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Purpose: This randomized parallel controlled trial aimed to determine the effectiveness of graded progressive home-based resistance 
combined with aerobic exercise in improving physical fitness in community-dwelling older adults with sarcopenia.
Patients and Methods: Community-dwelling older adults (≥60 years) with sarcopenia were randomly assigned to the intervention 
group (IG), receiving 12 weeks of graded progressive home-based resistance and aerobic exercise training, and the control group (CG), 
maintaining lifestyle unchanged. The primary outcomes were knee extensor muscle strength and the six-minute walk distance 
(6MWD). Intention-to-treat analysis was applied to the data from all participants in the CG and IG. Post-intervention differences 
between the intervention and control groups were determined using a generalized estimated equation model with pre-values adjusted.
Results: Data from all the participants in the IG (n=41) and CG (n=45) were analyzed. After the intervention, knee extensor muscle 
strength (95% CI: 0.140–3.460, P=0.036), 6MWD (95% CI: 35.350–80.010, P<0.001), flexor muscle strength and the results of 30s 
bicep curls, 30s chair stand, the chair sit and reach test and back stretch test in the IG were larger and value of the timed up-and-go test 
was smaller than those in the CG (P<0.05). The body composition, quality of life and their changes showed no group differences. The 
attendance rates were 82.9% and 85.4% for resistance and aerobic exercise, respectively.
Conclusion: The 12-week graded progressive home-based resistance and aerobic exercise intervention improved muscle strength, 
balance, flexibility, and cardiorespiratory fitness in community-dwelling older adults with sarcopenia, whereas body composition and 
quality of life remained unchanged. The research was approved by the Ethics Committee of Soochow University (ECSU-2019000161) 
and registered at the Chinese Clinical Trial Registry (ChiCTR1900027960, http://www.chictr.org.cn/showproj.aspx?proj=45968).
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Introduction
Sarcopenia is a disease characterized by age-related progressive loss of skeletal muscle mass plus loss of muscle strength 
and/or reduced physical performance.1 Due to reduced muscle strength and physical function, sarcopenia is associated 
with various adverse health outcomes including increased mortality rate, cognitive impairment, osteoporosis, falls, 
fractures, functional decline, hospitalization, metabolic syndrome, depression, frailty, etc.2 Apart from age, many risk 
factors, including lifestyle factors of physical inactivity, malnutrition, smoking, extreme sleep duration, chronic disease 

Clinical Interventions in Aging 2024:19 1581–1595                                                         1581
© 2024 Liu et al. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/terms.php 
and incorporate the Creative Commons Attribution – Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing the work 

you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. For 
permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

Clinical Interventions in Aging                                                             Dovepress
open access to scientific and medical research

Open Access Full Text Article

Received: 25 April 2024
Accepted: 6 September 2024
Published: 26 September 2024

http://orcid.org/0000-0002-5577-4666
http://orcid.org/0000-0001-7462-2687
http://orcid.org/0000-0003-2669-826X
http://www.chictr.org.cn/showproj.aspx?proj=45968
http://www.dovepress.com/permissions.php
https://www.dovepress.com/terms.php
http://creativecommons.org/licenses/by-nc/3.0/
https://www.dovepress.com/terms.php
https://www.dovepress.com


factors of diabetes and osteoporosis, and other health status including inflammation,3 oxidative stress, and mitochondrial 
dysfunction4 etc. are found to be associated with increased risk of sarcopenia.2

Evidence-based clinical practice guidelines provide strong recommendations for physical activity and exercise as the 
primary treatment for sarcopenia.5 Being a well-established countermeasure against sarcopenia, exercise has been shown to 
attenuate age-related decreases in muscle health, and improve quality of life in patients with sarcopenia.6,7 Additionally, 
exercise can influence most of the risk factors and consequences related to sarcopenia.8–10 Thereby, exercise should be 
emphasized as part of a lifestyle essential to healthy aging and sarcopenia prevention and rehabilitation.

Currently, resistance exercise is recommended as the first-line treatment for sarcopenia in older adults because of its 
favorable effects on muscle mass, strength and function.5 Aerobic (or endurance) exercise, apart from increasing aerobic 
capacity and elevating muscle endurance, can significantly promote muscle mitochondrial biogenesis,8 attenuated 
oxidative stress9 and inflammation,10 which may indirectly benefit muscle hypertrophy in patients with sarcopenia. It 
is recommended to consider multicomponent interventions or combined resistance and aerobic exercise to impact 
different aspects of physical function in the elderly.11,12

The evidence-based clinical practice guidelines for sarcopenia were published in 2018. However, only resistance exercise 
was referred within physical activity or exercise intervention strategy without aerobic exercise to be mentioned.5 Currently, the 
optimal exercise pattern, intensity, duration, and frequency for older adults with sarcopenia are not known. More research is 
needed to explore the effect of exercise therapy regimens in sarcopenia.13 Additionally, due to the differences in lifestyle and 
exercise habits among populations in different regions, it remains to be explored whether some exercise programs that have 
achieved good intervention effects in some populations are actually feasible and effective in Chinese patients with sarcopenia. 
Furthermore, adherence to the exercise protocols was mostly not reported in previous studies, which impacts the assessment of 
the real effect of exercise on muscle features.7 The best physical exercise is the one that is actually carried out. However, 
exercise adherence is often poor in community-dwelling older adults, especially those who have low levels of physical fitness. 
One study of a 12-week exercise intervention in community-dwelling older adults showed that only approximately 50% of the 
participants completed 70% of the exercise.14 In another study of older adults in frail and prefrail status, the exercise 
attendance rate was only 68.75% in a multicomponent exercise intervention that lasted 6 weeks.15 With the poor adherence 
rate, many studies included only the participants with good compliance in statistical analyses, which may exaggerate the effect 
of the intervention program.16–18

To address the above issues, the following aspects were paid attention to when we were designing the exercise 
intervention in this study. Firstly, the exercise should be multicomponent to maximize beneficial effects on physical 
fitness in patients with sarcopenia. Secondly, the exercise should be individualized and gradually progressed, in which 
each participant can choose a suitable level of exercise based on his/her physical fitness capacity. Finally, the choice of 
exercise time and location needs to be highly flexible, and the exercise should be easy to perform without special 
equipment required. Based on these considerations, we aimed to study the effect of a graded home-based multicomponent 
exercise program in Chinese community-dwelling patients with sarcopenia and used intention-to-treat analysis for data 
statistic to evaluate whether the exercise program could improve physical fitness, body composition, and quality of life.

Material and Methods
Study Design
This is a randomized parallel controlled trial. Older adults with sarcopenia in the community were randomly allocated to 
the control group (CG) and the intervention group (IG) at a ratio of 1:1. The IG received one-on-one exercise coaching 
over 12 weeks. For assessment of the intervention effect, data at baseline and 12 weeks post-intervention were collected. 
This study was conducted in compliance with the guidelines stated in the World Medical Association (WMA) 
Declaration of Helsinki. The research was approved by the Ethics Committee of Soochow University approved 
(ECSU-2019000161) and registered at the Chinese Clinical Trial Registry (ChiCTR1900027960, http://www.chictr.org. 
cn/showproj.aspx?proj=45968). Reporting abides by the CONSORT reporting guidelines.19
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Participants
The participants were recruited from communities in Suzhou between July 2020 and October 2020. The inclusion criteria 
were as follows: (1) 60 years of age or older; (2) meeting the diagnostic criteria for sarcopenia from the Asian Sarcopenia 
Working Group (ASWG):1 ① grip strength in males <28 kg, in females <18 kg and/or usual gait speed (six-meter gait 
speed, 6MGS) ≤1.0 m/s; ② skeletal muscle mass index (SMI) in males <7.0 kg/m2 and in females <5.7 kg/m2. 
Individuals were excluded if they (1) were unable to perform body composition measurements, (2) had regular exercise 
habits (resistance exercise ≥2 times a week and moderate-intensity aerobic exercise ≥3 times a week);20 (3) had exercise 
contraindications, or (4) were incapable of understanding or speaking Mandarin (some older adults only speak the local 
dialect of Suzhou, which makes communication difficult with researchers). The withdrawal criteria were incapability, 
unsuitability, or unwillingness to continue the study for subjective or objective reasons. All the participants were fully 
informed of the research purpose, content, and risks before signing a consent form.

