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Purpose: Frailty is closely associated with biological age, concurrent medical conditions, morbidity, and decreased survival. Poor oral 
health is common in older individuals and is associated with frailty. Considering its potential importance, a study on the association 
between oral health and frailty is meaningful. Therefore, we aimed to analyze the association between major oral health factors and 
frailty using nationally representative samples of older adults.
Patients and Methods: This cross-sectional study included 3018 older adults (age ≥ 65 years) from the seventh Korea National 
Health and Nutrition Examination Survey. Oral examination results, laboratory data, handgrip strength, life style factors derived from 
questionnaires, and food intake survey results were analyzed. This study used the deficit accumulation model among the main 
operational definitions of frailty. We constructed a frailty index based on 36 items and classified participants as non-frail, pre-frail, or 
frail. Oral health factors included chewing difficulty, number of teeth, periodontal disease, and number of carious teeth. Logistic 
regression analysis was performed to determine significant factors.
Results: A total of 1222 (40.5%), 1014 (33.6%), and 782 (25.9%) individuals were classified as non-frail, pre-frail, and frail, 
respectively. Chewing difficulty was associated with increased risk of frailty after adjusting for age, sex, socioeconomic factors, and 
comorbidities (odds ratio 2.68, 95% confidence interval 2.08–3.44). Periodontal disease was positively associated with chewing 
difficulty (odds ratio 1.29, 95% confidence interval 1.07–1.56), and chewing difficulty decreased as the number of teeth increased 
(odds ratio 0.97, 95% confidence interval 0.96–0.99).
Conclusion: Chewing difficulty was significantly associated with frailty in the older population. Considering the negative effect of 
chewing difficulty on frailty, more attention should be focused on oral health.
Keywords: oral health, frailty, chewing difficulty, older population

Introduction
Frailty is a state of decreased physiological reserve and increased vulnerability to potential stressors as results of human 
aging.1,2 Reflecting the functional integrity of older individuals, studies have shown that the burden of frailty is 
associated with health status in various clinical circumstances and can predict adverse outcomes.3,4 Furthermore, studies 
suggest that the degree of frailty correlates with molecular measures of aging, supporting frailty as a marker of biological 
age.5

Frailty is determined by various operational definitions, and representative models include physical and biological 
model, deficit accumulation model, and multidimensional biopsychosocial model. In the physical and biological model,6 

alterations in vitality and physical performance are assessed using operational criteria.7 In the deficit accumulation 
model, parameters reflecting functional, structural, or clinical alterations due to aging are aggregated to produce a frailty 
index.8 In both concepts of frailty, parameters reflecting nutritional status (ie, weight loss or low body mass index [BMI]) 
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are commonly included, as nutrition is considered a cornerstone in the concept of “cycle of frailty”, a self-aggravating 
cycle of negative energy balance, decreased physical activity, and further decline of physical performance.7,9

Poor oral health is common in older individuals and is potentially a major harbinger of the progression of frailty by 
limiting proper nutritional intake.10 Dental caries and periodontal disease are the two biggest threats to oral health.11 

Periodontal disease increases with age12 and is the main cause of tooth loss by loosening of teeth.13 Chewing ability is an 
important factor for oral health, and it is increasingly recognized as being associated with general health status because 
the ability to chew food may affect dietary choices and nutritional intake.14 Furthermore, oral health may affect a wide 
variety of health statuses beyond how individuals can properly maintain their nutritional status, by aggravating chronic 
inflammation.15,16 Therefore, the association between oral health and frailty is an important issue in the aged societies, 
and several studies have confirmed that poor oral health is associated with frailty.17,18 In recent years, oral frailty, 
proposed as a conceptualization of age-related gradual loss of oral function, is gaining increasing interest as a novel 
frailty phenotype.19

Considering its potential importance, a study on the association between oral health and frailty is meaningful. 
Therefore, we aimed to analyze the association between major oral health factors, including chewing difficulty, and 
frailty using nationally representative samples of Korean older adults. We also analyzed factors associated with chewing 
difficulty.

Materials and Methods
Study Population
This cross-sectional study was based on data collected from the seventh Korea National Health and Nutrition 
Examination Survey (KNHANES VII) conducted from 2016 to 2018. This survey has been conducted periodically 
since 1998 to assess the health and nutritional status of Koreans, to monitor trends in health risk factors and the 
prevalence of major chronic diseases, and to provide data for the development and evaluation of health policies and 
programs in Korea.20 A total of 3426 older individuals (aged ≥ 65 years) participated in KNHANES VII. We included 
3018 participants in the study after excluding 67 participants with two or more missing data on oral health factors, and 
341 with fewer than 30 available items in the frailty index21 (Figure 1).

