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Abstract
Background Frailty and impairment in intrinsic capacity (IC) have been shown to increase the risk of poor outcomes 
in older people. We aimed to determine the prevalence of frailty and its association with decline in IC among people 
aged 60 and over in Cameroon.

Methods This cross-sectional study included community-dwellers aged ≥ 60 years. Frailty was assessed using Fried’s 
criteria and IC decline using step 1 of the Integrated Care for Older People (ICOPE). Any abnormality reported for one 
of the six IC domains was considered as a positive screening. The significance level was p < 0.05.

Results Among 108 participants included (64.8% women, median age 70 years (65–75)), all had a decline of at least 
one IC. The prevalence of frailty was 52.8%.The main domains involved were cognition (93.5%), vision (88%) and 
hearing (87%). Compared to participants without frailty, the frail group was older, achieved lower education, had 
fewer children, had a more frequent history of falls and a higher number of deficits in IC domains. In the multivariable 
model, after adjusting for age, sex and comorbidities, the participants with preserved mobility (OR 0.18, 95%CI 
0.068–0.49) and vitality (OR 0.11 95%CI 0.04–0.28) were likely to have a lower risk of frailty.

Conclusion Frailty and IC impairment were common in this group of older Cameroonians. Further research with the 
monitoring of trajectories of IC and frailty as a research outcome may allow better comparison to tailor interventions 
taking into account our local resources.

Clinical trial number Not applicable.
Significance
What is already known on the topic? A growing body of evidence supports the validity of IC to assess healthy 
aging across various settings. Frailty and IC decline are two distinct constructs that share underlying mechanisms.
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Introduction
The older population is expected to double in the major-
ity of African countries during the current decade and a 
major policy shift will undoubtedly be necessary to meet 
the needs of this ageing population [1, 2, 3]. Health sys-
tems in sub-Saharan Africa (SSA) are struggling with the 
heavy burden of infectious diseases while facing the ris-
ing trend of non-communicable diseases (NCDs) [4]. In 
a context where health services dedicated to older people 
are scarce and few personnel are trained in geriatrics, lit-
tle consideration has been given on issue of aging in SSA. 
Despite efforts to improve level of care, mortality remains 
high in this age group and the role of frailty and geriat-
ric syndromes has also been recognized in many African 
countries [5, 6, 7]. According to a systematic review con-
ducted in 2021 by O’Caoimh et al., the highest prevalence 
of physical frailty was reported in Africa compared to 
other regions of the world [8]. To cope with the growing 
burden of frailty and dependency in the older population, 
an innovative approach known as the Integrated Care to 
Older People (ICOPE) has been proposed by the World 
Health Organization (WHO). It emphasizes the optimi-
zation of intrinsic capacity (IC) as the most important 
focus to promote healthy ageing and reduce dependency 
[9]. According to WHO, IC is the composite of an indi-
vidual’s physical and mental capacities at any given time 
[9, 10]. The ICOPE approach aims to improve, maintain 
and slow the decline in IC by assessing and monitoring 
six core domains of IC, namely cognition, locomotion, 
mood, hearing, vision and vitality [9]. Although frailty 
and IC are two distinct constructs, the trajectory of an 
individual’s IC may help the clinicians to identify decline 
before clinical manifestations and evaluate the effective-
ness of interventions. Previous studies have shown that 
impairment of IC affects self-care, thereby increasing 
dependency, and is associated with a higher risk of inci-
dent frailty among older adults [11, 12]. There is evi-
dence that frailty is linked to dysregulation of multiple 
systems including stress-response, metabolism and mus-
culoskeletal systems that are involved in IC decline [13, 
14]. Limited mobility, depressive symptoms and visual 
impairment are associated with a higher incidence of 
frailty [12]. Reliance solely on frailty manifestations to 
identify older adults with declining functional reserves 
may result in missed opportunities for earlier interven-
tion. Thus, screening for IC impairments identifies older 

adults at higher risk of incident frailty and incident dis-
ability. In 2019, the prevalence of frailty was estimated 
to be 36% among community-dwellers aged 55 years and 
above in Cameroon [15].Despite several evidence sug-
gesting that frailty is associated with poor outcomes, 
frailty screening has not been widely incorporated in 
routine care in Cameroon. Furthermore, geriatric medi-
cine is still at its infancy and for now policies on aging 
are not available in the country. To the best of our knowl-
edge, no studies have been conducted to date in Camer-
oon. Therefore, we aimed to determine the prevalence of 
frailty, and its association with impaired IC, among com-
munity-dwelling older people in Cameroon.

Methods
Study design and setting
We carried out a cross-sectional study from May to July 
2022 in Yaounde, the capital of Cameroon. The partici-
pants came from the seven districts of Yaounde, com-
prising both urban and semi-urban areas. Participants 
were recruited during community activities organized by 
senior citizens’ associations, including health screening 
campaigns, meetings and physical activity sessions.

Study population
Inclusion criteria We included people aged 60 years 
and above, who provided written informed consent. Par-
ticipants with severe disability, severe dementia were not 
included.

Sample size calculation Sample size was calculated 
using the OpenEpi sample size calculator available on 
www.openepi.com with the prevalence of frailty reported 
by Tay et al. [16], giving a minimal sample size of 43.