Sample Size
The sample size was estimated using the PASS 11 with the method of [Tests for Two Means (Two-Sample T Test) 
Differences] with the primary outcome of knee extensor muscle strength. The mean value and standard deviation (SD) of 
the knee extensor muscle strength were 16.45 and 5.82 at baseline and 19.73 and 5.07 after intervention based on the 
results of the previous preliminary experiment (unpublished). The bilateral test was adopted with α=0.05, and 1-β=0.08. 
The calculated result was n1=n2≈44. Assuming an attrition rate of 15%, a total number of 52 participants were required 
per group, resulting in 104 participants in this study.

Randomization Procedure and Blinding
A simple randomization method was used for grouping. A set of random numbers was generated using IBM SPSS 23.0 
statistical software. The random sequence was maintained by a third party who was not involved in the intervention. Odd 
numbers were assigned to the CG and even numbers to the IG. The random sequence was placed in opaque and sealed 
envelopes that were opened after the baseline measurements. The researchers who were responsible for assessing 
outcomes and performing statistical analysis were blinded to the grouping and intervention.

Intervention
Participants in the CG were asked to maintain their usual lifestyles. Researchers telephoned them monthly throughout the 
intervention period to learn about and record any change in their lifestyle.

Participants in IG accepted the combined home-based progressive resistance training and aerobic walking exercise 
intervention for 12 weeks. The exercise was originally adopted from a previously published program applied to patients 
aged ≥70 years scheduled to receive first-line chemotherapy for newly diagnosed, advanced pancreatic, or non-small-cell 
lung cancer21 and modified through expert consultation and pre-trial (more details are provided in the supplementary 
materials). The main modifications based on expert consultation and pre-trial included adding upper limb movements in 
resistance exercise, elevated resistance exercise loads, decreased required exercise frequency, and redefining the aerobic 
walking exercise as at least 10 minutes of continuous walking (the walking steps within these continuous walking instead 
of any discrete steps was defined as effective walking steps). See eDocument 1 for the program formation and the QR 
code link of the exercise intervention atlases and videos (eFigure 1).

The individualized resistance exercise program consisted of three to seven of the following exercise components: 
①standing hip flexion, ②straight arm lift, ③sit-to-stand, ④chest expansion, ⑤knee extension, ⑥side leg raise, and 
⑦calf raise. Four levels were prepared as follows:
Level 1: ① ② ③.
Level 2: ① ② ③ ④ ⑤.
Level 3: ① ② ③ ④ ⑤ ⑥ ⑦.
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Level 4: ① ② ③ ④ ⑤ ⑥ ⑦ plus 0.5 kg and 1.0 kg external loads with sandbag for each side of the upper and lower 
limbs, respectively. The loads could be gradually increased by every 0.5 kg on each side of the limbs when necessary. 
Before being assigned to the participants, the sandbags were checked in the lab to ensure the correct weight.

On the first day of the week before the intervention, the researcher visited and instructed the participants to learn 
resistance exercise movements and provided them with a training atlas and video. After one week, the instructor checked 
whether the movements could be performed correctly during the second visit. When the movements were completed 
correctly, the participants were instructed to complete Level 2 exercises. Rating of perceived exertion (RPE) was assessed 
immediately after exercise. When RPE was within 12–14, the current exercise would be maintained, when RPE > 14, it 
was reduced by one level, and when RPE < 12, it was increased by one level. RPE evaluation and exercise level 
adjustment were performed once every four weeks.

The aerobic exercise program was divided into three levels in which the target walking steps were increased from 
level 1 to 3. The prescribed level for each participant was based on his/her baseline daily steps. When counting the target 
walking steps and baseline daily steps, only effective walking steps (defined as walking steps that continuously lasted for 
more than 10 minutes) were included. Three levels of walking were prepared as follows:
Level 1: The target walking steps per day were 2000 steps, and used for individuals with baseline daily steps of ≤2000.
Level 2: The target walking steps per day were set to be the baseline steps plus 1000 steps with a maximum of 8000 steps 
and used for individuals with the baseline daily steps of 2001 to 7999.
Level 3: The target walking steps were the same as the baseline level, for those individuals with baseline daily steps 
≥8000 steps.

The researcher visited the participant in the week before the intervention for the first time, provided the pedometer 
(Omron HJ-208) and taught them how to use it. The participants were required to wear the pedometer for at least 5 hours 
per day. At the second visit, after one week, the researcher checked the daily effective walking steps of the previous week 
to learn the baseline daily steps, and the aerobic walking level was determined accordingly. The participants were 
required to reach the target steps for at least three days every week. Reassessment and adjustment were performed once 
every four weeks. See the eDocument 1 for additional information about the intervention.

Each individual was provided with one level of resistance exercise and one level of aerobic exercise based on their 
current exercise habits and physical fitness levels. The choice of resistance exercise levels was adjusted based on the 
participants’ RPE score, and aerobic exercise was adjusted by RPE scores and heart rate (HR), which were evaluated 
every four weeks. For those who could not accurately record these parameters, researchers would come to their homes 
weekly to assist with measurements and recordings.

Weekly telephone follow-up was conducted to inquire about exercise execution, and monthly on-site follow-up was 
implemented to reassess physical fitness and the suitability of the selected exercise level and ensure accurate recording of 
the exercise diary.

Outcome Measurements
A self-designed questionnaire containing sociodemographic data, health-related data (including comorbid chronic diseases, 
history of trauma, weight loss and so on), and lifestyle information (Table 1) was filled out during a face-to-face interview. 
Among the questions investigated, weight loss referred to weight loss of at least 5% in one year or less,22 smoking habit 
referred to smoking ≥1 time per week for 6 months or more in a year,23 alcohol drinking was defined as drinking ≥1 time per 
week over the past year,24 and exercise habit was defined as exercising >1 time per week for 30 minutes or more each time 
(Previous research has pointed out that regular exercise refers to 20 minutes or more at least 3 times/week).25 The participants 
were asked to choose the appropriate option according to their actual situation. The willingness to exercise was scored by the 
participants within the range of 0–100, with a higher score representing a higher willingness.

Physical Fitness
Physical fitness measurements included tests of knee extensor and flexor muscle strength, six-minute walk distance 
(6MWD), 30s bicep curl, 30s chair stand, timed up-and-go, time of one-leg stand with eyes closed, back scratch, chair sit, 
and reach test. Among them, knee extensor muscle strength and the 6MWD were considered the primary outcomes.
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Table 1 Basic Characteristics of Participants, Mean±SD or n (%)

Item Total CG IG P

Number 86 45 41
Sex 0.297

Men 30 (34.9) 18 (40.0) 12 (29.3)

Women 56 (65.1) 27 (0.0) 29 (70.7)
Age (years) 74.2±5.88 75.6±6.35 74.2±4.67 0.055

Height (m) 1.57±0.08 1.56±0.08 1.58±0.08 0.422

Weight (kg) 50.8±7.20 50.8±6.46 50.9±8.01 0.925
BMI (kg/m2) 20.6±2.16 20.7±1.89 20.4±2.43 0.515

Educational level 0.678
Primary and below 28 (32.6) 15 (33.3) 13 (31.7)

Secondary school 50 (58.1) 27 (60.0) 23 (56.1)

College and above 8 (9.3) 3 (6.7) 5 (12.2)
Marital status 0.055

Married 51 (70.8) 19 (55.9) 32 (84.2)

Other 21 (29.2) 15 (44.1) 6 (15.8)
Residence 0.101

Solitary 22 (25.6) 16 (35.6) 6 (14.6)

Residence with spouse 54 (62.8) 23 (51.1) 31 (75.6)
Residence with spouse and children 10 (5.4) 6 (13.3) 4 (9.8)

Comorbidities 0.797

Yes 47 (54.7) 24 (53.3) 23 (56.1)
No 39 (45.3) 21 (46.7) 18 (43.9)

Hypertension 0.370

Yes 40 (46.5) 23 (51.1) 17 (41.5)
No 46 (53.5) 22 (48.9) 24 (58.5)

Diabetes 0.126

Yes 19 (22.1) 7 (15.6) 12 (29.3)
No 67 (77.9) 38 (84.4) 29 (70.7)

Hyperlipidemia 0.401

Yes 18 (20.9) 11 (24.4) 7 (17.1)
No 68 (79.1) 34 (75.6) 34 (82.9)