All participants provided written informed consent prior to participating in KNHANES. Personal data from the survey 
were de-identified before being made publicly available. This study was approved by the Institutional Review Board of 
Chonnam National University Bitgoeul Hospital (IRB No. CNUBH-2022-009). The study was performed in accordance 
with the principles of the Declaration of Helsinki.

Oral Health Evaluation
Oral examinations were performed by public health dentists who completed education and training twice a year. In the 
training course, simulation training using various models was conducted. The degree of agreement between standard 
inspectors and public health dentists was evaluated and errors were corrected. To ensure reliability of oral health 
examinations, another dentist conducted additional data review after the public health dentist recorded the examination 
results.

The number of permanent teeth was calculated by excluding wisdom and carious teeth from non-missing, 
natural teeth.22 Periodontal examination was performed using a dental mirror and a community periodontal index 
probe. A participant was considered to have periodontal disease if their periodontal tissue required treatment. The 
World Health Organization (WHO) community periodontal index (CPI)23 was used to assess periodontal condi-
tions and defined periodontal disease as a CPI greater than or equal to a score of 3.24 The mouth was divided into 
sextants, 3 each in the maxillary and mandibular arches. Periodontal tissues of ten index teeth were evaluated and 
included in the examination of bleeding upon the application of 20 g of pressure using a CPI probe, the presence 
of dental plaque, and the presence of periodontal pockets with measurable depths. The CPI was scored on a scale 
of 0 to 4 as follows: 0 points for healthy periodontal tissue (no bleeding, calculus, or a pocket depth ≥4 mm); 1 
point for bleeding on probing only (bleeding on probing but no calculus or pocket depth ≥4mm); 2 points for 
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periodontal tissue with plaques (supra- or subgingival calculus, no pocket depth ≥4mm); 3 points for periodontal 
tissue with shallow periodontal pockets (pocket depth of 4–5mm); and 4 points for periodontal tissue with deep 
periodontal pockets (pocket depth of ≥6mm). After assigning scores, the highest CPI score for the 6 sextants was 
selected.24 A score of 3 or 4 points was defined as presence of periodontal disease, while a score of 0 to 2 points 
was defined as absence of periodontal disease. Chewing difficulty was assessed using questionnaires. Participants 
who answered the question “do you have difficulty chewing food because of problems with teeth or the mouth?” 
with “very difficult” or “difficult” were judged to have difficulties in chewing.

Frailty-Related Factors Evaluation
Handgrip strength was measured using a digital hand dynamometer (T.K.K 5401 Grip-D; Takei, Tokyo, Japan). Participants 
were instructed to stand with their elbows straight and fully extended, heads straight, wrists not flexed or extended, and feet 
hip-width apart and even. A total of three consecutive measurements of both hands were performed with a 60s-rest between 
measurements. The maximum scores of the dominant hand were obtained and recorded in kilograms.25

Blood samples were collected from the participants during the survey. Body mass index (BMI) was calculated by 
dividing body weight (kg) by height2 (m2). Information about household income, level of education, and life style factors 
was derived from a self-reported questionnaire. Smokers were defined as those who smoked five or more packs of cigarettes 
in their lifetime and were currently smoking. Food intake surveys were conducted based on the 24 h-dietary recall 
method.26 Each nutrient’s intake was calculated as the sum of that nutrient’s intake from all foods consumed during a day.

Frailty Index
We developed the frailty index by referring to a standard procedure for creating a frailty index21 and a previous frailty 
index using the KNHANES data.27 The frailty index, calculated as a ratio of deficits present out of the total number of 
possible deficits, is given a continuous score from 0 (best) to 1 (worst).28

Figure 1 Flow diagram of the study participants.
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The frailty index in this study was composed of 36 items from KNHANES VII. The items used to calculate the 
index value included comorbidities, functional abilities, signs and symptoms, and laboratory test values. 
Comorbidities included bronchial asthma, chronic obstructive pulmonary disease, diabetes, dyslipidemia, cataract, 
cardiovascular disease, stroke, arthritis, anemia, cancer, and depression. Functional abilities consisted of inactivity, 
exercise capacity, activities of daily living limitations, social activity limitations, self-care ability, and hearing 
impairment. Signs and symptoms consisted of pain or discomfort, weight loss, depression or anxiety, suicidal 
ideation, and stress. Laboratory values consisted of systolic blood pressure, diastolic blood pressure, heart rate 
regularity, pulmonary function test, hemoglobin, blood urea nitrogen, creatinine, total cholesterol, triglyceride, high- 
density lipoprotein-cholesterol, fasting glucose, and urine protein. Additional items included current smoking state 
and obesity (BMI ≥ 25) (Supplementary Table 1).

