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Abstract
Background It is important to identify the relevant parameters of physical performance to prevent early functional decline 
and to prolong independent living. The aim of this study is to describe the development of physical performance in a healthy 
community-dwelling older cohort aged 70+ years using comprehensive assessment over two years and to subsequently 
identify the most relevant predictive tests for physical decline to minimize assessment.
Methods Physical performance was measured by comprehensive geriatric assessment. Predictors for the individual decline 
of physical performance by Principal Component and k-means Cluster Analysis were developed, and sensitivity and speci-
ficity determined accordingly.
Results 251 subjects (Ø 75.4 years) participated in the study. Handgrip strength was low in 21.1%. The follow-up results 
of tests were divergent. Handgrip strength [− 16.95 (SD 11.55)] and the stair climb power test (power) [− 9.15 (SD 16.84)] 
yielded the highest percentage changes. Four most relevant tests (handgrip strength, stair climb power time, timed up & go 
and 4-m gait speed) were identified. A predictor based on baseline data was determined (sensitivity 82%, specificity 96%) 
to identify subjects characterized by a high degree of physical decline within two years.
Discussion Although the cohort of older adults is heterogeneous, most of the individuals in the study exhibited high levels 
of physical performance; only a few subjects suffered a relevant decline within the 2-year follow-up. Four most relevant tests 
were identified to predict relevant decline of physical function.
Conclusion In spite of ceiling effects of the geriatric assessment in high-performers, we assume that it is possible to predict 
an individual’s risk of physical decline within 2 years with four tests of a comprehensive geriatric assessment.

Keywords Primary prevention · Frailty · Comprehensive geriatric assessment · Older adults · Muscle power test · Mobility 
tests

Background

Physical function is of major relevance for older people’s 
quality of life, cognitive state and independence in activities 
of daily living (ADLs) [1–3]. Decline in physical function 
leads to disability in older adults [4], physical activity is 
associated with greater physical function [5]. As the percent-
age of older people in our communities steadily grows, it 
is becoming increasingly important to understand physical 
function in a bid to avoid care dependency and disability. 
Loss of independence and the inability to perform ADLs 
impose a growing burden on the health care system. In 
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general, “physical performance”, including parameters of 
function, strength/power, balance and endurance, in older 
people is usually reviewed by comprehensive geriatric 
assessments such as handgrip strength, short physical per-
formance battery, timed up & go, and stair climb power test. 
Choosing the most sensitive and meaningful instrument for 
assessing physical performance is a major challenge, par-
ticularly because the group of subjects 70+ years is very 
heterogeneous.

Cut-off values and clinically meaningful changes for 
the risk of functional decline and adverse health outcomes 
have already been defined for several of the aforementioned 
established tests. For walking speed, for instance, a cut-off 
of 0.8 m/s was identified as being associated with adverse 
health outcomes [6]. Taking more than 20 s for the timed up 
& go test is associated with low mobility [7]. Participants 
who took longer than 16.7 s to rise from a chair five times 
represented the slowest quartile in a cohort of 1122 subjects 
and exhibited the highest percentages of four-year follow-up 
disability [8]. Muscle strength and muscle power are impor-
tant determinants of physical performance and mobility 
skills in older adults [9–11]. While strength is defined as the 
ability to exert force, muscle power is defined as the ability 
to exert force over time (power = force × velocity) [9]. Both 
parameters have significant effects on the fear of falling and 
the quality of life [12], and play a special role in the screen-
ing and diagnosis of sarcopenia [13], a disease that may lead 
to a loss of independence. Even a single measurement of 
handgrip strength has shown to be predictive of health out-
comes [14]. Using data from the Women’s Health and Aging 
study, Xue et al. sought to predict the risk of falling, physical 
disability, and frailty by the rate of decline in grip strength. 
However, they concluded that greater baseline handgrip 
strength was significantly associated with a lower risk of 
IADL disability and frailty [15]. McKinnon et al. postulated 
that muscle power declines earlier than muscle strength, due 
to a reduction of motor unit numbers with aging [16]. There-
fore, muscle power may exert a greater influence on physical 
performance than strength [9, 10]. Leg muscle power can 
be estimated from chair rising or stair climbing [17, 18]. 
Common tests to assess leg muscle power in older adults 
are the five times chair rise test (which is part of the short 
physical performance battery) [4] and the stair climb power 
test [18]. The five times chair-rise test has proven useful 
in clinical decision-making, although it exhibits limitations 
to discriminate good and poor performers in terms of bal-
ance disorders [19]. Many older adults are unable to perform 
the stair climb power test due to orthopedic or neurologic 
problems, a lack of power or fear of falling [20]. Many tests 
in the geriatric context exhibit ceiling effects. Therefore, a 
distinction in high-performers is challenging.