Data collection
Demographic and clinical data
Demographic data included: age (in years), gender, mari-
tal status, current professional activity and educational 
level (illiterate, primary, secondary, university), num-
ber of children, and number of people in the household. 
Clinical data encompassed past medical history including 
falls history, comorbidities (such as hypertension, dia-
betes, osteoarthritis, dementia, obesity, HIV infection) 
and the number of drugs being taken. Polypharmacy 

What this study adds? Our results highlight the relationship between frailty and IC impairment among a group 
of older community-dwellers from Cameroon, a country with about 1 million older people and scarce policies on 
aging. This study may serve as a template for further research with the monitoring of trajectories of IC and frailty as a 
research outcome. This may also allow better comparison between the impacts of interventions and tailoring these 
interventions taking into account our local resources.
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was defined as the concomitant use of more than 5 
medications.

Frailty assessment
Frailty was defined based on Fried’s criteria, as the pres-
ence of at least 3 of 5 of the following conditions: unin-
tentional weight loss, weakness, slow walking speed, low 
physical activity and exhaustion [17]. Weight loss was 
defined as the unintentional loss of ≥ 5  kg during the 
12 past months. Muscle strength was assessed by grip 
strength, measured in the patient’s dominant hand using 
an electronic Jamar Plus® dynamometer. We recorded the 
average value from 2 consecutive attempts. Weakness was 
defined as a grip strength < 20 kg for women and < 30 kg 
for men. Walking speed was assessed by measuring the 
4 m gait speed at normal pace for each participant. We 
reported the average of 2 attempts for each participant. 
Gait speed < 1 m/s was considered as slow walking speed. 
Physical activity was assessed by self-reported exercis-
ing habits. Participants who reported “never” or “rarely” 
being active at least once a week were categorized as 
physically inactive. Exhaustion was defined by self-
reported tiredness or difficulty to get going.

Domains of intrinsic capacity screening
Decline in IC was screened based on step1 of the ICOPE 
tool, which includes assessment of the following 6 
domains, as proposed by WHO [9]:

  – Cognition: Participants were asked to remember 
three words, then they are asked questions about 
orientation in time and space, then asked for recall of 
the three words. Incapacity to answer on orientation 
or to recall the three words was considered 
abnormal.

  – Mobility was assessed by asking the participants to 
rise from the chair five consecutive times without 
using their arms. Failure to complete the five chair 
rise in less than 14 s was considered abnormal.

  – Vitality was assessed by questioning about 
unintentional weight loss of more than 3 kg over 
the previous 3 months, and loss of appetite. The 
participant was considered to have a decline 
in vitality if the answer was “yes” to either the 
questions.

  – Vision was assessed subjectively by asking the 
participant about difficulties in seeing far, reading, 
eye diseases or currently under medical treatment for 
eye disease. If the answer was “yes” to one question, 
the test was considered abnormal.

  – Hearing was assessed by the whispering test for each 
ear. The examiner stands 1 m behind the participant 
and whispers 2 words at each ear. Failure to repeat 
one word was considered abnormal.

  – Mood was assessed by asking if the participant felt 
down, depressed or hopeless, and if he/she had little 
interest or pleasure in doing things. If the answer was 
“yes” to both questions, it was considered suggestive 
of depressive symptoms.

Any abnormality reported for one of the six IC domains 
was considered as a positive screening.

Data analysis
Data were analyzed with the Statistical Package for 
Social Sciences for Windows (SPSS 23.0, Chicago, Illi-
nois, USA). Quantitative variables are presented as mean 
and standard deviation (SD) or median and interquartile 
range (IQR). Categorical variables are presented as num-
ber and percentage. Quantitative variables were com-
pared using Student’s T test or the Mann-Whitney U test 
as appropriate, and categorical variables using the Chi-
squared or Fisher’s exact test. Variables that yielded a 
p < 0.20 by univariable analysis were included in the mul-
tivariable logistic regression analysis, which estimated 
odds ratios (OR) and 95% confidence intervals (CI) with 
the non-frail group as reference group. A p-value < 0.05 
was used to define statistical significance.

Results
Characteristics of participants
Overall, 108 participants were included; of whom 64.8% 
(n = 70) were female. The median age(IQR) was 70 
(65–75) years. Around half were retired (49% (n = 53)). 
About 79.6% of participants (n = 86) presented at least 
one comorbidity. Polypharmacy was present in 7.4%, and 
48.1% of participants used over-the-counter medications. 
Overall, 14.8% of participants have experienced falls and 
16.7% have been hospitalized during the previous 12 
months. The main characteristics of the study population 
are presented in Table 1.

Frailty and screening for decline in intrinsic capacity
The prevalence of frailty was 52.8%. All participants have 
been screened positive for impairment in at least one 
domain of IC. The main domains involved were cognition 
(93.5%, n = 101), vision (88%, n = 95) and hearing (87%, 
n = 94) (see Table  2). In the univariable analysis, com-
pared to participants without frailty, the frail group was 
older with a median age (IQR) of 72(66–75) vs. 68(65–
72) (p = 0.031), achieved lower education (p = 0.013), had 
fewer children (p = 0.003), had a more frequent history 
of falls (p = 0.013), had impaired mobility(p < 0.001)), 
impaired vitality(p < 0.001) and a higher number of 
impaired IC domains(p < 0.001). In the multivariable 
model, after adjusting for age, sex and comorbidities, pre-
served mobility (OR 0.18, 95%CI 0.068–0.49) and vitality 
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Table 1 Sociodemographic and clinical characteristics of participants and frailty
Frail (%)
N = 57