Study participants were classified as non-frail (frailty index ≤ 0.15), pre-frail (0.15 < frailty index ≤ 0.25), or frail 
(frailty index > 0.25) according to the criteria used in previous studies.29–31

Statistical Analysis
All statistical analyses were performed using SPSS version 21.0 (IBM Corporation, Armonk, NY, USA). In this 
study, a complex sample analysis method with assigned weights was used to obtain national-level statistical 
estimates. Continuous and discrete variables were compared using general linear model and crosstabs analysis, 
respectively. A multivariate logistic regression analysis was performed to identify factors associated with frailty 
status and chewing difficulty. When analyzing oral health factors associated with frailty status, the model was 
divided into a model adjusted for age and sex (Model 1) and another adjusted for age, sex, socioeconomic factors, 
and comorbidities (Model 2). The odds ratios (OR) and 95% confidence intervals (CI) were confirmed in both 
models. All statistical analyses were two-tailed, and statistical significance was set at P < 0.05.

Results
General Characteristics of the Study Participants According to Frailty Status
The mean age of the study participants was 72.7 (standard deviation 5.0) years, and 1311 (43.4%) participants were 
men. According to frailty status, 1222 (40.5%) participants were classified as non-frail, 1014 (33.6%) as pre-frail, 
and 782 (25.9%) as frail. General characteristics related to frailty status are presented in Table 1. The frailty status 
groups showed significant differences in age, sex ratio, income and education levels, and prevalence of various 
diseases. With regard to oral health factors, chewing difficulty and number of teeth showed significant differences 
among the frailty status groups. However, no significant differences were found in the prevalence of periodontal 
disease and the number of carious teeth.

Oral Health Factors Associated with Frailty Status
To identify the oral health factors associated with frailty status, a multivariate logistic regression analysis was 
performed on the factors that showed significant differences among the frailty status groups (Table 2). In models 1 
and 2, participants with chewing difficulty were more likely to be frail compared with those without (Model 1: 
OR, 3.10; 95% CI, 2.48–3.86; Model 2: OR, 2.68; 95% CI, 2.08–3.44). However, in the adjusted models, the 
number of teeth was not significantly associated with frailty status. When linear regression analysis was 
performed to analyze factors associated with frailty index, chewing difficulty showed a significant association; 
however, the number of teeth did not (Supplementary Table 2). The mean frailty index of individuals with 
chewing difficulty was 0.22 (95% CI, 0.21–0.23), which was significantly higher than that of those without 
chewing difficulty (0.17; 95% CI, 0.17–0.18).

Factors Associated with Chewing Difficulty
Factors associated with chewing difficulty were further explored as a significant association was found between 
frailty and chewing difficulty. Participants with chewing difficulty were older, more likely to be currently 

https://doi.org/10.2147/CIA.S384417                                                                                                                                                                                                                                   

DovePress                                                                                                                                                      

Clinical Interventions in Aging 2022:17 1866

Kang and Jung                                                                                                                                                        Dovepress

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com/get_supplementary_file.php?f=384417.docx
https://www.dovepress.com/get_supplementary_file.php?f=384417.docx
https://www.dovepress.com
https://www.dovepress.com


smoking, and had higher prevalence of hypertension, diabetes, and stroke than those without chewing difficulty. 
Participants with chewing difficulty had fewer teeth, more carious teeth, and higher prevalence of periodontal 
disease than those without chewing difficulty (Table 3).