To our knowledge, only few previous studies have 
addressed longitudinal data on the physical performance 

of a high-performing population 70+ , measured by a com-
parably broad battery of assessments, including function, 
strength and power, balance and endurance with emphasis 
on the individual course of physical decline. In view of high 
functional level of the study population we did not focus 
on established geriatric thresholds, but rather on changes 
over time since we believe it is of utmost importance in 
the sense of primary prevention to detect an individual’s 
risk at a very early stage. Additionally, most studies have 
investigated younger subjects or subjects with a wider age 
range [21]; conducted fewer physical tests; monitored the 
follow-up examination only by (telephone) interview; or did 
not consider individual trajectories.

Objective

The present longitudinal observation Versa study (prediction 
for maintaining self-employment in old age) of older inde-
pendent community-dwelling people aged above 70 years 
was part of the primary prevention project called AEQUIPA 
(physical activity and health equity: primary prevention for 
healthy aging). The aim of the study was to describe the 
development of physical performance in a high-performing 
group over two years, measured by comprehensive geriat-
ric assessment, and to identify the most predictive tests for 
individual deterioration to minimize this assessment. This 
may be useful for identifying individuals with the highest 
risk who may benefit from early intervention, e.g. fitness 
programs.

Methods

Study population

Community-dwelling older adults without any acute health 
problems participated in the study. Recruitment took place 
in sports clubs, senior appointments, music societies, rehab 
sport centers, physiotherapy departments and via newspaper 
advertisements. The study inclusion criteria were: a mini-
mum age of 70 years; community-dwelling; no severe acute 
diseases (e.g. lung, kidney or heart); no difficulties in climb-
ing a flight of ten steps; the ability to attend assessments 
independently; no pacemaker or other electronic implants; 
and a timed up & go test < 20 s.

Study design

In this longitudinal observational study, eligible partici-
pants were assessed at the study center at the Carl von 
Ossietzky University Oldenburg for baseline assessment 
(t0). A written informed consent sheet was sent to the par-
ticipants after a phone call at least one week before the 



565Aging Clinical and Experimental Research (2021) 33:563–572 

1 3

baseline evaluation. All subjects signed informed con-
sent. Subsequent visits were made after six (t1) and 24 
(t2) months; the tests outlined below were performed in a 
standard manner each time. A health history was recorded 
including a semi-structured questionnaire for health status 
(hypertension, past strokes, chronic diseases as e.g. diabe-
tes mellitus and COPD, falls and general health) and med-
ication review. Blood pressure was measured for safety 
reasons, a value of > 180/95 mm/Hg led to a termination 
of the study of the affected participant. The study protocol 
was approved by the Medical Ethics Committee of the 
Hannover Medical School (MHH) (Nr. 6948), Germany.

Physical performance

Handgrip strength (HGS): HGS was measured using a 
JAMAR hand-held dynamometer (Jamar, Bolingbrook, 
IL). The participants performed the test while seated, 
using both hands and alternating with three trials per 
hand. The maximum of the mean value of the three meas-
urements of the left or right hand (whichever was the 
stronger) was taken. Reduced HGS according to frailty 
criteria was related to body mass index (BMI) and defined 
according to Fried et al. [22].

The stair climb power test (SCPT): SCPT was used to 
measure leg power. The time taken (in sec.) (SCPTT) for 
the subject to climb a flight of ten stairs was measured, and 
the related power was calculated (in watts, P = m × g × h/t) 
(SCPTP) according to Bean et al. [18].

The timed up & go test (TUG): The TUG is an estab-
lished test in community-dwelling older people to reliably 
assess functional mobility and its clinical change over time 
[23]. TUG was measured in seconds, and the results were 
evaluated according to Podsiadlo and Richardson [7].

Short physical performance battery (SPPB): SPPB 
included the five-times chair rise test (5TCR), 4-m gait 
speed (4mGS) and balance tests (semi-tandem stand, tan-
dem stand) according to Guralnik et al. [8]. The time (in 
seconds) taken to perform each component and the cumu-
lative score were used to assess the results.

The six minute walking test (6mWT): 6mWT is a com-
mon test for assessing functional exercise capacity and 
endurance performance over a period of time [24]. In this 
study, the participants were instructed to walk continu-
ously at their individual habitual pace along a 20 m cor-
ridor until the tester asked them to stop; distances were 
recorded in meters (m). For safety reasons, the instructor 
accompanied the subject for the full distance. The time 
taken was measured in seconds using a stopwatch.

Statistical analysis

To describe the cohort, data were given in absolute numbers 
and in percentages as the mean, standard deviation, mini-
mum, maximum, and the 1st to 3rd quartile, respectively. 
The results of follow-up data were presented in percentages, 
with a negative sign for a deterioration of physical perfor-
mance and a positive, respectively no sign for an improve-
ment. Friedman test, a non-parametric statistical test, was 
used to detect differences across multiple test attempts. A 
p value of ≤ 0.01 is referred to be statistically significant.

Reduction of the number of assessments

A principal component analysis (PCA), also known as 
orthogonal transformation, is a statistical procedure in the 
exploratory statistic and multivariate data analysis with the 
aim to convert a set of observations of possibly correlated 
variables into a set of linearly uncorrelated variables called 
principal components. The idea of this analysis is to “reduce 
the dimensionality of a data set, which consists of a large 
number of interrelated variables, while retaining as much as 
possible of the variation present in the data set” [25]. In the 
present study, PCA was applied to identify the most relevant 
components—and therefore of assessments—of physical 
performance and to reduce the number of variables of the 
comprehensive geriatric assessment. Non-metric measures 
as the categorical variable “semi- and tandem stand” were 
excluded from PCA [26].

