of osteoarthritis among people living in the Gulf Cooperation Council countries: A
systematic review and meta-analysis. Clin. Rheumatol. 2021, 40, 3523–3531. [CrossRef] [PubMed]

4. Alqahtani, B.A.; Alshehri, M.M.; Hoover, J.C.; Alenazi, A.M. Prevalence of falls among older adults in the Gulf Cooperation
Council countries: A systematic review and meta-analysis. Arch. Gerontol. Geriatr. 2019, 83, 169–174. [CrossRef]

5. Gangavati, A.; Hajjar, I.; Quach, L.; Jones, R.N.; Kiely, D.K.; Gagnon, P.; Lipsitz, L.A. Hypertension, Orthostatic Hypotension, and
the Risk of Falls in a Community-Dwelling Elderly Population: The Maintenance of Balance, Independent Living, Intellect, and
Zest in the Elderly of Boston Study. J. Am. Geriatr. Soc. 2011, 59, 383–389. [CrossRef] [PubMed]

6. Ensrud, K.E. Comparison of 2 Frailty Indexes for Prediction of Falls, Disability, Fractures, and Death in Older Women. Arch.
Intern. Med. 2008, 168, 382. [CrossRef]

7. Cawthon, P.M.; Marshall, L.M.; Michael, Y.; Dam, T.T.; Ensrud, K.E.; Barrett-Connor, E.; Orwoll, E.S. Frailty in older men:
Prevalence, progression, and relationship with mortality. J. Am. Geriatr. Soc. 2007, 55, 1216–1223. [CrossRef]

8. Fried, L.P.; Tangen, C.M.; Walston, J.; Newman, A.B.; Hirsch, C.; Gottdiener, J.; Seeman, T.; Tracy, R.; Kop, W.J.; Burke, G. Frailty
in older adults: Evidence for a phenotype. J. Gerontol. Ser. A Biol. Sci. Med. Sci. 2001, 56, M146–M157. [CrossRef]

9. Alqahtani, B.A.; Alshehri, M.M.; Elnaggar, R.K.; Alsaad, S.M.; Alsayer, A.A.; Almadani, N.; Alhowimel, A.; Alqahtani, M.;
Alenazi, A.M. Prevalence of Frailty in the Middle East: Systematic Review and Meta-Analysis. Healthcare 2022, 10, 108. [CrossRef]

http://www.un.org/en/development/desa/population/publications/pdf/ageing/WPA2017_Highlights.pdf
http://www.un.org/en/development/desa/population/publications/pdf/ageing/WPA2017_Highlights.pdf
https://doi.org/10.1007/s13410-022-01092-1
https://doi.org/10.1007/s10067-021-05662-2
https://www.ncbi.nlm.nih.gov/pubmed/33715078
https://doi.org/10.1016/j.archger.2019.04.006
https://doi.org/10.1111/j.1532-5415.2011.03317.x
https://www.ncbi.nlm.nih.gov/pubmed/21391928
https://doi.org/10.1001/archinternmed.2007.113
https://doi.org/10.1111/j.1532-5415.2007.01259.x
https://doi.org/10.1093/gerona/56.3.M146
https://doi.org/10.3390/healthcare10010108


J. Clin. Med. 2023, 12, 7019 7 of 7

10. Alqahtani, B.A.; Alenazi, A.M.; Alshehri, M.M.; Osailan, A.M.; Alsubaie, S.F.; Alqahtani, M.A. Prevalence of frailty and associated
factors among Saudi community-dwelling older adults: A cross-sectional study. BMC Geriatr. 2021, 21, 185. [CrossRef]

11. Rockwood, K.; Howlett, S.E.; MacKnight, C.; Beattie, B.L.; Bergman, H.; Hébert, R.; Hogan, D.B.; Wolfson, C.; McDowell, I.
Prevalence, attributes, and outcomes of fitness and frailty in community-dwelling older adults: Report from the Canadian study
of health and aging. J. Gerontol. Ser. A Biol. Sci. Med. Sci. 2004, 59, 1310–1317. [CrossRef]

12. Shimada, H.; Makizako, H.; Doi, T.; Yoshida, D.; Tsutsumimoto, K.; Anan, Y.; Uemura, K.; Ito, T.; Lee, S.; Park, H.; et al. Combined
prevalence of frailty and mild cognitive impairment in a population of elderly Japanese people. J. Am. Med. Dir. Assoc. 2013, 14,
518–524. [CrossRef]

13. Robertson, D.A.; Savva, G.M.; Kenny, R.A. Frailty and cognitive impairment—A review of the evidence and causal mechanisms.
Ageing Res. Rev. 2013, 12, 840–851. [CrossRef]

14. Qiu, Y.; Li, G.; Wang, X.; Zheng, L.; Wang, C.; Wang, C.; Chen, L. Prevalence of cognitive frailty among community-dwelling
older adults: A systematic review and meta-analysis. Int. J. Nurs. Stud. 2022, 125, 104112. [CrossRef] [PubMed]

15. Solfrizzi, V.; Scafato, E.; Seripa, D.; Lozupone, M.; Imbimbo, B.P.; D’amato, A.; Tortelli, R.; Schilardi, A.; Galluzzo, L.; Gandin, C.;
et al. Reversible cognitive frailty, dementia, and all-cause mortality. J. Am. Med. Dir. Assoc. 2017, 18, 89-e1. [CrossRef] [PubMed]