History of trauma 0.053

Yes 23 (26.7) 16 (35.6) 7 (17.1)
No 63 (73.3) 29 (64.4%) 34 (82.9)

Weight loss 0.776

Yes 26 (30.2) 13 (28.9) 13 (31.7)
No 60 (69.8) 32 (71.1) 28 (68.3)

Sleep status 0.883

Good 40 (46.5) 20 (48.8) 20 (44.4)
General 23 (26.7) 11 (26.8) 12 (26.7)

Poor 23 (26.7) 10 (24.4) 13 (28.9)

Emotional status 0.420
Good 51 (59.3) 23 (56.1) 28 (62.2)

General 28 (32.6) 13 (31.7) 15 (33.3)

Poor 7 (8.1) 5 (12.2) 2 (4.4)
Walking aids 0.344

Required 4 (4.7) 3 (6.7) 1 (2.4)

Not required 82 (95.3) 42 (93.3) 40 (97.6)
Smoking 0.625

Yes 11 (12.8) 6 (14.6) 5 (11.1)

No 75 (87.2) 35 (85.4) 40 (88.9)

(Continued)
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The strength of knee extensor and flexor muscles was measured by MicroFET3™ Muscle Test Dynamometer and 
Inclinometer (Hoggan, 120382, USA). The participants sat and kept their hips and knees flexed at 90°. Verbal instructions 
specified in the standardized protocol26 was provided. A submaximal practice trial was firstly performed to ensure correct 
movement. Thereafter, two trials were tested for each muscle group in the right limb with 1min interval time, and the 
higher value was recorded.

The 6MWD was used to assess cardiorespiratory fitness. Prior to the test, participants were asked to sit and rest for 10 
minutes, thereafter blood pressure, HR, and RPE were measured. Participants were instructed to walk as fast as possible 
for six minutes without running or jogging in a 30-meter corridor. The distance walked per minute was also recorded. 
Testing was interrupted if threatening symptoms appeared, and the walking distance and time could be recorded. The 
blood pressure, HR, and RPE were retested immediately after the test. Standardized encouragement was provided in 
accordance with the recommendations of the American Thoracic Society.27

The 30s bicep curl times was used to assess the upper extremity functioning. Men used 8-pound dumbbells and 
women used 5-pound dumbbells, and the number of bicep curls completed within 30s was recorded.28

The 30s chair stand times was tested to evaluate lower extremity strength and function. Participants were asked to complete 
as many sit-to-stand movements as possible within 30 seconds on a 43 cm chair, and the number of times was recorded.29

The timed up-and-go (TUGT) was used to evaluate the dynamic balance. The participants were asked to stand up 
from a chair, walk 8 feet to and around the cone as fast as possible, and then return to the chair. After each trial, 
participants were measured twice and the time spent was averaged.30

One-leg stand with eyes closed was used to measure the static balance. The time the participants stood on one foot 
with their eyes closed without support was recorded. After each trial, the participants were measured twice, and the 
average value was used.

Back scratch and chair sit-and-reach tests were used as parameters for upper and lower body flexibility. Back scratch 
involves reaching behind the head with one hand and behind the back with the other, and trying to touch the middle 
fingers of both hands together behind the back. In the chair sit-and-reach test, the participants sat on the front edge of 
a chair and extended one leg straight out in front of the hip, with the foot flexed and heel resting on the floor (the other 
leg was bent, foot flat on the floor), to reach as far forward as possible toward (or past) the toes.31

Sarcopenia Diagnosis
According to the diagnostic criteria for sarcopenia defined by the AWGS, diagnostic indicators include SMI, grip 
strength, and 6MGS.30

Table 1 (Continued). 

Item Total CG IG P

Alcohol drinking 0.298

Yes 13 (15.1) 8 (19.5) 5 (11.1)
No 73 (84.9) 33 (80.5) 40 (88.9)

Tea drinking 0.314

Yes 33 (38.4) 18 (43.9) 15 (33.3)
No 53 (61.6) 23 (56.1) 30 (66.7)

Coffee drinking 0.378

Yes 8 (9.3) 3 (6.7) 5 (12.2)
No 78 (90.7) 42 (93.3) 36 (87.8)

Exercise habits 0.146

Yes 54 (62.8) 29 (70.7) 25 (55.6)
No 32 (37.2) 12 (29.3) 20 (44.4)

Sedentary time (h) 3.88±1.93 4.08±2.12 3.65±1.70 0.311

Score of willingness to exercise 57.5±25.1 56.3±25.9 58.8±24.5 0.687

Note: IG= intervention group; CG= control group; BMI= body mass index.
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The SMI was calculated as appendicular skeletal muscle mass (ASM)/height2. ASM was assessed by bioelectrical 
impedance analysis (BIA) with a TANITA MC-180 device (Tokyo, Japan). Participants were instructed to avoid vigorous 
exercise and keep fast for three hours before the test, and shoes, socks, heavy clothing, and any magnetic object, such as 
cell phone, were removed immediately before the test. During the test, participants were asked to avoid chatting, keep 
hands and feet in close contact with the eight-electrode points, arms straight, and dropped maintaining a 15° angle with 
the trunk.32 The tests before and after the intervention in each individual were performed under the same conditions to 
minimize the error caused by other factors.

Grip strength was assessed using a handgrip dynamometer (Jamar, 563213, USA).33 Participants sat in a chair in 
a neutral position and the shoulder joint in a neutral position at 90° with the elbow joint. During testing, the participants 
maintained their dominant hand for as much as possible for three seconds. The participants were measured three times 
and the maximum value was used. The 6MGS was tested by asking participants to walk 10 meters at a normal speed, and 
the walking time (seconds) in the middle 6 meters was recorded for the calculation of 6MGS (m/s).

Body Composition
Body composition included muscle mass indicators (fat-free mass, muscle mass, trunk muscle mass, ASM, upper and 
lower limb muscle mass) and fat indicators (adiposity, body fat percentage, visceral fat content, subcutaneous fat content, 
trunk fat content, and extremity fat content) assessed by BIA with a TANITA MC-180 device (Japan). The test method 
was the same as that used for the ASM assessment.

Quality of Life
Health-related quality of life was measured using the Chinese version of the 36-item Short-Form Health Survey (SF-36).34 

The participants completed the questionnaire.

Adherence
Adherence comprises attendance and compliance. Attendance was measured based on the number of participants 
participating in the exercise program and the number of exercise diary fill-in days for both resistance and aerobic 
exercises. Resistance exercise compliance was measured by percent complete of resistance exercise movements (%) and 
the percentage of actual completed days (%). The resistance exercise movements percent complete (%) = (actual exercise 
groups per day ×actual repetitions per group ×actual exercise days)/ [prescribed exercise groups per day (3 groups) 
×prescribed repetitions per group (10 repetitions) ×prescribed completed days]. Percentage of actual completed days (%) 
= actual completed days/prescribed days. Compliance of walking exercise was measured by the number of participants 
who reached the target steps and the percent complete of target steps. The percent complete of the target steps (%) = 
actual days that met the target steps per week/prescribed days that met the target steps per week.

Exercise Volume
Exercise volume in the three months before the experiment was measured using a modified amateur exercise volume 
questionnaire (see eTable 1 for details). The questionnaire was modified35 based on the study results by Liao BG et al,36 

the exercise characteristics of the middle-aged and older adult populations, and the exercise habits of older adults. The 
participants selected the exercise program that they had done >2 times in the past 3 months and filled in the average 
number of exercises per month and the average time spent per exercise for each program. Exercise volume was 
calculated based on metabolic equivalents (METs) for each exercise program as defined by the American College of 
Sports Medicine (ACSM). Exercise volume (METs-h/week) = months × average number of exercises per month (times/ 
month) × average time spent exercising per month (minutes/time) × METs ÷ 60 min/h ÷ 13 weeks/quarter.

Data Collection and Statistical Analysis
All data were collected at the Hengjie Community Health Service Center in the Gusu District, Suzhou. Data analysis was 
performed using SPSS (version 23.0 (IBM, Armonk, NY, USA). Intention-to-treat analysis was applied to the data from 
45 to 41 participants in the CG and IG groups, respectively. The Shapiro‒Wilk test was used to test whether the 
numerical variable data were normally distributed. Data of numerical variables conforming to a normal distribution were 
expressed as mean±standard deviation (SD); otherwise, they were expressed as M (P25, P75). Categorical variable data 
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were expressed as frequencies and percentages, n (%). Independent sample t and χ2 tests were used for group 
comparisons of basic characteristics. A generalized estimated equation (GEE) model was applied to determine the 
differences between the intervention and control groups at post with adjusted pre values. P < 0.05 was set as statistically 
significant.