Sub‑group identification

The data was visualized using vector graphs. A k-means 
cluster analysis [27] was used on the basis of t2 data to divide 
n observations into k clusters in which each observation 
belongs to the cluster with the nearest mean. In the pre-
sent analysis, clustering was used to identify subjects with 
comparable characteristics regarding physical function to 
find subjects with different levels of function according to 
the reduced set of assessment. The appropriate number of 
clusters was decided based on content, as described later.

Individual predictive value

Three hypothetical predictors have been developed to iden-
tify subjects with low function (see “Results”: Cluster 4 
contains subjects with the lowest functional status). For 
Predictor 1 we used the cluster centers of the area of low-
est physical function and adjacent clusters at t2 to identify 
the position and orientation of the dividing lines. We then 
plotted the position of the subjects at t0 and identified which 
subjects were already in the low function area (Cluster 4) 
at the baseline. Mean values of vectors of each subject of 
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each cluster have been calculated. For Predictor 2, accord-
ing to these mean values of vectors of the area of lowest 
physical function and adjacent clusters at t0 new dividing 
lines have been calculated. Then the individual position of 
the subjects at the baseline t0 was plotted and they matched 
to the cluster of lowest physical function. For Predictor 3, 
examining the delta values of t0–t1, subjects were considered 
if they deteriorated in terms of strength (y-axis) and mobil-
ity (x-axis); in the following, the procedure was identical to 
that of Predictor 2. Sensitivity and specificity for subjects 
of lowest physical function (“test positive”) were calculated 
for all three predictors.

Software

Statistical analysis was performed using IBM Corp. Released 
2017, IBM Statistics for Windows, version 25.0, Armonk, 
NY: IBM Corp. and Matlab R2019 (The MathWorks Inc.).

Results

We included 251 participants (mean age 75.4 years) in the 
study at baseline; 148 (59%) women and 103 (41%) men. 
High blood pressure was present in 51.8%, diabetes in 8.4%, 
past stroke and COPD in 6.8%. Table 1 shows the base-
line and follow-up characteristics. Four (1.6%) subjects 
dropped out of the study after six months, and a further 19 
(in total 23 = 9.1%) after 24 months. The majority of the 
subjects (n = 196, 78.1%) had an age-associated normal BMI 
between 20 and 30 kg/m2; one (0.4%) subject was malnour-
ished (BMI < 20 kg/m2); and n = 54 (21.5%) were obese 
(BMI > 30 kg/m2). According to the established geriatric 
threshold, n = 53 (21.1%) of the subjects exhibited a low 
handgrip strength at the baseline, n = 67 (26.7%) reached 
less than 3 points in the 5TCR test and none of the subjects 
needed more than 20 s for the timed up & go test (according 
to inclusion criteria) (data not shown). 

Table 2a, b show percentage changes in physical per-
formance tests compared to the baseline for the first and 
second follow-up, respectively, with the highest percentage 
changes at the beginning. The highest percentage changes 
in the first follow-up occurred in 5TCR [2.18 (SD 17.41)%] 
and 6mWT [1.70 (SD 8.18)%], and in the second follow-up 
in HGS [− 16.95 (SD 11.55)%] and SCPTT [− 9.15 (SD 
16.84)%]. The changes present a decline of function when 
sign is negative and an improvement when sign no sign is 
present, which means a positive sign.

According to the Friedman test, data differs signifi-
cantly across the three measurements (significance level 
of p < 0.01, data not shown), except for BMI, SPPB and 
the SPPB tandem stand test. Only subjects with completed 

data at all three time points were included in the analysis 
(n = 208).

Table 3 shows the results of PCA  (t2 data) to identify the 
most relevant variables (assessments) for describing physical 
performance. BMI, SPPB and the SPPB semi-tandem stand 
test were excluded from further analysis because they did not 
differ over time or they were ordinally scaled.

Two main components were identified regarding the 
24-month follow-up: first (x-axis), a combined time axis 
strongly associated with mobility measured via the varia-
bles SCPTT, TUG and 4mGS; second (y-axis), a component 
dominated by HGS. A cut-off value of > 0.8 was set for the 
integration of variables.

The data of vector position at t2 was analysed by k-means 
cluster analysis to identify sub-groups of comparable physi-
cal function. We decided to continue analysis with five clus-
ters for issue-based reasons and due to a lack of a qualitative 
criterion. Three clusters included only men or only women. 
In four clusters, delta values (t0–t1) of physical performance 
differed only weakly. Six clusters resulted in an uneven dis-
tribution in terms of the number of subjects in each cluster. 
The silhouette coefficient, the only established quality cri-
terion for cluster analysis, was approximately comparable in 
all cluster number variations (approx. 0.5 on a scale between 
− 1 and + 1) (data not shown). Figure 1 presents trajectories 
of physical function of all subjects at all three time points 
(t0, t1, and t2) in the new 2-dimensional coordinate system 
derived from the PCA. The first follow-up (t0–t1) is always 
presented via a black arrow, the second follow-up (t1–t2) 
in different colors in dependence of its cluster membership 
(please see the legend).