Non-frail (%)
N = 51

All (%)
N = 108

uOR 95%CI p-value

Male 18(47.4) 20(52.6) 38(35.2)
Female 39(55.7) 31(44.3) 70(64.8) / / 0.407
Median age in years (IQR) 72(66–75) 68(65–72) 70(65–75) / / 0.031
Educational level
 None 13(22.8) 3(5.9) 16(14.8) 4.72 1.26–17.7 0.013
 Primary 21(36.8) 18(35.3) 39(36.1) / / 1.000
 Secondary 20(35.1) 28(54.9) 48(44.4) 0.44 0.21–0.96 0.039
 University 3(5.3) 2(3.9) 5(4,7) / / 0.740
Current activity
 Working 1(1.8) 1(2) 2(1.9) / / 0.917
 Retired 28(49.1) 25(49) 53(49.1) / / 0.991
 Self-employed 8(14) 10(9.6) 18(16.7) / / 0.438
 Unemployed 20(35.1) 15(29.4) 35(32.3) / / 0.529
Number of children
 0–1 13(22.8) 4(7.8) 17(15.7) 3.47 1.1–11.7 0.003
 2–4 13(22.8) 24(47.1) 37(34.3) 0.33 0.2–0.8 0.008
 5 and above 31(54.4) 23(45.1) 54(50) / / 0.335
Comorbidities
 Hypertension 33(61.1) 21(38.9) 54(50) / / 0.083
 Diabetes 9(40.9) 13(59.1) 22(20.4) / / 0.711
 Osteoarthritis 25(55.6) 20(44.4) 45(41.7) / / 0.625
 Obesity 14(24.6) 8(15.7) 22(20.4) / / 0.253
Polypharmacy 7(12.3) 1(2) 8(7.4) / / 0.064
Falls 13(22.8) 3(5.9) 16(14.8) 4.7 1.3–17.7 0.013
Hospitalisations 21(36.8) 18(35.3) 39(36.1) / / 1.000
CI confidential intervall, IQR interquartile range, uOR unadjusted Odds Ratio

Table 2 Intrinsic capacity domains and frailty
Frail (%)
N = 57

Non-frail (%)
N = 51

All(%)
N = 108

uOR 95%CI p-value

Mean of domains impaired(SD) 4.35 (0.89) 3.24 (0.91) 3.82 (1.06) / / < 0.001
Domains of IC
Cognition yes 54(94.7) 47(92.2) 101(93.5) / / 0.705

no 3(5.3) 4(7.8) 7(6.5)
Mobility yes 34(59.6) 10(19.6) 44(40.7)

no 23(40.4) 41(80.4) 64(59.3) 0.17 0.07–0.39 < 0.001
Vitality yes 47(82.5) 16(31.4) 63(58.3)

no 10(17.5) 35(68.6) 45(41.7) 0.1 0.04–0.24 < 0.001
Vision yes 52(91.2) 43(84.3) 95(87.9) / / 0.210

no 5(8.8) 8(15.7) 13(12.1)
Hearing yes 50(87.7) 44(86.3) 94(87.1) / / 0.524

no 7(12.3) 7(13.7) 14(12.9)
Psychosocial yes 11(19.3) 5(9.8) 16(14.8) / / 0.132

no 46(80.7) 46(90.2) 92(85.2)
CI confidential interval, IQR interquartile range, uOR unadjusted Odds Ratio
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(OR 0.11 95%CI 0.04–0.28) were associated with a lower 
risk of frailty (see Table 3).

Discussion
Our study aimed to determine the prevalence of frailty 
and its association with IC decline among older com-
munity-dwellers in Cameroon. The main findings are 
the high prevalence of IC decline and frailty among older 
Cameroonians. The most common domains involved 
were cognition, vision and hearing. Compared to par-
ticipants without frailty, the frail group was older, with 
less education, fewer children, a more frequent history of 
falls and a higher number of deficits in IC domains. Par-
ticipants with preserved mobility and the vitality domain 
were likely to have a lower risk of frailty.

The prevalence of frailty was 52.7% in our study. This 
result is consistent with the prevalence reported among 
older people attending a geriatric center in Nigeria [18]. 
In 2023, another hospital-based cross-sectional study 
conducted in Nigeria found that 40.8% of older adults 
lived with frailty [19]. However, our prevalence is higher 
than the 35.7% found by Metanmo et al in a group of 403 
retired community-dwellers Cameroonians using the 
Study of Osteoporotic Index (SOF) tool [15]. The preva-
lence of frailty in our study was also higher than the 23% 
reported in a Chinese population [20] and the 10.9% 
found by Tay et al in Singapore [16].The operational defi-
nitions for frailty and the populations varied between 
studies, which might largely explain the variation in 
reported frailty prevalence. Furthermore, we acknowl-
edge that individuals living with frailty might be under-
represented in community-based studies compared to 
hospital-based ones. Our study population was recruited 
among senior citizens engaged in various activities in 
their associations, suggesting that they can be healthier 
compared to those who do not attend social activities. 
The choice of recruiting older people with stable social 
support may show the natural interaction of IC and frailty 
in order to avoid potential confounders. However, larger 
population-based studies are needed for generalizability.