Table 1 General Characteristics of the Study Participants According to Frailty Status

Non-Frail (N=1222) Pre-Frail (N=1014) Frail (N=782) P-value

Age (years), mean (SE) 71.5 (0.3) 73.0 (0.3) 74.0 (0.2) <0.001

Sex (male sex), n (%) 616 (49.1%) 434 (42.8%) 261 (32.9%) <0.001

Income quartile* (low/mid-low/mid-high/high), % 39.5%/29.7%/19.0%/11.9% 47.9%/25.2%/16.7%/10.2% 61.8%/23.5%/9.4%/5.3% <0.001

Level of education† (1st/2nd/3rd/4th), % 48.7%/17.3%/19.0%/15.0% 56.7%/15.4%/17.7%/10.2% 69.8%/13.4%/13.1%/3.7% <0.001

Smoking, n (%) 73 (6.0%) 108 (11.9%) 90 (11.3%) <0.001

Hypertension, n (%) 683 (54.3%) 653 (63.0%) 587 (76.1%) <0.001

Diabetes, n (%) 168 (13.4%) 298 (28.7%) 318 (42.0%) <0.001

Stroke, n (%) 25 (2.4%) 58 (5.8%) 101 (13.1%) <0.001

Cardiovascular disease (MI, angina), n (%) 41 (3.2%) 81 (7.6%) 108 (14.3%) <0.001

BMI (kg/m2), mean (SE) 23.5 (0.2) 24.4 (0.2) 24.9 (0.2) <0.001

Oral health factors

Difficulty chewing, n (%) 365 (29.2%) 426 (41.3%) 465 (57.7%) <0.001

Number of teeth, mean (SE) 22.3 (0.4) 21.4 (0.4) 20.8 (0.4) 0.001

Periodontal disease, n (%) 525 (47.5%) 425 (46.8%) 328 (49.2%) 0.764

Number of carious teeth, mean (SE) 0.4 (0.1) 0.6 (0.1) 0.6 (0.1) 0.163

Notes: Continuous variables (age, BMI, number of teeth, number of carious teeth) were compared using general linear model analysis in a complex sample analysis method. 
Discrete variables (Sex, income quartile, level of education, smoking, hypertension, diabetes, stroke, cardiovascular disease, difficulty chewing, periodontal disease) were 
compared using crosstabs analysis in a complex sample analysis method. *Income quartile: household income/month, low: household income/month < 720 US dollars, mid- 
low: 720 US dollars ≤ household income/month < 1440 US dollars, mid-high: 1440 US dollars ≤ household income/month < 2320 US dollars, high: household income/month 
≥ 2320 US dollars. †Level of education: 1st: elementary school or lower, 2nd: middle school, 3rd: high school, 4th: college or higher. 
Abbreviations: SE, standard error; MI, myocardial infarction; BMI, body mass index.

Table 2 Oral Health Factors Associated with Frailty Status

Prefrail Frail

OR 95% CI OR 95% CI

Model 1*

Chewing difficulty 1.64 1.33–2.03 3.10 2.48–3.86

Number of teeth 0.99 0.98–1.01 0.99 0.97–1.00

Model 2†

Chewing difficulty 1.49 1.19–1.86 2.68 2.08–3.44

Number of teeth 1.00 0.98–1.01 0.99 0.97–1.01

Notes: Logistic regression analysis was performed to identify factors associated with frailty status 
with non-frail as the reference. *Model 1: Adjusted for age, sex. †Model 2: Adjusted for age, sex, body 
mass index (BMI), smoking status, income quartile, level of education, hypertension, diabetes, stroke, 
and cardiovascular disease (myocardial infarction [MI], angina). 
Abbreviations: CI, confidence interval; OR, odds ratio.
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To identify the factors associated with chewing difficulty, a multivariate logistic regression analysis was performed on 
the factors that showed significant differences depending on the presence or absence of chewing difficulty (Table 4). 
Frailty index was significantly associated with chewing difficulty (OR, 1.57; 95% CI, 1.42–1.75). In addition, partici-
pants with periodontal disease tended to have difficulty in chewing (OR, 1.29; 95% CI, 1.07–1.56). Participants with 
higher number of teeth had significantly lesser difficulty in chewing (OR, 0.97; 95% CI, 0.96–0.99).