16. Rivan, N.F.M.; Singh, D.K.A.; Shahar, S.; Wen, G.J.; Rajab, N.F.; Din, N.C.; Mahadzir, H.; Kamaruddin, M.Z.A. Cognitive frailty is
a robust predictor of falls, injuries, and disability among community-dwelling older adults. BMC Geriatr. 2021, 21, 593. [CrossRef]

17. Albanna, M.; Yehya, A.; Khairi, A.; Dafeeah, E.; Elhadi, A.M.; Rezgui, L.; Al Kahlout, S.R.; Yousif, A.E.M.; Uthman, B.; Al-
Amin, H. Validation and cultural adaptation of the Arabic versions of the mini-mental status examination-2 and mini-cog test.
Neuropsychiatr. Dis. Treat. 2017, 13, 793–801. [CrossRef]

18. Yamazaki, Y.; Miwa, T.; Sakurai, H.; Hanyu, H.; Iwamoto, T.; Odawara, M. Clinical backgrounds and morbidity of cognitive
impairment in elderly diabetic patients. Endocr. J. 2011, 58, 109–115. [CrossRef]

19. Lee, T.; Chung, J.; Song, K.; Ji, Y. Prevalence and associated factors of cognitive frailty in community-dwelling older adults:
Results from the Korean longitudinal study of aging. Int. J. Older People Nurs. 2023, e12576. [CrossRef] [PubMed]

20. Tombaugh, T.N.; McIntyre, N.J. The Mini-Mental State Examination: A comprehensive review. J. Am. Geriatr. Soc. 1992, 40,
922–935. [CrossRef]

21. Zhang, T.; Ren, Y.; Shen, P.; Jiang, S.; Yang, Y.; Wang, Y.; Li, Z.; Yang, Y. Prevalence and Associated Risk Factors of Cognitive
Frailty: A Systematic Review and Meta-Analysis. Front. Aging Neurosci. 2022, 13, 755926. [CrossRef]

22. Ruan, Q.; Xiao, F.; Gong, K.; Zhang, W.; Zhang, M.; Ruan, J.; Zhang, X.; Chen, Q.; Yu, Z. Prevalence of cognitive frailty phenotypes
and associated factors in a community-dwelling elderly population. J. Nutr. Health Aging. 2020, 24, 172–180. [CrossRef] [PubMed]

23. Seesen, M.; Sirikul, W.; Ruangsuriya, J.; Griffiths, J.; Siviroj, P. Cognitive Frailty in Thai Community-Dwelling Elderly: Prevalence
and Its Association with Malnutrition. Nutrients 2021, 13, 4239. [CrossRef] [PubMed]

24. Kim, H.; Awata, S.; Watanabe, Y.; Kojima, N.; Osuka, Y.; Motokawa, K.; Sakuma, N.; Inagaki, H.; Edahiro, A.; Hosoi, E.; et al.
Cognitive frailty in community-dwelling older Japanese people: Prevalence and its association with falls. Geriatr. Gerontol. Int.
2019, 19, 647–653. [CrossRef] [PubMed]

25. Lee, H.; Lee, E.; Jang, I.Y. Frailty and Comprehensive Geriatric Assessment. J. Korean Med. Sci. 2020, 35, e16. [CrossRef]
26. Feng, L.; Ng, X.; Yap, P.L.; Li, J.; Lee, T.; Håkansson, K.; Kua, E.H.; Ng, T.P. Marital Status and Cognitive Impairment among

Community-Dwelling Chinese Older Adults: The Role of Gender and Social Engagement. Dement. Geriatr. Cogn. Disord. Extra
2014, 4, 375–384. [CrossRef]

27. Lee, J.H. Social Relations and Frailty Trajectory in Later Adulthood: Evidence from Health and Retirement Study. Innov. Aging
2019, 3, S972–S973. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1186/s12877-021-02142-9
https://doi.org/10.1093/gerona/59.12.1310
https://doi.org/10.1016/j.jamda.2013.03.010
https://doi.org/10.1016/j.arr.2013.06.004
https://doi.org/10.1016/j.ijnurstu.2021.104112
https://www.ncbi.nlm.nih.gov/pubmed/34758429
https://doi.org/10.1016/j.jamda.2016.10.012
https://www.ncbi.nlm.nih.gov/pubmed/28012505
https://doi.org/10.1186/s12877-021-02525-y
https://doi.org/10.2147/NDT.S126825
https://doi.org/10.1507/endocrj.K10E-388
https://doi.org/10.1111/opn.12576
https://www.ncbi.nlm.nih.gov/pubmed/37776018
https://doi.org/10.1111/j.1532-5415.1992.tb01992.x
https://doi.org/10.3389/fnagi.2021.755926
https://doi.org/10.1007/s12603-019-1286-7
https://www.ncbi.nlm.nih.gov/pubmed/32003407
https://doi.org/10.3390/nu13124239
https://www.ncbi.nlm.nih.gov/pubmed/34959791
https://doi.org/10.1111/ggi.13685
https://www.ncbi.nlm.nih.gov/pubmed/31083795
https://doi.org/10.3346/jkms.2020.35.e16
https://doi.org/10.1159/000358584
https://doi.org/10.1093/geroni/igz038.3526

	Introduction 
	Methods 
	Measurements 
	Frailty Measure 
	Cognitive Function 
	Demographic and Clinical Variables 
	Definition of Cognitive Frailty 

	Data Analysis 
	Results 
	Differences in Cognitive Function across Frailty Groups 
	Factors Associated with Cognitive Frailty 

	Discussion 
	References