In parallel, positive screening for deficit in at least one 
domain of IC using ICOPE step 1 was present in all the 
older adults in our study. Our findings corroborate those 

reported in a study including 18,000 older adults in 
France, where 94% of participants had a positive screen-
ing [21]. However, our prevalence was higher than the 
69% of impairment on IC domains reported in China 
[22]. The high prevalence of positive screening in our 
study can be explained by the fact that, at the stage of 
screening, it is expected that there will be high prevalence 
of impairment that will require further assessment. How-
ever, the step 1 ICOPE screening can correctly identify 
IC impairment, which permits assessors to be confident 
to recommend older adults to be referred and undergo 
full assessment when the screening tests yield positive 
results [23]. IC domains impairment is quite common 
among community dwelling older adults but there is 
great variability in their trajectories and some compo-
nents may remain stable, decrease, or even increase over 
the life course [10, 20, 24]. Monitor the trajectories of 
IC is a core component of the ICOPE approach as some 
older may present with alert in particular domain which 
may require in-depth assessment and interventions. The 
screening phase is the entry point but identification of 
older adults at risk of functional decline remains difficult 
in Cameroon. Geriatric medicine is still at its infancy, 
aging specialists are scarce thus programmes to promote 
early identification of older people at risk in the com-
munity can foster community-based interventions. This 
would probably implies empowerment for meaningful 
community engagement of older adults in our setting.

The number of deficits in IC domains in the older 
adults living with frailty was significantly higher com-
pared to those without frailty. Our findings are in line 
with other studies [12, 22, 25]. Several lines of evidence 
have shown that the ICOPE step 1 tool is useful to screen 
for IC decline among community-dwellers at high risk 
of poor functional outcomes [21]. Those poor functional 
outcomes include incident frailty, incident disability in 
activities of daily living (ADLs) and instrumental activi-
ties of daily living (IADLs) [12, 26]. Furthermore, each 
additional domain impairment identified by the screen-
ing tool increased the risk of incident frailty by 47% [12]. 
Our findings suggest that a higher IC decline is associated 
with frailty. Although frailty and IC are two distinct con-
structs [14, 27], it has been argued that the two entities 
share underlying mechanisms [14], and IC decline may 
overlap with frailty status. There is evidence that frailty 
is linked to dysregulation of multiple systems including 
stress-response, metabolism and musculoskeletal sys-
tems that are involved in IC impairment. The construct 
of IC appears to provide valuable predictive information 
on an individual’s subsequent functioning [11]. Reliance 
solely on frailty manifestations to identify older adults 
with declining functional reserves may result in missed 
opportunities for earlier intervention.

Table 3 Factors associated with frailty in a multivariable model
aOR 95%CI p-value

Educational level / / 0.721
Number of children / / 0.426
Falls / / 0.572
Polypharmacy / / 0.304
Mobility 0.18 0.068–0.49 < 0.001
Vitality 0.11 0.04–0.28 < 0.001
Psychosocial / / 0.336
IC; intrinsic capacity; aOR adjusted Odds Ratio
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We found that participants with preserved mobility or 
vitality had a lower risk of frailty compared to those with 
impairment in either mobility or vitality. In a study con-
ducted in China, newly impaired locomotion and vitality 
domains were associated with a higher possibility of tran-
sition from non-frail to frailty [20]. Yu et al. found that 
across the five domains, loss of vitality was a strong pre-
dictor of frailty in a group of Chinese older people [26]. 
In Singapore, frailty progressors were significantly more 
likely to have exhibited decline in locomotion and cog-
nition domains at baseline [16]. Impaired mobility and 
vitality therefore play an important role in the mecha-
nisms underlying frailty and disability [28, 29]. Indeed, 
mobility impairment can cause or result in low physical 
performance and low gait speed, which are hallmarks 
of frailty [17]. On the other hand, frailty is also charac-
terized by low-grade inflammation, weight loss and low 
muscle strength. This raises the possibility that decreased 
energy production or increased use, as in wasting condi-
tions, may be involved in the transition toward frailty [30, 
31]. Poor nutritional status is frequent among Cameroo-
nians older dwellers and remain underdiagnosed [32]. 
Our findings suggest that mobility and vitality in partic-
ular warrant further study among older adults living in 
Cameroon.

A high number of participants has reported falls in 
the past twelve months, which is consistent with previ-
ous studies [33, 34]. Compared to the non-frail group, the 
participants living with frailty had previous falls although 
they did not differ in terms of IC impairment in this 
study. However, other authors reported the relationship 
between decreased IC and risk of falls [33, 34]. Shen et al. 
identified that higher IC, especially those related to the 
preservation of cognitive, vitality, locomotion, and psy-
chological independence, were associated with a lower 
risk of falls [34]. Liu et al. demonstrated that impaired 
vitality, locomotion, and psychology domains predicted 
the incidence of future falls within two years [35]. Falls 
are influenced by multiple factors among which IC 
domains are involved. The complex interaction between 
cognitive, musculoskeletal and sensory components is 
essential to ensure ambulation. Impaired cognitive func-
tions may influence the sensory information related to 
maintaining balance while walking and the ability to per-
ceive falls risk. Furthermore, poor nutritional status may 
lead to decreased muscle mass and function. Older adults 
may therefore exhibit slow gait and poor balance, thereby 
increasing the risk of recurrent falls.