Table 4 shows the characteristics of the subjects from the 
five clusters. Cluster 4 is characterized by the highest age of 
the subjects (79.2 years) and a high percentage of women 
(87%). Regarding physical function all tests showed the low-
est level in comparison to the other clusters.

We calculated sensitivity and specificity of the three 
predictors by testing how many subjects would have been 
clustered to cluster 4 at baseline (see Fig. 2). With this 
approach predictive value of the three predictors can be 
derived as cluster 4 identifies subjects with the lowest 
physical function. Figure 2 shows the dividing lines of pre-
dictor 1 (blue) and 2 (red). Cluster 4 is colored in magenta. 
In accordance to the legend, subjects who were plotted at 
baseline and were additionally identified positively with 
predictor 1, 2 or 3 were colored differently (blue for pre-
dictor 1, red for predictor 2, and green for predictor 3). In 
addition to the figure, Table 5a, b, c present the results of 
sensitivity and specificity. Predictor 2 showed highest val-
ues of sensitivity as 22 subjects of the 23 subjects of clus-
ter 4 were also identified at baseline. Predictor 1 missed 
11 and predictor 3 missed 12 subjects and exhibit therefore 
a sensitivity of 52%, respectively 48%. Figure 2 shows 
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Table 1  Characteristics at the 
baseline (t0), after six months 
(t1) and after 24 months (t2)

n (%) Min Max Mean (SD) 1st to 3rd quartile p value 
Friedman 
test

Age (years)
 t0 251 70 87 75. 1 (3.89) 72.00–77.00
 t1 247 70 88 75.87 (3.84) 73.00–78.00
 t2 226 71 89 77.23 (3.78) 74.00–79.00

Female
 t0 148 (59)
 t1 146 (59)
 t2 132 (58)

BMI (kg/m2)
 t0 251 19.20 42.20 27.43 (4.10) 24.50–29.40 0.912
 t1 247 19.50 42.40 27.40 (4.11) 24.50–29.40
 t2 226 19.50 40.70 27.23 (3.96) 24.40–29.23

Physical function
 HGS (kg)
  t0 251 10.67 55.33 28.87 (10.04) 21.33–37.00 0.000
  t1 247 10.00 53.67 28.54 (9.79) 21.33–36.00
  t2 225 7.00 48.67 24.32 (9.57) 17.00–31.00

 Female (kg)
  t0 148 10.67 35.00 22.13 (4.76) 18.41–25.59
  t1 145 10.00 34.33 22.17 (5.10) 18.33–26.00
  t2 132 7.00 30.00 17.91 (4.43) 14.75–21.00

 Male [kg]
  t0 103 22.00 55.33 38.56 (7.31) 34.50–42.67
  t1 102 18.33 53.67 37.59 (7.43) 33.00–43.08
  t2 93 14.00 48.67 33.42 (7.23) 29.17–38.50

 SCPTT (s)
  t0 251 3.33 10.64 5.85 (1.17) 5.08–6.39 0.000
  t1 247 3.28 12.27 5.83 (1.14) 5.09–6.38
  t2 220 3.20 14.29 6.21 (1.25) 5.48–6.81

 SCPTP (W)
  t0 251 101.24 456.67 218.66 (50.71) 185.20–247.93 0.000
  t1 246 102.04 401.82 218.74 (48.94) 188.49–245.06
  t2 220 78.67 368.50 202.48 (47.50) 172.28–229.37

 TUG (s)
  t0 251 4.95 14.05 8.50 (1.68) 7.40–9.38 0.000
  t1 247 5.04 15.26 8.49 (1.73) 7.22–9.15
  t2 225 5.34 16.63 8.95 (1.85) 7.67–9.94

 4mGS (s)
  t0 251 1.61 4.38 2.78 (0.49) 2.47–3.07 0.001
  t1 247 1.59 4.74 2.73 (0.52) 2.38–2.98
  t2 224 1.76 5.90 2.80 (0.54) 2.45–3.05

 5TCR (s)
  t0 251 6.70 23.89 12.44 (3.04) 10.40–13.75 0.001
  t1 246 6.32 21.38 12.00 (2.82) 9.94–13.66
  t2 220 6.44 20.26 11.70 (2.66) 9.81–13.24

 SPPB (pts.)
  t0 251 7 12 10.97 (1.04) 10–12 0.359
  t1 247 8 12 10.96 (1.16) 10–12
  t2 224 3 14 10.83 (1.39) 10–12
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the dividing lines of predictors 1 and 2 (predictor 3 was 
defined as a negative delta value of the vector positions, 
meaning deterioration of physical function, from t0–t1 
plus dividing lines of predictor 2, therefore extra divid-
ing lines are not available). To judge assessment results 

in clinical settings regarding the risk of a person i to be 
a low-performer (“cluster 4”), the following coordinates 
[t0

x(i), t0
y(i)] have to be calculated:

t0
x(i) = SCPTT*0.912 + TUG*0.905 + 4mGS*0.887 and 

t0
y(i) = HGS*0.836.