Results
Eighty-six participants (45 in the CG, 41 in the IG) aged 74.2±5.88 years old completed the study (Figure 1). Among the 
participants, 65.1% were women and 54.7% had one or more chronic diseases, including hypertension, diabetes, and 
hyperlipidemia. A total of 12.8% and 15.1% of participants had the habits of smoking and alcohol drinking respectively. 
The participants in the two groups showed no differences in their basic characteristics (Table 1). Two participants in the 
IG became non-sarcopenic after intervention.

Figure 1 Flow chart of the study.
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Physical Fitness
Analysis using the GEE model showed significant differences between the IG and CG with eight physical fitness 
parameters (knee extensors muscle strength, knee flexors muscle strength, 30s bicep curls, 30s chair stand test, 6MWD, 
TUGT, back scratch test and chair sit and reach test) among the total 11 tested (Table 2).

The knee extensor and flexor muscle strength, 30s bicep curl times, 6MWD, 30s chair stand times, back stretch, and 
chair sit and reach test results in the IG were larger, and the value of TUGT was smaller than those in the CG (P<0.05) 
(Table 2).

Handgrip strength, 6MGS, and one-leg standing time with eyes closed were not significantly different between the IG 
and CG (P>0.05). However, these parameters showed an improved trend in the intervention group after intervention (P = 
0.059 for the one-leg standing test with eyes closed) (Table 2).

Apart from the above, we did additional subgroup and covariant analyses for the primary outcomes of knee extensor 
muscle strength and 6MWD with regard to the three parameters in baseline data including age, marital status and trauma 
history, which were close to be significantly different between the intervention and control groups (P = 0.055, 0.055 and 
0.053) to examine their potential impact on the results. Firstly, subgroup analyses were performed and no statistical 
difference between the subgroups based on these parameters was found for the two primary outcomes (eTable 2). 
Secondly, with the three parameters as covariates, the primary outcome measures were compared between the interven-
tion and control groups, and no statistical difference was found either (eTable 3).

Body Composition
Analysis using the GEE model showed no significant differences between the IG and CG in any of the body composition 
parameters. In IG, muscle-related indexes (fat-free mass, muscle mass, SMI, trunk muscle mass, upper limbs muscle 
mass and lower limbs muscle mass) showed an upward trend, while fat-related indexes (adiposity, body fat percentage, 
visceral fat content, subcutaneous fat content, trunk fat content and extremity fat content) showed a downward trend 
(Table 3).

Quality of Life
Similar to body composition, no significant differences between IG and CG were found in all the parameter of quality of 
life (the P value for the score of vitality was 0.074). However, in IG, physical functioning, role physical, bodily pain, 
role-emotional, mental health, vitality, social functioning and general health all showed an upward trend (Table 3).

Table 2 Physical Fitness Levels and Their Change in Two Groups, M(P25, P75)/Mean±SD

Group Pre Post Mean Difference*  
(95% CI)

P#

CG IG CG IG

Knee extensors muscle strength (kg) 16.0 (13.8,20.9) 16.3 (13.6,21.3) 15.1 (12.3,21.1) 18.9 (15.9,22.4) 1.800 (0.140–3.460) 0.036

Knee flexors muscle strength (kg) 11.3±3.15 11.1±3.08 11.4±3.53 12.5±3.67 1.250 (0.170–2.330) 0.023

30s bicep curls (reps.) 16.0 (14.0,18.0) 17.0 (15.0,19.0) 16.0 (14.0,19.0) 18.0 (16.8,19.3) 1.540 (0.500–2.58) 0.004

Handgrip strength (kg) 20.7 (16.2,27.3) 19.2 (16.9,26.6) 20.7 (15.3,30.1) 21.7 (19.0,28.0) 0.460 (−1.730–2.650) 0.680

30s chair stand test (reps.) 13.0 (11.0,16.0) 15.0 (13.0,17.0) 14.0 (12.0,17.3) 16.5 (14.0,19.0) 1.500 (0.240–2.760) 0.019

6MWD (m) 412.3±76.7 467.3±55.9 417.8±86.0 478.2±50.5 57.680 (35.350–80.010) <0.001

6MGS (m/s) 0.93±0.13 0.93±0.13 0.96±0.15 1.04±0.13 0.039 (−0.010–0.087) 0.177

One leg standing test with eye closed (s) 1.86 (1.19,3.04) 2.55 (1.73,5.00) 1.69 (1.07,3.29) 2.38 (1.53,3.51) 0.820 (−0.030–1.680) 0.059

TUGT (s) 7.62 (6.59,9.11) 7.25 (6.37,7.91) 7.25 (6.48,8.69) 6.23 (5.80,7.05) −1.220 (−1.770–0.66) <0.001

Back scratch test (cm) −7.94±9.09 −5.76±7.54 −9.79±9.90 −4.33±9.07 3.810 (0.910–6.700) 0.010

Chair sit and reach test (cm) −6.36±7.31 −2.03±6.93 −7.81±9.88 0.24±7.18 6.190 (3.650–8.730) <0.001

Notes: IG= intervention group; CG= control group; reps= repetitions; 6MWD= six-minute walk distance; 6MGS= six-meter gait speed; TUGT= timed up-and-go test. *: 
Mean difference between the intervention and control groups at post-with adjusted pre-values. #: Significance of the mean difference, and all the P values displayed in bold are 
smaller than 0.05.
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Adherence to the Exercise Intervention
At baseline, 41 participants were enrolled, one dropped out after the screening examination because of moving away, and 40 
(97.5%) participants attended the exercise intervention program. In the resistance exercise, six participants dropped out at 
different periods, and among them, one resumed later. A total of 34 participants attended 12 weeks of resistance training with 
an attendance rate of 82.9% (34/41). The resistance exercise diary fill-in days was (34.7±14.2) days, accounting for 82.9% of 
the prescribed 36 days (3 days/week × 12 weeks). During aerobic exercise, five participants dropped out during different 
periods and one of them returned later. A total of 35 participants attended 12 weeks of aerobic walking exercise with an 
adherence rate of 85.4% (35/41) (see eTable 4 for details). The number of aerobic walking exercise dairy fill-in days was (76.6 
±20.3) days, accounting for 85.4% of the prescribed 84 days (7 days/week × 12 weeks) (Table 4).

The percent complete for resistance exercise movements was 76.9%, and the actual completed days accounted for 
95.9% of the prescribed days (Table 4).

In aerobic walking exercise, 13 participants met the target steps. The days reaching the target steps accounted for 83.3% of 
the prescribed days. Records showed an increasing trend in effective walking steps, time, and physical activity steps and times 
during the intervention period. However, no significant differences were observed (P >0.05) (Table 4).

Exercise Volume
Exercise volume was similar in the two groups before the intervention [CG: 9.35±9.73 (METs-h/week), IG: 7.65±7.17 (METs- 
h/week), P>0.05)], and was significantly larger in the IG [18.46±12.83 (METs-h/week)] than in the CG [7.65±7.17 (METs-h/ 
week)] after the intervention (P < 0.01).

Adverse Events
During the intervention period, muscle soreness was reported in six participants after the exercise. Soreness gradually 
disappeared with a reduction in exercise volume in the sore muscles and did not have an impact on health status (see 
eTable 5 for details).