Limitations
We acknowledge several limitations, including the cross-
sectional design, possible selection bias and the small 
sample size. Indeed, we choose to recruit among mem-
bers of senior citizens associations thus older people 

living with frailty are probably underrepresented in this 
population. Furthermore, we performed only the screen-
ing phase of the ICOPE, which may lead to an overesti-
mation of IC decline in our study population. However 
our study highlights the necessity to pay attention to 
issues of aging in our country. Our findings suggest that 
preserved mobility and vitality may be associated with a 
lower risk of frailty. Thus interventions to maintain loco-
motion and vitality can be relevant to delay transition 
toward frailty in this group. The ICOPE approach could 
be a real opportunity for Cameroon: universal health 
coverage is in its infancy, there is only one geriatric unit 
in the whole country. Programmes to promote primary 
prevention in the community are not only relevant, but 
also necessary. Our findings suggest that primary care 
providers who might have used this evaluation preferen-
tially among individuals with signs of functional loss or 
frailty, should be trained to assess also older people who 
are likely to be healthier and active. ICOPE can serve as a 
template for further national guidelines to allocate avail-
able local resources and improve meaningful community 
engagement of older adults.

Conclusion
The high prevalence of frailty and IC impairment in this 
group of active older people in Cameroon warrant the 
need to follow their trajectory. A pro-active screening 
approach could help to foster early interventions to main-
tain IC in order to delay the transition to frailty. Despite 
growing interest, IC translation into clinical practice 
remains challenging. Further research are needed with 
the monitoring of trajectories of IC and frailty as a 
research outcome to allow better comparison and tailor 
interventions taking into account our local resources.

Acknowledgements
The authors want to acknowledge all the participants and the senior citizens’ 
associations YOHMECAM and APAN.

Author contributions
MJNE and MTT conceived the study. MRMM and FDML collected data. MJNE 
performed analysis and drafted the manuscript. MRMM, LEK, FDML, PT and 
MTT provided substantial feedbacks on the manuscript. All authors read and 
approved the final manuscript.

Funding 
The authors did not received specific funding for this study.

Data availability
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
All participants provided written informed consent to participate. This study 
is in compliance with the Declaration of Helsinki on research on humans and/
or human data and was approved by the board of Yaounde Central Hospital 
under the reference number N°: 17/ACE/CIE/MINSANTE/DHCY/PCE/SG.



Page 7 of 8Ntsama Essomba et al. BMC Geriatrics          (2025) 25:335 

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1Geriatrics Unit, Yaounde Central Hospital, Yaounde, Cameroon
2Department of Internal Medicine and Specialties, Faculty of Medicine 
and Biomedical Sciences, University of Yaounde I, Yaounde, Cameroon
3Geriatrics Unit, Rive de Seine Hospital, Neuilly-sur-Seine, France
4Geriatrics Unit, Centre Hospitalier Intercommunal de Haute-Comté, 
Pontarlier, France
5Clinical Epidemiology and Aging Team, French West Indies University, 
French West Indies, France
6Institut National de la Santé et de la Recherche Médicale U1219, 
Bordeaux University, Bordeaux, France

Received: 11 January 2025 / Accepted: 2 May 2025

References
1. Mathers CDLD. Projections of global mortality and burden of disease from 

2002 to 2030. PLoS Med. 2006;3(11):e442.
2. Ssensamba JT, Mukuru M, Nakafeero M et al. Health systems readiness to 

provide geriatric friendly care services in Uganda: a cross-sectional study. 
BMC Geriatr. 2019;19.

3. Shetty P. Grey matter: Ageing in developing countries. Lancet [Internet]. 2012 
Apr 7 [cited 2023 Jul 27];379(9823):1285–7. Available from:  h t t p  : / /  w w w .  t h  e l a  n 
c e  t . c o  m /  a r t  i c l  e / S 0  1 4  0 6 7  3 6 1  2 6 0 5  4 1  8 / f u l l t e x t

4. Bigna JJ, Noubiap JJ. The rising burden of non-communicable diseases in 
sub-Saharan Africa. Lancet Glob Heal [Internet]. 2019 Oct 1 [cited 2023 Jul 
27];7(10):e1295–6. Available from:  h t t p  : / /  w w w .  t h  e l a  n c e  t . c o  m /  a r t  i c l  e / S 2  2 1  4 1 0  
9 X 1  9 3 0 3  7 0  5 / f u l l t e x t

5. Adebusoye LA, Cadmus EO, Owolabi MO, Ogunniyi A. Frailty and mortality 
among older patients in a tertiary hospital in Nigeria. Ghana Med J [Internet]. 
2019 Oct 2 [cited 2023 Feb 5];53(3):210–6. Available from:  h t t p  s : /  / w w w  . a  j o l  . i n  
f o / i  n d  e x .  p h p  / g m j  / a  r t i c l e / v i e w / 1 9 0 0 1 2

6. Gbeasor-Komlanvi FA, Tchankoni MK, Bakoubayi AW, Lokossou MY, Sadio A, 
Zida-Compaore WIC et al. Predictors of three-month mortality among hospi-
talized older adults in Togo. BMC Geriatr [Internet]. 2020 Dec 1 [cited 2023 Jul 
26];20(1). Available from:  h t t p  s : /  / p u b  m e  d . n  c b i  . n l m  . n  i h . g o v / 3 3 2 4 3 1 6 1 /

7. Marie-Josiane Ntsama Essomba RMMM, Ottou MZ, Madeleine, Singwe N. 
In-Hospital Mortality and Associated Factors in Acute Geriatric Care in Camer-
oon: A Retrospective Study. 2023;24(March):15–8.