BMI body mass index, HGS handgrip strength, SCPTT stair climb power test (time), SCPTP (Power), TUG  
timed up & go, 4mGS 4 m gait speed, 5TCR  5 times chair rise, SPPB short physical performance battery, 
6mWT 6 min walk test, SD standard deviation

Table 1  (continued) n (%) Min Max Mean (SD) 1st to 3rd quartile p value 
Friedman 
test

 SPPB semi-tandem (pts.)
  t0 251 0 1 0.99 (0.09) 1–1 0.013
  t1 247 1 1 1.00 (0.00) 1–1
  t2 224 0 1 0.97 (0.17) 1–1

 SPPB tandem (pts.)
  t0 251 0 2 1.91 (0.31) 2–2 0.000
  t1 247 0 2 1.81 (0.44) 2–2
  t2 224 0 2 1.64 (0.64) 1–2

 6mWT (m)
  t0 251 198.00 640.00 435.50 (74.14) 391.00–480.00 0.000
  t1 247 245.00 655.00 442.11 (74.87) 398.00–485.00
  t2 209 70.00 610.00 429.84 (79.35) 392.50–470.50

Table 2  Changes of physical 
performance (percentage)

A negative sign (−) means a deterioration and no sign an improvement
HGS handgrip strength, SCPTT stair climb power test (time), SCPTP (Power), TUG  timed up & go, 4mGS 
4 m gait speed, 5TCR  5 times chair rise, SPPB short physical performance battery, 6mWT 6 min walk test, 
SD standard deviation

n Min Max Mean (SD) 1st to 3rd quartile
% Delta of:

A. t0–t1 in descending order
1 5TCR 246 − 60.72 47.82 2.18 (17.41) − 8.19–13.18
2 6mWT 247 − 28.37 34.48 1.70 (8.18) − 3.22–6.37
3 4mGS 247 − 50.43 38.07 1.02 (12.22) − 5.45–8.21
4 SCPTT 247 − 92.92 32.90 − 0.97 (13.60) − 7.36–7.85
5 TUG 247 − 70.89 30.78 − 0.74 (13.54) − 8.12–7.89
7 HGS 247 − 39.70 36.10 − 0.64 (11.76) − 8.43–5.79
8 SCPTP 246 − 48.99 52.28 0.54 (12.48) − 6.75–8.02
9 SPPB 247 − 27.27 28.57 0.19 (9.11) − 8.33–9.09

B. t0–t2 in descending order
1 HGS 225 − 55.27 18.52 − 16.95 (11.55) − 23.49 to − 9.23
2 SCPTT 220 − 104.27 35.60 − 9.15 (16.84) − 16.76–1.89
3 SCPTP 220 − 46.08 56.59 − 7.17 (13.73) − 14.68–1.30
4 TUG 225 − 53.48 26.83 − 6.71 (14.82) − 15.57–4.03
5 5TCR 220 − 72.13 41.49 2.78 (18.21) − 9.26–16.47
6 4mGS 224 − 88.50 26.57 − 2.48 (14.24) − 8.61–5.96
7 6mWT 209 − 82.05 36.21 − 2.25 (12.72) − 8.36–4.36
8 SPPB 224 − 70.00 22.22 − 1.53 (11.29) − 8.33–9.09



569Aging Clinical and Experimental Research (2021) 33:563–572 

1 3

Based on this individual coordinate of a person, the fol-
lowing conditions have to be checked in order to decide on 
cluster 4 membership:

xmin = [(t0
y(i) − 97.282)/− 4.52] < t0

x(i) and ymin = 1.887*
t0

x(i) − 17.931 > t0
y(i).

Discussion

The purpose of this research was to describe the longitu-
dinal physical performance of older community-dwelling 
adults above the age of 70 over 2 years, and to develop 
a data-driven model to reduce comprehensive geriatric 

assessment to the most relevant tests that predict individ-
ual physical decline of subjects of the observational study 
VERSA within the primary prevention project AEQUIPA. 
To this end, inclusion criteria were initially selected with 
the idea of the subjects being able to participate in inter-
vention action beyond domesticity; we therefore addressed 
the fittest older adults in our area. The cohort of 251 com-
munity-dwelling people (mean age 75.4 years) initially 
exhibited physical limitations only occasionally. Within 
the observational period of two years, the majority of the 
cohort were physically stable in terms of strength, power, 
balance and endurance, starting from a high level of per-
formance for this age group. Considering the mean values 
of the present assessment, handgrip in women after two 
years was close to the BMI-associated cut-offs for low 
HGS [22]. In 5TCR, the subjects did not score the maxi-
mal 4 points in SPPB requiring a duration of under 11.7 s 
with a mean of 12.4 s initially and 11.1 s after 2 years. 
The variables with the highest percentage changes after 
6 months were 5TCR and 6mWT; those after 24 months 
were HGS and SCPTT. The divergent result of the devel-
opment of 5TCR over 2 years has to be discussed. Gen-
erally, the regular assessment of physical performance 
should be considered as low-grade intervention because it 
motivates the largely fit cohort of older people to perform 
well in the tests. We assume that the subjects started to 
exercise before the study commenced, as we experienced 
a highly motivated and interested study group. However, 