Table 3 Clinical Characteristics of Individuals with or Without Chewing Difficulty

No Chewing Difficulty (N=1762) Chewing Difficulty (N=1256) P-value

Age (years), mean (SE) 72.1 (0.2) 73.3 (0.2) <0.001

Sex (male sex), n (%) 786 (43.6%) 525 (42.0%) 0.437

Smoking, n (%) 130 (7.6%) 141 (11.9%) <0.001

Hypertension, n (%) 1090 (60.8%) 833 (65.4%) 0.038

Diabetes, n (%) 424 (23.5%) 360 (28.7%) 0.007

Stroke, n (%) 74 (4.2%) 110 (9.2%) <0.001

Cardiovascular disease (MI, angina), n (%) 125 (7.0%) 105 (8.1%) 0.331

Number of teeth, mean (SE) 22.3 (0.3) 20.5 (0.3) <0.001

Periodontal disease, n (%) 732 (45.2%) 546 (51.6%) 0.005

Number of carious teeth, mean (SE) 0.5 (0.1) 0.7 (0.1) 0.001

Protein intake (g/day), mean (SE) 56.9 (1.3) 51.6 (1.0) <0.001

Grip strength (kg), mean (SE)

Male 33.5 (0.4) 32.0 (0.4) <0.001

Female 20.0 (0.2) 19.2 (0.2) 0.001

Frailty index, mean (SE) 0.17 (0.004) 0.22 (0.003) <0.001

Notes: Continuous variables (age, number of teeth, number of carious teeth, protein intake, grip strength, frailty index) were compared using general 
linear model analysis in a complex sample analysis method. Discrete variables (Sex, smoking, hypertension, diabetes, stroke, cardiovascular disease, 
periodontal disease) were compared using crosstabs analysis in a complex sample analysis method. 
Abbreviations: SE, standard error; MI, myocardial infarction.

Table 4 Factors Associated with Chewing Difficulty

Chewing Difficulty (Univariate Analysis) Chewing Difficulty (Multivariate Analysis)*

OR 95% CI P-value OR 95% CI P-value

Age (1 year higher) 1.05 (1.03–1.07) <0.001 1.01 (0.99–1.03) 0.168
Smoking 1.64 (1.25–2.14) <0.001 1.36 (0.96–1.91) 0.080

Hypertension 1.22 (1.01–1.47) 0.039 0.99 (0.80–1.23) 0.945

Diabetes 1.31 (1.08–1.60) 0.007 1.01 (0.81–1.26) 0.946
Stroke 2.31 (1.64–3.25) <0.001 1.48 (0.99–2.20) 0.056

Number of teeth 0.96 (0.95–0.98) <0.001 0.97 (0.96–0.99) 0.001
Periodontal disease 1.30 (1.08–1.56) 0.005 1.29 (1.07–1.56) 0.009
Number of carious teeth 1.09 (1.03–1.16) 0.006 1.07 (0.99–1.15) 0.076

Frailty index (0.1 higher) 1.68 (1.53–1.84) <0.001 1.57 (1.42–1.75) <0.001

Notes: Logistic regression analysis was performed to identify factors associated with chewing difficulty. Values in bold indicate statistical significance. 
*All variables in the univariate analysis were entered in this multivariate analysis. 
Abbreviations: CI, confidence interval; OR, odds ratio.
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Discussion
In this study, we showed that chewing difficulty was significantly associated with frailty status. Older adults with 
chewing difficulty were more than twice as likely to be frail than those without chewing difficulty. To our knowledge, 
this study is the first to show the association between chewing difficulty with frailty and other clinical factors in 
a nationwide population of Korean older adults.

Chewing ability affects food choices in older adults, as shown by studies suggesting a significant relationship 
between chewing ability and nutrient intake.32 In our study, individuals with chewing difficulty had significantly 
lower protein intake than those without chewing difficulty, which is consistent with the result of a previous 
study.33 Considering that appropriate protein intake is essential for the prevention and treatment of 
sarcopenia,25,34 this may at least partially explain why the participants with chewing difficulty had lower grip 
strength than those without. Furthermore, masticatory force, a biomechanical component of the chewing process, 
has been associated with grip strength in prior studies.35,36 Therefore, a decrease in masticatory force may 
potentially mediate lower grip strength and chewing difficulty. However, masticatory force was not measured in 
KNHANES. Considering these associations, chewing difficulty can be regarded as both a consequence and 
a driver of the progression of the “cycle of frailty.”