8. O’Caoimh R, Sezgin D, O’Donovan MR, Molloy DW, Clegg A, Rockwood K 
et al. Prevalence of frailty in 62 countries across the world: a systematic 
review and meta-analysis of population-level studies. Age Ageing [Internet]. 
2021;50(1):96–104. Available from:  h t t p  s : /  / a c a  d e  m i c  . o u  p . c o  m /  a g e  i n g  / a r t  i c  l e / 
5 0 / 1 / 9 6 / 5 9 2 8 2 2 4

9. WHO. Integrated care for older people (ICOPE): guidance for person-centred 
assessment and pathways in primary care. Geneva: World Health Organiza-
tion; 2019.

10. Cesari M, De Carvalho IA, Thiyagarajan JA, Cooper C, Martin FC, Reginster JY, 
et al. Evidence for the domains supporting the construct of intrinsic capacity. 
Journals Gerontol - Ser Biol Sci Med Sci. 2018;73(12):1653–60.

11. Beard JR, Jotheeswaran AT, Cesari M, Araujo de Carvalho I. The structure and 
predictive value of intrinsic capacity in a longitudinal study of ageing. BMJ 
Open [Internet]. 2019;9(11):e026119. Available from:  h t t p  s : /  / b m j  o p  e n .  b m j  . c o 
m  / l  o o k  u p /  d o i /  1 0  . 1 1  3 6 /  b m j o  p e  n - 2 0 1 8 - 0 2 6 1 1 9

12. González-Bautista E, de Souto Barreto P, Andrieu S, Rolland Y, Vellas B. Screen-
ing for intrinsic capacity impairments as markers of increased risk of frailty 
and disability in the context of integrated care for older people: Secondary 
analysis of MAPT. Maturitas [Internet]. 2021;150:1–6. Available from:  h t t p  s : /  / l i n  
k i  n g h  u b .  e l s e  v i  e r .  c o m  / r e t  r i  e v e  / p i  i / S 0  3 7  8 5 1 2 2 2 1 0 0 0 8 1 5

13. Morley JE, Vellas B, van Abellan G, Anker SD, Bauer JM, Bernabei R et al. Frailty 
Consensus: A Call to Action. J Am Med Dir Assoc [Internet]. 2013;14(6):392–7. 
Available from:  h t t p  s : /  / l i n  k i  n g h  u b .  e l s e  v i  e r .  c o m  / r e t  r i  e v e  / p i  i / S 1  5 2  5 8 6 1 0 1 3 0 0 1 
8 2 5

14. Belloni G, Cesari M. Frailty and intrinsic capacity: two distinct but related 
constructs. Front Med. 2019;6:133.

15. Metanmo S, Simo-Tabue N, Kuate-Tegueu C, Bonnet M, Gbessemehlan A, 
Metanmo F et al. Short Physical Performance Battery and Study of Osteo-
porotic Fractures Index in the Exploration of Frailty Among Older People in 
Cameroon. Int J Public Health [Internet]. 2023;68. Available from:  h t t p  s : /  / w w 
w  . s  s p h  - j o  u r n a  l .  o r g  / a r  t i c l  e s  / 1 0  . 3 3  8 9 / i  j p  h . 2 0 2 3 . 1 6 0 5 9 0 0 / f u l l

16. Tay L, Tay E-L, Mah SM, Latib A, Koh C, Ng Y-S. Association of Intrinsic Capacity 
with Frailty, Physical Fitness and Adverse Health Outcomes in Community-
Dwelling Older Adults. J Frailty Aging [Internet]. 2022. Available from:  h t t p  s : /  / l 
i n  k .  s p r  i n g  e r . c  o m  / a r  t i c  l e / 1  0 .  1 4 2 8 3 / j f a . 2 0 2 2 . 2 8

17. Fried LP, Tangen CM, Walston J, Newman AB, Hirsch C, Gottdiener J et al. 
Frailty in older adults: evidence for a phenotype. J Gerontol A Biol Sci Med Sci 
[Internet]. 2001 [cited 2023 Jul 22];56(3). Available from:  h t t p  s : /  / p u b  m e  d . n  c b i  . 
n l m  . n  i h . g o v / 1 1 2 5 3 1 5 6 /

18. Ajayi SA, Adebusoye LA, Olowookere OO, Akinyemi RO, Afolayan KO, 
Akinyemi JO et al. Prevalence and Correlates of Frailty Syndrome among 
Older Adults Attending Chief Tony Anenih Geriatric Centre, University College 
Hospital, Ibadan. West Afr J Med [Internet]. 2021;38(3):255–67. Available from:  
h t t p  : / /  w w w .  n c  b i .  n l m  . n i h  . g  o v /  p u b  m e d /  3 3  7 6 5 7 4 7

19. Ugwu UC, Ene OC. Prevalence, association and correlation of frailty with 
sociodemographic and health-related factors among outpatient elderly 
persons: A cross-sectional study. Clin Epidemiol Glob Heal [Internet]. 
2024;28:101642. Available from:  h t t p  s : /  / l i n  k i  n g h  u b .  e l s e  v i  e r .  c o m  / r e t  r i  e v e  / p i  i / S 
2  2 1  3 3 9 8 4 2 4 0 0 1 3 8 6

20. Liu S, Kang L, Liu X, Zhao S, Wang X, Li J et al. Trajectory and Correlation 
of Intrinsic Capacity and Frailty in a Beijing Elderly Community. Front Med 
[Internet]. 2021;8. Available from:  h t t p  s : /  / w w w  . f  r o n  t i e  r s i n  . o  r g /  a r t  i c l e  s /  1 0 .  3 3 8  9 
/ f m  e d  . 2 0 2 1 . 7 5 1 5 8 6 / f u l l