Table 3  Principal component analysis (PCA) at (t2)

HGS handgrip strength, SCPTT stair climb power test (time), SCPTP 
(Power), TUG  timed up & go, 4mGS 4 m gait speed, 5TCR  5 times 
chair rise, 6mWT 6 min walk test

Component 1 Component 2

SCPTT 0.912 0.031
TUG 0.905 0.230
4mGS 0.887 0.119
6MWT − 0.800 − 0.029
5TCR 0.660 0.494
SCPTP − 0.675 0.569
HGS − 0.368 0.836

Fig. 1  Vector graph showing physical function at all three time points (black line t0–t1, t1–t2 colored according to the five clusters)
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the effect was not sustained throughout the study period 
and was only observed for 5TCR by the end of the study.

Many tests of the geriatric assessment exhibit ceil-
ing effects in high-performers. Nevertheless, the devel-
oped method enabled us to identify subjects with lowest 
function. The subjects with the lowest values of physi-
cal performance were identified by clustering (Cluster 4) 
based on a reduced comprehensive geriatric assessment 

containing the most relevant mobility and strength tests 
(SCPTT, TUG, 4mGS and HGS). These subjects were 
close to the threshold for relevant functional decline, 
or exceeded it; the majority were women (87%). They 
exhibited a greater decline of HGS (Y-axis) than men, and 
started out, as expected, from a lower level. We devel-
oped a predictor that identifies, with a very high degree 
of sensitivity (96%) and specificity (82%), subjects who 

Table 4  Baseline (t0) 
characteristics according to 
cluster membership [mean 
(SD)]

HGS handgrip strength, SCPTT stair climb power test (time), SCPTP (Power), TUG  timed up & go, 4mGS 
4 m gait speed, 5TCR  5 times chair rise, 6mWT 6 min walk test

Cluster 1 2 3 4 5

n 47 33 52 23 65
Age (years) 75.4 (3.7) 73.6 (2.9) 75.1 (3.2) 79.2 (5.1) 74.7 (3.1)
Female % 94 0 9 87 92
HGS (kg) 19.5 (3.8) 44.7 (4.9) 35.8 (4.2) 19.5 (4.4) 25.3 (3.2)
TUG (s) 8.0 (1.3) 8.1 (1.7) 8.6 (1.3) 11.0 (1.5) 7.8 (1.0)
SCPTT (s) 5.6 (0.8) 5.5 (1.2) 5.8 (0.8) 7.4 (1.1) 5.4 (0.7)
SCPTP (W) 200.3 (34.7) 264.0 (60.0) 237.7 (46.4) 169.2 (30.7) 214.3 (37.1)
4mGS (s) 2.7 (0.4) 2.6 (0.5) 2.8 (0.4) 3.4 (0.4) 2.6 (0.3)
5TCR (s) 11.7 (2.1) 12.5 (3.0) 12.8 (3.1) 14.8 (3.9) 11.3 (2.6)
6mWT (m) 441.0 (57.3) 473.4 (74.5) 445.4 (67.3) 343.7 (54.5) 452.3 (55.5)

Fig. 2  Vector graph showing physical function at all three time 
points. The relevant cluster is presented (t1–t2) in magenta. Divid-
ing lines of predictor 1 and 2 are shown in blue (predictor 1) and red 
(predictor 2). In accordance to the legend the identified subjects of 
the three predictors are presented in different colors. As predictor 

3 is defined as predictor 2 with the additional condition of negative 
delta values from t0 to t1, no extra dividing lines are able to present. 
Identified subjects of predictor 2 (n = 22) involve those of predictor 1 
(n = 12); predictor 3 is a subset of predictor 1 and 2 (n = 11)
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were grouped in Cluster 4. This predictor considered the 
baseline values as we used the means values of the vec-
tors under consideration of its cluster membership at t2 to 
predict the assignment to cluster 4 (on the basis of follow-
up data). Regarding clinical relevance, patient’s data on 
HGS, SCPTT, TUG and 4mGS can be judged by using 
the presented equation which describes the conditions 
to be localized within the dividing lines of the predic-
tor, meaning that all measurements in clinical settings can 
be assessed with regard to the risk of low physical func-
tion. “Cluster 4 subjects” show the highest deterioration 
and lowest baseline levels in terms of function. Since the 
data were collected within a primary prevention project, 
no endpoints such as “hospitalization”, “death” or “sus-
tainable disability” were relevant, and they occurred only 
rarely. Identifying older adults in need of prevention at 
an early stage is most important in this context. After all, 
identifying a group for which participating in a fitness 
program (e.g. FITT) could prevent deterioration was the 
downstream key target. Further intervention studies are 
required to determine whether intervening at an early stage 
in the identified group by encouraging them to participate 
in fitness programs would prolong their independence and 
increase their quality of life. We believe that by choosing 
specific tools from the established geriatric assessment, 
which was developed for use in an extremely heteroge-
neous population, a high predictive quality can also be 
achieved for a functionally high-performing group of older 
adults. Also technology-based approaches provide high 
potential in this regard [28]. Identification of persons at 
risk in this apparently competent group would enable pri-
mary prevention interventions to postpone functional dis-
ability and need of care.