The number of teeth had a significant association with chewing difficulty in our study. Insufficient number of teeth is 
known to give rise to functional disabilities,37 including chewing disability.38 A previous study showing that the number 
of teeth is significantly associated with handgrip strength supports the fact that factors related to chewing ability affect 
muscle strength.39 Although no direct association was found between the number of teeth and frailty in our study, several 
studies have confirmed this association.17,37,40 Since sarcopenia is a key mechanism of frailty and the core of physical 
frailty,7,41 factors related to chewing ability may be significantly associated with frailty. A recent systematic review 
confirmed that chewing difficulty and the number of teeth were strongly associated with frailty.19 However, the results of 
this study emphasize that chewing difficulty caused by a decrease in the number of teeth has a more important association 
with frailty than the number of teeth itself.

To improve chewing ability, factors associated with chewing difficulty can be potentially targeted for interven-
tions. In this study, we found that chewing difficulty decreased as the number of teeth increased, supporting the 
potential role of proper dental preventive measures for preserving natural teeth from tooth loss caused by period-
ontal disease and dental caries.13,42 Untreated carious teeth are known to have a negative effect on chewing ability.43 

However, in our study, no significant association was found between the number of carious teeth and chewing 
difficulty. This null association might be due to the evidently higher effect of teeth loss and the number of natural 
teeth itself on chewing ability when compared with the effect of dental caries on the remaining teeth.12,13 In this 
study, no significant differences were observed in the presence or absence of periodontal disease according to frailty 
status. In previous studies, the association between periodontal disease and frailty has been reported to be 
inconsistent,17 with several studies showing a significant association between the two,44,45 while others did 
not.40,46 Differences in defining periodontal disease between studies may have influenced the study results. 
A representative study to confirm the association analyzed the association between severe periodontitis defined as 
at least three teeth with a pocket depth of 5.5 mm or more and frailty.44

In addition to oral health factors, diseases, such as diabetes and stroke, and current smoking status were significantly 
associated with chewing difficulty in the univariate analyses. Stroke is a representative disease that causes functional 
disability,47 and diabetes is also closely related to functional decline.48,49 In particular, since diabetes is associated with 
an increase in loss of teeth,50 patients with diabetes require more attention to maintain their chewing ability. Smoking 
cessation is important to reduce chewing difficulty as it can lower the risk of tooth loss,51,52 and as smoking is a major 
risk factor for periodontal disease.53

From our observation, in establishing public health and welfare to prevent the progression of frailty, chewing 
difficulties in older adults should be considered. With nutrition and exercise comprising the core element of multi-
dimensional frailty prevention measures, older individuals need a customized diet plan to meet their nutritional needs 
based on chewing ability. Future longitudinal or interventional studies considering chewing and swallowing ability in 
Korean older population are warranted.
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This study has several strengths. First, the analysis was performed using data from nationally representative 
samples of older adults in Korea, supporting the generalizability of the study. Twenty-three households across 192 
survey districts were selected annually, and approximately 10,000 individuals aged 1 year and over were targeted 
by KNHANES VII. To reduce the limitation of seasonal variations, KNHANES was conducted continuously 
throughout the year. Additionally, a complex sample analysis method with assigned weights was used to obtain 
national-level statistical estimates. Second, the analysis was performed including the functional factor such as 
chewing difficulty among oral health factors, and significant results were obtained even after adjusting multiple 
covariates. Third, by analyzing specific factors associated with chewing difficulty, we presented potential clinical 
factors which would be targeted in the interventional study to reduce chewing difficulty in older adults. This study 
also has some limitations. First, we could not determine a causal relationship between oral health factors and 
frailty because of the limitations inherent in the cross-sectional design. Second, since several data of the frailty 
index were obtained from the self-reported questionnaire included in KNHANES VII, limitations, such as the 
participant’s recall bias, might exist. We used secondary data analysis and even if there was a recall bias, it was 
difficult to address the bias. Third, we developed the frailty index by referring to a standard procedure for creating 
a frailty index and items used in previously published studies that used KNHANES data to create a frailty index. 
However, there was no additional validation of the frailty index used in this study. Fourth, we were not able to 
evaluate the potential mechanistic links between oral health factors and frailty in our study, as the study lacked for 
biomarkers. Fifth, generalizability in other populations is limited as our study was from observations in commu-
nity-dwelling Korean population.

Conclusion
Among oral health factors, chewing difficulty was significantly associated with frailty in older population. Since chewing 
difficulty can restrict appropriate nutritional intake essential in preventing the progression of the “cycle of frailty”, proper 
management of factors associated with chewing difficulty is imperative. Reducing risk factors for tooth loss by regular 
oral examinations with attention focused on chronic conditions, such as stroke and diabetes, is recommended.
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