21. Tavassoli N, de Souto Barreto P, Berbon C, Mathieu C, de Kerimel J, Lafont C 
et al. Implementation of the WHO integrated care for older people (ICOPE) 
programme in clinical practice: a prospective study. Lancet Heal Longev 
[Internet]. 2022 Jun 1 [cited 2023 Jul 22];3(6):e394–404. Available from:  h t t p  : / /  
w w w .  t h  e l a  n c e  t . c o  m /  a r t  i c l  e / S 2  6 6  6 7 5  6 8 2  2 0 0 0  9 7  6 / f u l l t e x t

22. Ma L, Chhetri JK, Zhang L, Sun F, Li Y, Tang Z. Cross-sectional study examining 
the status of intrinsic capacity decline in community-dwelling older adults in 
China: prevalence, associated factors and implications for clinical care. BMJ 
Open [Internet]. 2021;11(1):e043062. Available from:  h t t p  s : /  / b m j  o p  e n .  b m j  . c o 
m  / l  o o k  u p /  d o i /  1 0  . 1 1  3 6 /  b m j o  p e  n - 2 0 2 0 - 0 4 3 0 6 2

23. Leung AYM, Su JJ, Lee ESH, Fung JTS, Molassiotis A. Intrinsic capacity of 
older people in the community using WHO Integrated Care for Older 
People (ICOPE) framework: a cross-sectional study. BMC Geriatr [Internet]. 
2022;22(1):304. Available from:  h t t p  s : /  / b m c  g e  r i a  t r .  b i o m  e d  c e n  t r a  l . c o  m /  a r t  i c l  e 
s / 1  0 .  1 1 8  6 / s  1 2 8 7  7 -  0 2 2 - 0 2 9 8 0 - 1

24. Ferrara MC, Pérez LM, Sole AR, Villa-García L, Ars J, Soto‐Bagaria L et al. 
Sustained improvement of intrinsic capacity in community‐dwelling older 
adults: The + AGIL Barcelona multidomain program. J Intern Med [Internet]. 
2023;294(6):730–42. Available from:  h t t p  s : /  / o n l  i n  e l i  b r a  r y . w  i l  e y .  c o m  / d o i  / 1  0 . 1 1 
1 1 / j o i m . 1 3 7 1 0

25. Rarajam Rao A, Waris M, Saini M, Thakral M, Hegde K, Bhagwasia M et al. 
Prevalence and Factors Associated with Impairment in Intrinsic Capacity 
among Community-Dwelling Older Adults: An Observational Study from 
South India. Curr Gerontol Geriatr Res. 2023;2023.

26. Yu R, Leung J, Leung G, Woo J. Towards Healthy Ageing: Using the Concept 
of Intrinsic Capacity in Frailty Prevention. J Nutr Heal aging [Internet]. 
2022;26(1):30–6. Available from:  h t t p  s : /  / l i n  k i  n g h  u b .  e l s e  v i  e r .  c o m  / r e t  r i  e v e  / p i  i / S 
1  2 7  9 7 7 0 7 2 3 0 0 8 9 8 9

27. Pin Tan M, Ulises Pérez-Zepeda M, Nacional de Geriatría I, Wee Shiong Lim 
M, Tock Seng Hospital T, Belloni G et al. Frailty and Intrinsic Capacity: Two 
Distinct but Related Constructs. Front Med| www.frontiersin.org [Internet]. 
2019 [cited 2023 Jul 22];1:133. Available from: https://www.frontiersin.org.

28. Azzolino D, Spolidoro GCI, Saporiti E, Luchetti C, Agostoni C, Cesari M. 
Musculoskeletal Changes Across the Lifespan: Nutrition and the Life-Course 
Approach to Prevention. Front Med [Internet]. 2021;8. Available from:  h t t p  s : /  / 
w w w  . f  r o n  t i e  r s i n  . o  r g /  a r t  i c l e  s /  1 0 .  3 3 8  9 / f m  e d  . 2 0 2 1 . 6 9 7 9 5 4 / f u l l

29. Beyene MB, Visvanathan R, Amare AT. Intrinsic Capacity and Its Biological 
Basis: A Scoping Review. J Frailty Aging [Internet]. 2024; Available from:  h t t p  s : 
/  / l i n  k .  s p r  i n g  e r . c  o m  / a r  t i c  l e / 1  0 .  1 4 2 8 3 / j f a . 2 0 2 4 . 3 0