Table 3 Body Composition and Health-Related Quality of Life in the Two Groups, M (P25, P75)/Mean±SD

Group Pre Post Mean Difference 
(95% CI)

P

CG IG CG IG

Body composition

Fat-free mass (kg) 38.1 (32.0,44.9) 37.7±5.8 39.4 (36.5,43.7) 40.2±7.32 −0.590 (−3.440–2.250) 0.682

Muscle mass (kg) 35.6 (30.4,42.2) 34.3 (32.0,37.7) 37.1 (34.5,41.1) 36.3 (32.4,42.2) −0.580 (−3.270–2.210) 0.673

Appendicular skeletal muscle mass (kg) 13.8 (11.8,16.8) 13.6 (12.4,16.0) 14.3 (12.7,17.0) 13.1 (12.3,15.3) −0.250 (−1.490–0.990) 0.690

SMI (kg/m2) 5.59 (5.41,6.04) 5.66 (5.42,6.37) 5.54 (5.30,5.84) 5.73 (5.56,6.22) −0.245 (−0.542–0.052) 0.106

Trunk muscle mass (kg) 22.6 (18.4,25.3) 20.5 (19.7,23.6) 23.0 (21.1,25.7) 23.6 (20.1,25.7) −0.330 (−1.940–1.280) 0.687

Upper limbs muscle mass (kg) 3.60 (2.95,4.15) 3.30 (2.90,3.65) 3.70 (3.30,4.20) 3.40 (2.92,3.80) −0.170 (−0.510–0.180) 0.338

Lower limbs muscle mass (kg) 10.2 (9.00,12.6) 10.30 (9.40,11.67) 9.90 (9.33, 11.5) 10.4 (9.3,12.6) −0.080 (−1.000–0.840) 0.859

Adiposity (kg) 11.6±5.44 13.0±4.74 12.1±3.96 11.2±4.70 0.240 (−1.590–2.080) 0.794

Body fat percentage (%) 22.8±10.1 25.2±7.73 23.0±6.79 22.0±7.73 0.500 (−2.570–3.570) 0.750

Visceral fat content (kg) 1.81±1.02 1.99±1.14 1.98±0.92 1.65±1.04 −0.080 (−0.470–0.310) 0.695

Subcutaneous fat content (kg) 9.76±4.48 11.0±3.73 10.1±3.17 9.49±3.73 0.330 (−1.160–1.820) 0.664

Trunk fat content (kg) 6.78±3.48 7.52±3.17 7.25±2.72 6.50±3.21 −0.007 (−1.229–1.215) 0.991

Extremity fat content (kg) 5.10 (3.10,6.50) 5.75 (4.18,6.43) 5.00 (4.40,5.70) 4.50 (3.65,5.80) 0.270 (−0.400–0.940) 0.431

Health-related quality of life

Physical functioning 85.0 (75.0,90.0) 82.5 (70.0,90.0) 85.0 (75.0,90.0) 90.0 (80.0,95.0) 1.330 (−4.740–7.410) 0.667

Role physical 100.0 (25.0,100.0) 100.0 (43.8,100.0) 100.0 (50.0,100.0) 100.0 (50.0,100.0) −1.530 (−14.580–11.510) 0.818

Bodily pain 84.0 (74.0,100.0) 79.0 (62.0,100.0) 84.0 (72.0,100.0) 84.0 (72.0,100.0) −1.560 (−9.390–6.270) 0.695

Role-emotional 100.0 (66.7,100.0) 100.0 (100.0,100.0) 100.00 (66.7,100.0) 100.00 (66.7,100.0) 0.110 (−12.380–12.600) 0.986

Mental health 74.7±12.9 71.6±17.0 78.6±13.6 75.1±17.2 −3.370 (−9.530–2.790) 0.284

Vitality 75.0 (70.0,85.0) 75.0 (60.0,85.0) 80.0 (70.0,90.0) 77.5 (60.0,85.0) −5.820 (−12.210–0.570) 0.074

Social functioning 112.5 (100.0,125.0) 118.8 (84.4,125.0) 125.0 (112.5,125.0) 125.0 (109.4,125.0) −5.580 (−14.790–3.640) 0.236

General health 58.1±14.9 54.1±19.0 59.7±15.9 61.4±19.8 −1.120 (−8.550–6.300) 0.767

Notes: IG= intervention group; CG= control group; SMI= skeletal muscle mass.
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In addition, three unforeseen incidents (one bone spur, one lumbar disc herniation, and one hospitalization) were 
reported by three participants during the intervention. These three participants were hospitalized for treatment and the 
incidents were determined to be unrelated to the study after the doctors’ examination.

Discussion
In our study, a home-based progressive aerobic combined with resistance exercise program was applied to community- 
dwelling older adults with sarcopenia for 12 weeks, and was found to be effective in improving multiple aspects of 
physical fitness, including muscle strength and function, cardiorespiratory fitness, balance, and flexibility. However, it did 
not exert significant benefits on body composition or quality of life.

As a major result, we found that the knee extensor and flexor muscle strength, 30s chair stand and 30s bicep curl times in 
the IG were significantly larger than those in the CG after intervention, which indicated the remarkable beneficial effects of the 
exercise intervention on muscle strength and function. The resistance exercise applied in our study included both lower and 
upper limb movements, and the sandbag load was individually adjusted every four weeks. These may result in the increase in 
all the parameters of muscle strength and function we tested. However, we cannot exclude the contribution of the combined 
aerobic walking exercises. The improvement in lower limb muscle strength may also be attributed to aerobic walking 
exercises in the program. Hayao et al37 found that 17 weeks of progressive walking exercise improved knee extensor and 
flexor muscle strength in older adults without regular exercise, whereas the intervention group with additional stair climbing 
did not show better results than the single walking group, suggesting that regular walking exercise can improve lower- 
extremity muscle function in older adults. In our study, the upper limb resistance training movements (straight arm lift, chest 
expansion) primarily target the isotonic strength of the arm and back muscles, respectively. This may explain why there was no 
significant change in handgrip strength, a measure of isometric muscle strength.

The 6MWD is now recognized as an important indicator for evaluating cardiopulmonary fitness and daily living 
ability.27 In our study, the intervention showed an improvement effect on the 6MWD, which was similar to the results of 
muscle strength mentioned above. The 6MWD is closely associated with lower limb muscle strength,38 thereby, it is not 
surprising to see improved 6MWD when there is an increase in lower limb muscle strength. Consistently, the study among 
older Thai individuals with sarcopenia by Yuenyongchaiwat et al found that a 12 weeks of pedometer-based intervention 
program (the intervention group was required to wear a pedometer and walk 7500 steps/day for 5 days/week) and 

Table 4 Adherence to the Exercise Intervention, Mean±SD or n (%)

Item 1st ~4th week 5th ~ 8th week 9th ~12th week 1st ~ 12th week

Resistance training
Participants [n (%)] 40 (97.6) 36 (87.8) 35 (85.4) 34 (82.9)

Exercise diary fill-in daysa (d) 12.0±4.24 11.5±5.01 11.2±5.56 34.7±14.2

Percent complete of exercise movementsb (%) 91.7 (62.5,100) 84.7 (43.7,100) 74.9 (30.0,100) 76.9 (48.3,100)
Actual completed days/prescribed daysc (%) 437/480 (91.0) 381/432 (88.2) 357/420 (85.0) 1175/1224 (95.9)

Aerobic exercise
Number of participants [n (%)] 40 (97.5) 36 (87.8) 36 (87.8) 35 (85.4)
Exercise diary fill-in daysd (d) 25.9±5.43 25.7±7.51 25.3±7.52 76.6±20.3

Number of participants reached target steps 17 (42.5) 16 (44.4) 16 (44.4) 13 (36.1)
Percent complete of target stepse 70.8 (29.2,131.2) 83.3 (18.7,114.1) 70.8 (10.4,125) 83.3 (38.8,110.3)

Effective walking steps (steps/day) 2913±2070 2804±2185 3207±2308†† 2941±2101

Effective walking time (minutes/day) 26.5±18.9 26.3±20.3 28.8±21.6†† 26.9±19.5
Physical activity walking steps (steps/day) 6998±2761 6635±3448 6562±3611†† 6732±3119

Physical activity walking time (minutes/day) 160.3±65.8 142.7±78.7 148.3±79.3†† 150.4±69.7

Notes: a,dExpected exercise diary fill-in days (3 days per week × number of weeks) for the four periods were 12, 12, 12, and 36 days, respectively. bPercent 
complete of exercise movements = (actual exercise groups per day × actual repetitions per group × actual exercise days)/[prescribed exercise groups per day 
(3 groups) ×prescribed repetitions per group (10 repetitions) × prescribed completed days] cActual completed days = actual completed days × total number of 
subjects completed in this period, prescribed days = prescribed completed days × total number of subjects completed in this period.ePercent complete of 
target steps = actual days met the target steps per week/required days met the target steps per week (three days). ††There were no significant differences in 
one-way repeated-measures analysis of variance for the four periods.
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TheraBand resistance exercise (twice a week) improved the 6MWD significantly (the mean difference between the 
interneuron and control group was 51.83 m, which is close to our result of 57.68 m).39 Another study in patients with 
obesity40 which included an easy, structured, and home-based exercise program combined resistance and walking 
exercise also reported a significant increase of 6MWD after the intervention (430±69.7 vs 481.2±68.8 before and after 
intervention), which was similar to our finding. However, 6MGS did not show significant change, and this may be related to 
the characters of the test. 6MGS is a test requiring little effort and may not be optimal in detecting the change. However, it 
showed an improved trend after intervention. With a larger sample or longer time of intervention, it probably shows 
a significant change.