Funding The project AEQUIPA (Physical activity and health equity: 
primary prevention for healthy aging) was funded by the Federal Min-
istry of Education and Research (Grant number: 01EL1422D). Open 
access funding provided by Projekt DEAL.

Compliance with ethical standards 

Conflict of interest The authors declare that they have no conflict of 
interest.

Ethical approval The study protocol was approved by the Medical Eth-
ics Committee of the Hannover Medical School (MHH) (Nr. 6948), 
Germany. All procedures performed in human participants were in 
accordance with the ethical standards of the institutional and/or 
national research committee and with the 1964 Helsinki Declaration 
and its later amendments or comparable ethical standards. The local 
ethics committee has approved the study.

Informed consent All subjects signed informed consent.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, 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 changes 
were made. 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://creat iveco mmons .org/licen ses/by/4.0/.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, 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 changes 
were made. 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/4.0/.

References

 1. Gariballa S, Alessa A (2018) Association between muscle func-
tion, cognitive state, depression symptoms and quality of life of 
older people: evidence from clinical practice. Aging Clin Exp Res 
30:351–357. https ://doi.org/10.1007/s4052 0-017-0775-y

 2. Fusco O, Ferrini A, Santoro M et al (2012) Physical function and 
perceived quality of life in older persons. Aging Clin Exp Res 
24:68–73. https ://doi.org/10.1007/BF033 25356 

 3. Snih SA, Markides KS, Ottenbacher KJ et al (2004) Hand grip 
strength and incident ADL disability in elderly Mexican Ameri-
cans over a seven-year period. Aging Clin Exp Res 16:481–486. 
https ://doi.org/10.1007/BF033 27406 

 4. Guralnik JM, Ferrucci L, Simonsick EM, et al (1995) Lower-
extremity function in persons over the age of 70 years as a 

Table 5  Predictor 1, Predictor 2, Predictor 3

a Sensitivity = 12/23 = 52%, specificity = 194/197 = 98%
b Sensitivity = 22/23 = 96%, specificity = 161/197 = 82%
c Sensitivity = 11/23 = 48%, specificity = 194/197 = 98%

Cluster 4 Other clusters Total

Predictor  1a

 Test positive 12 3 15
 Test negative 11 194 205
 Total 23 197 220

Predictor  2b

 Test positive 22 36 58
 Test negative 1 161 162
 Total 23 197 220

Predictor  3c

 Test positive 11 3 14
 Test negative 12 194 206
 Total 23 197 220

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1007/s40520-017-0775-y
https://doi.org/10.1007/BF03325356
https://doi.org/10.1007/BF03327406


572 Aging Clinical and Experimental Research (2021) 33:563–572

1 3

predictor of subsequent disability. N Engl J Med 332:556–561. 
https ://doi.org/10.1056/NEJM1 99503 02332 0902

 5. Hrubeniuk TJ, Sénéchal M, Mayo A, et al (2019) Association 
between physical function and various patterns of physical activity 
in older adults: a cross-sectional analysis. Aging Clin Exp Res. 
https ://doi.org/10.1007/s4052 0-019-01288 -2

 6. van Abellan Kan G, Rolland Y, Andrieu S, et al (2009) Gait speed 
at usual pace as a predictor of adverse outcomes in community-
dwelling older people an International Academy on Nutrition and 
Aging (IANA) Task Force, Bd 10, France

 7. Podsiadlo D, Richardson S (1991) The timed “Up & Go”: a test 
of basic functional mobility for frail elderly persons. J Am Geriatr 
Soc 39:142–148

 8. Guralnik JM, Simonsick EM, Ferrucci L, et al (1994) A short 
physical performance battery assessing lower extremity function: 
association with self-reported disability and prediction of mortal-
ity and nursing home admission. J Gerontol 49:M85–94

 9. Bean JF, Kiely DK, Herman S, et al (2002) The relationship 
between leg power and physical performance in mobility-limited 
older people. J Am Geriatr Soc 50:461–467

 10. Bean JF, Leveille SG, Kiely DK, et al (2003) A comparison of leg 
power and leg strength within the InCHIANTI study: which influ-
ences mobility more? J Gerontol A Biol Sci Med Sci 58:728–733

 11. Bassey EJ, Fiatarone MA, O’Neill EF, et al (1992) Leg extensor 
power and functional performance in very old men and women. 
Clin Sci (Lond) 82:321–327

 12. Trombetti A, Reid KF, Hars M, et  al (2016) Age-associated 
declines in muscle mass, strength, power, and physical perfor-
mance: impact on fear of falling and quality of life. Osteoporos 
Int 27:463–471. https ://doi.org/10.1007/s0019 8-015-3236-5

 13. Cruz-Jentoft AJ, Baeyens JP, Bauer JM, et al (2010) Sarcopenia: 
European consensus on definition and diagnosis: report of the 
European working group on Sarcopenia in older people. Age Age-
ing 39:412–423. https ://doi.org/10.1093/agein g/afq03 4

 14. Bohannon RW (2015) Muscle strength: clinical and prognostic 
value of hand-grip dynamometry. Curr Opin Clin Nutr Metab 
Care 18:465–470. https ://doi.org/10.1097/MCO.00000 00000 
00020 2

 15. Xue Q-L, Walston JD, Fried LP, et al (2011) Prediction of risk of 
falling, physical disability, and frailty by rate of decline in grip 
strength: the women’s health and aging study. Arch Intern Med 
171:1119–1121. https ://doi.org/10.1001/archi ntern med.2011.252

 16. McKinnon NB, Montero-Odasso M, Doherty TJ (2015) Motor 
unit loss is accompanied by decreased peak muscle power in the 
lower limb of older adults. Exp Gerontol 70:111–118. https ://doi.
org/10.1016/j.exger .2015.07.007

 17. Smith WN, Del Rossi G, Adams JB, et al (2010) Simple equations 
to predict concentric lower-body muscle power in older adults 

using the 30-second chair-rise test: a pilot study. Clin Interv Aging 
5:173–180

 18. Bean JF, Kiely DK, LaRose S, et al (2007) Is stair climb power 
a clinically relevant measure of leg power impairments in at-risk 
older adults? Arch Phys Med Rehabil 88:604–609. https ://doi.
org/10.1016/j.apmr.2007.02.004

 19. Whitney SL, Wrisley DM, Marchetti GF, et al (2005) Clinical 
measurement of sit-to-stand performance in people with balance 
disorders: validity of data for the five-times-sit-to-stand test. Phys 
Ther 85:1034–1045

 20. Bialoszewski D, Slupik A, Lewczuk E, et al (2008) Incidence of 
falls and their effect on mobility of individuals over 65 years of 
age relative to their place of residence. Ortop Traumatol Rehabil 
10:441–448

 21. Dodds RM, Kuh D, Sayer AA, et al (2018) Can measures of 
physical performance in mid-life improve the clinical prediction 
of disability in early old age? Findings from a British birth cohort 
study. Exp Gerontol 110:118–124. https ://doi.org/10.1016/j.exger 
.2018.06.001

 22. Fried LP, Tangen CM, Walston J, et al (2001) Frailty in older 
adults: evidence for a phenotype. J Gerontol A Biol Sci Med Sci 
56:M146–M156

 23. Alghadir A, Anwer S, Brismee J-M (2015) The reliability and 
minimal detectable change of timed up and go test in individuals 
with grade 1–3 knee osteoarthritis. BMC Musculoskelet Disord 
16:174. https ://doi.org/10.1186/s1289 1-015-0637-8

 24. Enright PL (2003) The six-minute walk test. Respir Care 
48:783–785

 25. Jolliffe IT (2002) Principal component analysis. Springer, New 
York

 26. Jöreskog KGMI (2001) Factor analysis of ordinal variables. A 
comparison of three approaches. Multivar Behav Res 36:347–383

 27. MacQueen JB (1967) Some methods for classification and analysis 
of multivariate observations. Proceedings of 5th Berkeley sym-
posium on mathematical statistics and probability (Band 1.), pp 
281–297

 28. Hellmers S, Fudickar S, Büse C, et al (2017) Technology sup-
ported geriatric assessment. In: Wichert R, Mand B (eds) Ambient 
Assisted living: 9. AAL-Kongress, Frankfurt/M, Germany, April 
20–21, 2016. Springer International Publishing, Cham, pp 85–100

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

https://doi.org/10.1056/NEJM199503023320902
https://doi.org/10.1007/s40520-019-01288-2
https://doi.org/10.1007/s00198-015-3236-5
https://doi.org/10.1093/ageing/afq034
https://doi.org/10.1097/MCO.0000000000000202
https://doi.org/10.1097/MCO.0000000000000202
https://doi.org/10.1001/archinternmed.2011.252
https://doi.org/10.1016/j.exger.2015.07.007
https://doi.org/10.1016/j.exger.2015.07.007
https://doi.org/10.1016/j.apmr.2007.02.004
https://doi.org/10.1016/j.apmr.2007.02.004
https://doi.org/10.1016/j.exger.2018.06.001
https://doi.org/10.1016/j.exger.2018.06.001
https://doi.org/10.1186/s12891-015-0637-8

	Minimizing comprehensive geriatric assessment to identify deterioration of physical performance in a healthy community-dwelling older cohort: longitudinal data of the AEQUIPA Versa study
	Abstract
	Background 
	Methods 
	Results 
	Discussion 
	Conclusion 

	Background
	Objective

	Methods
	Study population
	Study design
	Physical performance
	Statistical analysis
	Reduction of the number of assessments
	Sub-group identification
	Individual predictive value
	Software


	Results
	Discussion
	References