Our study confirmed the effectiveness of the exercise program for the older adults with sarcopenia in improving 
6MWD. However, due to the lack of separated aerobic or resistance exercises for comparison, we could not clarify the 
respective contribution from resistance exercise and aerobic exercise. The study by Wanderley et al found a significant 
increase in 6MWD in older adults in the aerobic exercise group but not in resistance exercise and control groups.41 

However, one study in older breast cancer survivors found that the 6MWD was elevated after 12 months of supervised 
resistance training but not aerobic and stretching training, and another study in frail older adults found that resistance 
training alone was found to be able to improve 6MWD and the higher intensity and volume of resistance caused greater 
improvement.42 In the future, more studies are needed to clarify the different improvement effects on 6MWD by different 
exercise modalities, such as resistance, aerobic and concurrent exercise.

Apart from muscle strength and aerobic capacity, this exercise program improved dynamic balance and flexibility in 
older adults but had no significant effect on static balance. On one hand, there were fewer balance training components 
contained in this program. Moreover, although the resistance exercises included one-leg standing movements, most 
participants held onto a support to prevent falls during the exercise, which may have limited the improvement in static 
balance. The improvement in flexibility might also be related to stretching movements during the cool-down exercise. In 
a study by Geng et al,43 apparatus-based resistance combined with a walking exercise program with stretching move-
ments as cool-down exercises significantly improved flexibility in middle-aged adults.

In our study, TUGT was used to assess dynamic balance. TUGT is a compound movement that includes various 
aspects of body movements related to balance function, muscle strength, walking, and body coordination. Based on these 
characteristics, we have reasons to believe that various kinds of exercise could improve performance. Results of a meta- 
analysis showed that resistance training, comprehensive training, and comprehensive training under self-management all 
improved TUGT significantly in older adults with sarcopenia.44 TUGT time was also found to be associated with 
6MWD45 and muscle strength.46 Therefore, with significantly improved muscle strength and 6MWD, the better 
performance in TUGT meets expectation. Better performance of TUGT, together with walking speed, and muscle 
strength are closely associated with fewer falls.47 Therefore, the improvement in TUGT, muscle strength, and 6MWD 
in our study strongly indicates the benefit of the exercise program in preventing falls in these patients.

Our study did not find an improvement in body composition after 12 weeks of intervention. A meta-analysis of 
randomized controlled studies revealed a positive effect of resistance training on the reduction of fat mass and increase in 
muscle mass.48 Almost half of the randomized controlled trials in the meta-analysis had an intervention period of >12 
weeks, which is longer than that in our study, and the population in the meta-analysis included pre-sarcopenia, 
sarcopenia, pre-frailty, or frailty, while our study included all participants with sarcopenia. These differences may 
explain the diversity of the results. With a longer intervention period and wider selection of the study population, the 
exercise program in our study may have an improvement effect on body composition.

In our study, SF-36 scores did not show different changes in the two groups, which was consistent with the results 
observed in other studies.49,50 However, the score of vitality had a difference close to be significant, which suggests that 
the exercise program might be potentially effective in improving quality of life. Vasconcelos et al’s study50 reported that 
there was no significant difference in quality of life (SF-36 scores) between and within groups after a 10-week resistance 
exercise program, which is similar to our study. It is reported in a meta-analysis6 that the combination of resistance 
exercise with aerobic and balance training was the most effective intervention for improving quality of life in older 
people with sarcopenic obesity. However, more than half of the studies in the meta-analysis had an intervention period 
>12 weeks. The shorter intervention period could probably be the reason for the non-significant effect of the exercise 
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program on the quality of life in this study. Additionally, the lack of a significant difference in quality of life in our study 
may be related to the relatively high baseline levels. With the quite good baseline conditions, it was difficult to improve 
after a short-term intervention. It is possible that a longer intervention period may lead to significant differences in the 
quality of life.

The adherence was generally good in terms of exercise attendance and completion. In aerobic walking exercise, the 
percent complete of target steps was high (83.3%); however, only 13 participants achieved the prescribed target steps 
during all phases of the exercise. These results might be related to the fact that some participants had overexercised, 
offsetting the shortfall of those who underexercised when calculating the adherence results. In addition, it was possible 
that the frequency of exercise was not uniform, resulting in much greater or lesser amount of exercise being completed in 
different weeks than prescribed. In the exercise intervention study, the exercise volume in the control group was one of 
the most important confounding factors. Our results showed a decreasing trend, but not a statistically significant change, 
in the exercise volume in the control group. Exercise volume in the IG was significantly larger than that in the CG after 
the intervention. However, owing to limited time and energy, the researchers were unable to conduct on-site supervision 
each time, making it difficult to ensure the accuracy of the exercise diary recording.

This home-based aerobic combined with resistance exercise program is simple, graded, progressive, and comprehen-
sive, which is in line with the recommended principles of exercise for older adults with sarcopenia.51 The current study 
also proved its safety, good compliance, and feasibility. The study used intentional-to-treat analysis, including partici-
pants who dropped out in the final data analysis, thus conforming to the principle of randomization and ensuring 
a balanced trial design.

The limitations of this study are as follows. First, the intervention period was short and there was no separate group of 
single aerobic exercise or resistance exercise for comparison; therefore, the contribution of either type of exercise was 
unknown. Second, the number of participants may not reach the stipulated sample size, and the participants in this study 
were mostly in good health conditions, thereby the feasibility to extend the results to different population remains to be 
tested. Third, biochemical and endocrine indicators were not collected in this study, which makes it difficult to explain 
the underlying mechanisms.

Conclusion
The home-based progressive aerobic combined with resistance exercise program demonstrated positive improvements in 
muscle strength, balance, flexibility, and cardiorespiratory fitness in community-dwelling older adults with sarcopenia 
and good exercise adherence. The effects of intervention with longer period wait for further study to be determined.

Abbreviations
ASM, appendicular skeletal muscle mass; ASWG, Asian Sarcopenia Working Group; BIA, bioelectrical impedance 
analysis; CG, control group; GEE, generalized estimated equation; HR, heart rate; IG, intervention group; RPE, Rating 
perceived exertion; SMI, skeletal muscle mass index; 6MWD, six-minute walk distance; SD, standard deviation; TUGT, 
timed up-and-go test; WMA, World Medical Association.

Data Sharing Statement
Data available on request from the authors. The data that support the findings of this study are available from the 
corresponding author, [LW], upon reasonable request.

Ethics
The research was approved by the Ethics Committee of Soochow University (ECSU-2019000161) and registered at the 
Chinese Clinical Trial Registry (ChiCTR1900027960, http://www.chictr.org.cn/showproj.aspx?proj=45968).

Acknowledgments
We would like to thank all volunteers who participated in this study for their time and effort.

Clinical Interventions in Aging 2024:19                                                                                             https://doi.org/10.2147/CIA.S473081                                                                                                                                                                                                                       

DovePress                                                                                                                       
1593

Dovepress                                                                                                                                                               Liu et al

Powered by TCPDF (www.tcpdf.org)

http://www.chictr.org.cn/showproj.aspx?proj=45968
https://www.dovepress.com
https://www.dovepress.com


Funding
This study was funded by the Humanities and Social Sciences Research Project of Soochow University [grant number 
21XM2012, LW] and the Medical and Health Technology Plan Youth Innovation Project in Zhejiang Province [grant 
number 2023RC029]. The funding source had no role in study design, data collection, data analysis, decision to publish, 
or manuscript preparation.

Disclosure
The authors report no conflicts of interest in this work.

References
1. Chen LK, Woo J, Assantachai P, et al. Asian Working Group for Sarcopenia: 2019 Consensus Update on Sarcopenia Diagnosis and Treatment. J Am 

Med Directors Assoc. 2020;21(3):300–307. doi:10.1016/j.jamda.2019.12.012
2. Yuan S, Larsson SC. Epidemiology of sarcopenia: prevalence, risk factors, and consequences. Metabolism. 2023;144:155533. doi:10.1016/j. 

metabol.2023.155533
3. Li CW, Yu K, Shyh-Chang N, et al. Circulating factors associated with sarcopenia during ageing and after intensive lifestyle intervention. 

J Cachexia, Sarcopenia Muscle. 2019;10(3):586–600. doi:10.1002/jcsm.12417
4. Nishikawa H, Asai A, Fukunishi S, Nishiguchi S, Higuchi K. Metabolic Syndrome and Sarcopenia. Nutrients. 2021;13(10):3519. doi:10.3390/ 

nu13103519
5. Dent E, Morley JE, Cruz-Jentoft AJ, et al. International Clinical Practice Guidelines for Sarcopenia (ICFSR): screening, Diagnosis and 

Management. J Nutr Health Aging. 2018;22(10):1148–1161. doi:10.1007/s12603-018-1139-9
6. Shen Y, Shi Q, Nong K, et al. Exercise for sarcopenia in older people: a systematic review and network meta-analysis. J Cachexia, Sarcopenia 

Muscle. 2023;14(3):1199–1211. doi:10.1002/jcsm.13225
7. Beaudart C, Dawson A, Shaw SC, et al. Nutrition and physical activity in the prevention and treatment of sarcopenia: systematic review. 

Osteoporos Int. 2017;28(6):1817–1833. doi:10.1007/s00198-017-3980-9
8. Long YF, Chow SK, Cui C, et al. Does exercise influence skeletal muscle by modulating mitochondrial functions via regulating MicroRNAs? 

A systematic review. Ageing Res Rev. 2023;91:102048. doi:10.1016/j.arr.2023.102048
9. Choi JW, Jo SW, Kim DE, Paik IY, Balakrishnan R. Aerobic exercise attenuates LPS-induced cognitive dysfunction by reducing oxidative stress, 

glial activation, and neuroinflammation. Redox Biol. 2024;71:103101. doi:10.1016/j.redox.2024.103101
10. Marcos-Pérez D, Cruces-Salguero S, García-Domínguez E, et al. Physical Interventions Restore Physical Frailty and the Expression of CXCL-10 

and IL-1β Inflammatory Biomarkers in Old Individuals and Mice. Biomolecules. 2024;14(2):166. doi:10.3390/biom14020166
11. De Spiegeleer A, Petrovic M, Boeckxstaens P, Van Den Noortgate N. Treating sarcopenia in clinical practice: where are we now? Acta Clin Belg. 

2016;71(4):197–205. doi:10.1080/17843286.2016.1168064
12. Angulo J, El Assar M, Álvarez-Bustos A, Rodríguez-Mañas L. Physical activity and exercise: strategies to manage frailty. Redox Biol. 

2020;35:101513. doi:10.1016/j.redox.2020.101513
13. Lu DL, Feng ZP, Cao LQ, Tang Y, Tan SJ. Exercise intervention methods for senile sarcopenia. Chin J Tissue Eng Res. 2024; 1–9.
14. Minett MM, Binkley TL, Holm RP, Runge M, Specker BL. Feasibility and Effects on Muscle Function of an Exercise Program for Older Adults. 

Med Sci Sports Exerc. 2020;52(2):441–448. doi:10.1249/mss.0000000000002152
15. Losa-Reyna J, Baltasar-Fernandez I, Alcazar J, et al. Effect of a short multicomponent exercise intervention focused on muscle power in frail and 

pre frail elderly: a pilot trial. Exp Gerontol. 2019;115:114–121. doi:10.1016/j.exger.2018.11.022
16. Adams SC, Segal RJ, McKenzie DC, et al. Impact of resistance and aerobic exercise on sarcopenia and dynapenia in breast cancer patients 

receiving adjuvant chemotherapy: a multicenter randomized controlled trial. Breast Cancer Res Treat. 2016;158(3):497–507. doi:10.1007/s10549- 
016-3900-2

17. Dieli-Conwright CM, Courneya KS, Demark-Wahnefried W, et al. Effects of Aerobic and Resistance Exercise on Metabolic Syndrome, Sarcopenic 
Obesity, and Circulating Biomarkers in Overweight or Obese Survivors of Breast Cancer: a Randomized Controlled Trial. J Clin Oncol. 2018;36 
(9):875–883. doi:10.1200/jco.2017.75.7526

18. Dong H. The Influence of the Resistance Training on the Muscle Mass and Exercise Capacity of the Elderly People with Sarcopenia. Inner 
Mongolia Normal University; 2020.

19. Schulz KF, Altman DG, Moher D. CONSORT 2010 statement: updated guidelines for reporting parallel group randomised trials. J Pharmacol 
Pharmacotherap. 2010;1(2):100–107. doi:10.4103/0976-500x.72352

20. Wang Z. ACSM’s Guidelines for Exercise Testing and Prescription. People’s Medical Publishing House; 2015.
21. Naito T, Mitsunaga S, Miura S, et al. Feasibility of early multimodal interventions for elderly patients with advanced pancreatic and non-small-cell 

lung cancer. J Cachexia, Sarcopenia Muscle. 2019;10(1):73–83. doi:10.1002/jcsm.12351
22. Fried LP, Tangen CM, Walston J, et al. Frailty in older adults: evidence for a phenotype. J Gerontol a Biol Sci Med Sci. 2001;56(3):M146–56. 

doi:10.1093/gerona/56.3.m146
23. WHO. Geneva World Health Organization; 1984.
24. Hu CH. Causal Associations of Alcohol Consumption with Cardiovascular Disease Incidence and Mortality in China. Peking Union Medical 

College Hospital; 2021.
25. Cho D, Kim SH. Health Capability and Psychological Effects of Regular Exercise on Adults: middle-Aged and Older. Int J Aging Hum Dev. 

2020;91(4):520–537. doi:10.1177/0091415019882009
26. Landers KA, Hunter GR, Wetzstein CJ, Bamman MM, Weinsier RL. The interrelationship among muscle mass, strength, and the ability to perform 

physical tasks of daily living in younger and older women. J Gerontol a Biol Sci Med Sci. 2001;56(10):B443. doi:10.1093/gerona/56.10.b443
27. ATS statement: guidelines for the six-minute walk test. Am J Respir Crit Care Med. 2002;166(1):111–117. doi:10.1164/ajrccm.166.1.at1102

https://doi.org/10.2147/CIA.S473081                                                                                                                                                                                                                                   

DovePress                                                                                                                                                      

Clinical Interventions in Aging 2024:19 1594

Liu et al                                                                                                                                                               Dovepress

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1016/j.jamda.2019.12.012
https://doi.org/10.1016/j.metabol.2023.155533
https://doi.org/10.1016/j.metabol.2023.155533
https://doi.org/10.1002/jcsm.12417
https://doi.org/10.3390/nu13103519
https://doi.org/10.3390/nu13103519
https://doi.org/10.1007/s12603-018-1139-9
https://doi.org/10.1002/jcsm.13225
https://doi.org/10.1007/s00198-017-3980-9
https://doi.org/10.1016/j.arr.2023.102048
https://doi.org/10.1016/j.redox.2024.103101
https://doi.org/10.3390/biom14020166
https://doi.org/10.1080/17843286.2016.1168064
https://doi.org/10.1016/j.redox.2020.101513
https://doi.org/10.1249/mss.0000000000002152
https://doi.org/10.1016/j.exger.2018.11.022
https://doi.org/10.1007/s10549-016-3900-2
https://doi.org/10.1007/s10549-016-3900-2
https://doi.org/10.1200/jco.2017.75.7526
https://doi.org/10.4103/0976-500x.72352
https://doi.org/10.1002/jcsm.12351
https://doi.org/10.1093/gerona/56.3.m146
https://doi.org/10.1177/0091415019882009
https://doi.org/10.1093/gerona/56.10.b443
https://doi.org/10.1164/ajrccm.166.1.at1102
https://www.dovepress.com
https://www.dovepress.com


28. Rikli RE, Jones CJ. Development and validation of criterion-referenced clinically relevant fitness standards for maintaining physical Independence 
in later years. Gerontologist. 2013;53(2):255–267. doi:10.1093/geront/gns071

29. Yan T. Introduction to the timed up-and-go test: a rapid quantitative assessment of functional walking ability. Chin J Rehabil Theory Pract. 2000; 
(3):19–21.

30. Lam HS, Lau FW, Chan GK, Sykes K. The validity and reliability of a 6-Metre Timed Walk for the functional assessment of patients with stroke. 
Physiother Theory Pract. 2010;26(4):251–255. doi:10.3109/09593980903015235

31. Rikli RE, Jones CJ. Development and validation of a functional fitness test for community-residing older adults. J Aging Phys Act. 1999;7(2):129. 
doi:10.1123/japa.7.2.129

32. Sun ZY, Zhang XH, Yu KL, Zhao DP. Application of Tanita MC-180 body composition ananlyzer in animal physiology experiment. Laboratory 
Scien. 2017;20(06):48–52.

33. Roberts HC, Denison HJ, Martin HJ, et al. A review of the measurement of grip strength in clinical and epidemiological studies: towards 
a standardised approach. Age Ageing. 2011;40(4):423–429. doi:10.1093/ageing/afr051

34. Fang J, Hao Y, Liu F. Measurement Methods and Applications of Quality of Life. Peking University Medical Press Co; 2000.
35. Yang Y. Study on Current Exercise Training Situation in Patients with Stroke at Sequelae Stage. Soochow university; 2018.
36. Liao B, Luo X, Gan S. Leisure physical activity, physical fitness and coronary heart disease risk factors in middle-aged and older people. Chine 

J Sports Med. 2000;(3):261–263. doi:10.16038/j.1000-6710.2000.03.014
37. Ozaki H, Nakagata T, Yoshihara T, et al. Effects of Progressive Walking and Stair-Climbing Training Program on Muscle Size and Strength of the 

Lower Body in Untrained Older Adults. J Sports Sci Med. 2019;18(4):722–728.
38. Burtin C, Franssen FME, Vanfleteren L, Groenen MTJ, Wouters EFM, Spruit MA. Lower-limb muscle function is a determinant of exercise 

tolerance after lung resection surgery in patients with lung cancer. Respirology. 2017;22(6):1185–1189. doi:10.1111/resp.13041
39. Yuenyongchaiwat K, Akekawatchai C. Beneficial effects of walking-based home program for improving cardio-respiratory performance and 

physical activity in sarcopenic older people: a randomized controlled trial. Eur J Phys Rehabil Med. 2022;58(6):838–844. doi:10.23736/s1973- 
9087.22.07612-2

40. López-López CO, Montes Castillo ML, Aguilar-Serralde CA, Torres-Cruz MN, Rojas-Stevenson A, Bólivar-Tellería I. Usefulness of an Easy, 
Structured, and Home-Based Exercise Program to Improve Physical Performance and Quality of Life in a Patient’s Cohort with Obesity. Obes 
Facts. 2023;16(5):507–513. doi:10.1159/000533639

41. Wanderley FA, Moreira A, Sokhatska O, et al. Differential responses of adiposity, inflammation and autonomic function to aerobic versus resistance 
training in older adults. Exp Gerontol. 2013;48(3):326–333. doi:10.1016/j.exger.2013.01.002

42. Lai X, Zhu H, Wu Z, et al. Dose-response effects of resistance training on physical function in frail older Chinese adults: a randomized controlled 
trial. J Cachexia, Sarcopenia Muscle. 2023;14(6):2824–2834. doi:10.1002/jcsm.13359

43. JM G. Study on the Aerobic Walking Combined with Resistance Exercises and Its Effect on Body Shape and Physical Function of Middle-Aged 
Adults. Northeast Normal University; 2014.

44. Zeng D, Ling XY, Fang ZL, Lu YF. Optimal exercise to improve physical ability and performance in older adults with sarcopenia: a systematic 
review and network meta-analysis. Geriatr Nurs. 2023;52:199–207. doi:10.1016/j.gerinurse.2023.06.005

45. Hwang R, Morris NR, Mandrusiak A, et al. Timed Up and Go Test: a Reliable and Valid Test in Patients With Chronic Heart Failure. J Card Fail. 
2016;22(8):646–650. doi:10.1016/j.cardfail.2015.09.018

46. Yeh PC, Syu DK, Ho CC, Lee TS. Associations of lower-limb muscle strength performance with static and dynamic balance control among older 
adults in Taiwan. Front Public Health. 2024;12:1226239. doi:10.3389/fpubh.2024.1226239

47. Wang X, Ma Y, Wang J, et al. Mobility and Muscle Strength Together are More Strongly Correlated with Falls in Suburb-Dwelling Older Chinese. 
Sci Rep. 2016;6:25420. doi:10.1038/srep25420

48. Talar K, Hernández-Belmonte A, Vetrovsky T, Steffl M, Kałamacka E, Courel-Ibáñez J. Benefits of Resistance Training in Early and Late Stages of 
Frailty and Sarcopenia: a Systematic Review and Meta-Analysis of Randomized Controlled Studies. J Clin Med. 2021;10(8):1630. doi:10.3390/ 
jcm10081630

49. Zhu LY, Chan R, Kwok T, Cheng KC, Ha A, Woo J. Effects of exercise and nutrition supplementation in community-dwelling older Chinese people 
with sarcopenia: a randomized controlled trial. Age Ageing. 2019;48(2):220–228. doi:10.1093/ageing/afy179

50. Vasconcelos KS, Dias JM, Araújo MC, Pinheiro AC, Moreira BS, Dias RC. Effects of a progressive resistance exercise program with high-speed 
component on the physical function of older women with sarcopenic obesity: a randomized controlled trial. Braz J Phys Ther. 2016;20(5):432–440. 
doi:10.1590/bjpt-rbf.2014.0174

51. Hurst C, Robinson SM, Witham MD, et al. Resistance exercise as a treatment for sarcopenia: prescription and delivery. Age Ageing. 2022;51(2): 
afac003. doi:10.1093/ageing/afac003

Clinical Interventions in Aging                                                                                                         Dovepress 

Publish your work in this journal 
Clinical Interventions in Aging is an international, peer-reviewed journal focusing on evidence-based reports on the value or lack thereof of 
treatments intended to prevent or delay the onset of maladaptive correlates of aging in human beings. This journal is indexed on PubMed Central, 
MedLine, CAS, Scopus and the Elsevier Bibliographic databases. The manuscript management system is completely online and includes a very 
quick and fair peer-review system, which is all easy to use. Visit http://www.dovepress.com/testimonials.php to read real quotes from published 
authors.  

Submit your manuscript here: https://www.dovepress.com/clinical-interventions-in-aging-journal

Clinical Interventions in Aging 2024:19                                                                                       DovePress                                                                                                                       1595

Dovepress                                                                                                                                                               Liu et al

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1093/geront/gns071
https://doi.org/10.3109/09593980903015235
https://doi.org/10.1123/japa.7.2.129
https://doi.org/10.1093/ageing/afr051
https://doi.org/10.16038/j.1000-6710.2000.03.014
https://doi.org/10.1111/resp.13041
https://doi.org/10.23736/s1973-9087.22.07612-2
https://doi.org/10.23736/s1973-9087.22.07612-2
https://doi.org/10.1159/000533639
https://doi.org/10.1016/j.exger.2013.01.002
https://doi.org/10.1002/jcsm.13359
https://doi.org/10.1016/j.gerinurse.2023.06.005
https://doi.org/10.1016/j.cardfail.2015.09.018
https://doi.org/10.3389/fpubh.2024.1226239
https://doi.org/10.1038/srep25420
https://doi.org/10.3390/jcm10081630
https://doi.org/10.3390/jcm10081630
https://doi.org/10.1093/ageing/afy179
https://doi.org/10.1590/bjpt-rbf.2014.0174
https://doi.org/10.1093/ageing/afac003
https://www.dovepress.com
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress
https://www.dovepress.com
https://www.dovepress.com

	Introduction
	Material and Methods
	Study Design
	Participants
	Sample Size
	Randomization Procedure and Blinding
	Intervention
	Outcome Measurements
	Physical Fitness
	Sarcopenia Diagnosis
	Body Composition
	Quality of Life
	Adherence
	Exercise Volume
	Data Collection and Statistical Analysis


	Results
	Physical Fitness
	Body Composition
	Quality of Life
	Adherence to the Exercise Intervention
	Exercise Volume
	Adverse Events

	Discussion
	Conclusion
	Abbreviations
	Data Sharing Statement
	Ethics
	Acknowledgments
	Funding
	Disclosure