30. Borges LL, Menezes RL. Definitions and markers of frailty: a systematic 
review of literature. Rev Clin Gerontol [Internet]. 2011 Feb [cited 2023 Jul 
22];21(1):67–77. Available from:  h t t p  s : /  / w w w  . c  a m b  r i d  g e . o  r g  / c o  r e /  j o u r  n a  l s /  r e 

http://www.thelancet.com/article/S0140673612605418/fulltext
http://www.thelancet.com/article/S0140673612605418/fulltext
http://www.thelancet.com/article/S2214109X19303705/fulltext
http://www.thelancet.com/article/S2214109X19303705/fulltext
https://www.ajol.info/index.php/gmj/article/view/190012
https://www.ajol.info/index.php/gmj/article/view/190012
https://pubmed.ncbi.nlm.nih.gov/33243161/
https://academic.oup.com/ageing/article/50/1/96/5928224
https://academic.oup.com/ageing/article/50/1/96/5928224
https://bmjopen.bmj.com/lookup/doi/10.1136/bmjopen-2018-026119
https://bmjopen.bmj.com/lookup/doi/10.1136/bmjopen-2018-026119
https://linkinghub.elsevier.com/retrieve/pii/S0378512221000815
https://linkinghub.elsevier.com/retrieve/pii/S0378512221000815
https://linkinghub.elsevier.com/retrieve/pii/S1525861013001825
https://linkinghub.elsevier.com/retrieve/pii/S1525861013001825
https://www.ssph-journal.org/articles/10.3389/ijph.2023.1605900/full
https://www.ssph-journal.org/articles/10.3389/ijph.2023.1605900/full
https://link.springer.com/article/10.14283/jfa.2022.28
https://link.springer.com/article/10.14283/jfa.2022.28
https://pubmed.ncbi.nlm.nih.gov/11253156/
https://pubmed.ncbi.nlm.nih.gov/11253156/
http://www.ncbi.nlm.nih.gov/pubmed/33765747
http://www.ncbi.nlm.nih.gov/pubmed/33765747
https://linkinghub.elsevier.com/retrieve/pii/S2213398424001386
https://linkinghub.elsevier.com/retrieve/pii/S2213398424001386
https://www.frontiersin.org/articles/10.3389/fmed.2021.751586/full
https://www.frontiersin.org/articles/10.3389/fmed.2021.751586/full
http://www.thelancet.com/article/S2666756822000976/fulltext
http://www.thelancet.com/article/S2666756822000976/fulltext
https://bmjopen.bmj.com/lookup/doi/10.1136/bmjopen-2020-043062
https://bmjopen.bmj.com/lookup/doi/10.1136/bmjopen-2020-043062
https://bmcgeriatr.biomedcentral.com/articles/10.1186/s12877-022-02980-1
https://bmcgeriatr.biomedcentral.com/articles/10.1186/s12877-022-02980-1
https://onlinelibrary.wiley.com/doi/10.1111/joim.13710
https://onlinelibrary.wiley.com/doi/10.1111/joim.13710
https://linkinghub.elsevier.com/retrieve/pii/S1279770723008989
https://linkinghub.elsevier.com/retrieve/pii/S1279770723008989
https://www.frontiersin.org
https://www.frontiersin.org/articles/10.3389/fmed.2021.697954/full
https://www.frontiersin.org/articles/10.3389/fmed.2021.697954/full
https://link.springer.com/article/10.14283/jfa.2024.30
https://link.springer.com/article/10.14283/jfa.2024.30
https://www.cambridge.org/core/journals/reviews-in-clinical-gerontology/article/abs/definitions-and-markers-of-frailty-a-systematic-review-of-literature/2089AD6E79D37B5AE3E654ED472FECC2


Page 8 of 8Ntsama Essomba et al. BMC Geriatrics          (2025) 25:335 

v  i e w s  - i  n - c  l i n  i c a l  - g  e r o  n t o  l o g y  / a  r t i  c l e  / a b s  / d  e fi   n i t  i o n s  - a  n d -  m a r  k e r s  - o  f - f  r a i  l t y -  a 
-  s y s  t e m  a t i c  - r  e v i  e w -  o f - l  i t  e r a  t u r  e / 2 0  8 9  A D 6 E 7 9 D 3 7 B 5 A E 3 E 6 5 4 E D 4 7 2 F E C C 2

31. Xue Q-L. The Frailty Syndrome: Definition and Natural History. Clin Geriatr 
Med [Internet]. 2011;27(1):1–15. Available from:  h t t p  s : /  / l i n  k i  n g h  u b .  e l s e  v i  e r .  c o 
m  / r e t  r i  e v e  / p i  i / S 0  7 4  9 0 6 9 0 1 0 0 0 0 8 3 2

32. Mabiama G, Adiogo D, Preux PM, Desport J-C, Fayemendy P, Jésus P. Nutri-
tional status and associated factors among community-dwelling elderly. Clin 
Nutr ESPEN [Internet]. 2021;45:220–8. Available from:  h t t p  s : /  / l i n  k i  n g h  u b .  e l s e  v 
i  e r .  c o m  / r e t  r i  e v e  / p i  i / S 2  4 0  5 4 5 7 7 2 1 0 0 3 0 9 0

33. Muneera K, Muhammad T, Pai M, Ahmed W, Althaf S. Associations between 
intrinsic capacity, functional difficulty, and fall outcomes among older adults 
in India. Sci Rep [Internet]. 2023;13(1):9829. Available from:  h t t p  s : /  / w w w  . n  a t u  r 
e .  c o m /  a r  t i c  l e s  / s 4 1  5 9  8 - 0 2 3 - 3 7 0 9 7 - x

34. Shen S, Xie Y, Zeng X, Chen L, Guan H, Yang Y et al. Associations of intrinsic 
capacity, fall risk and frailty in old inpatients. Front Public Heal [Internet]. 

2023;11. Available from:  h t t p  s : /  / w w w  . f  r o n  t i e  r s i n  . o  r g /  a r t  i c l e  s /  1 0 .  3 3 8  9 / f p  u b  h . 2 
0 2 3 . 1 1 7 7 8 1 2 / f u l l

35. Liu S, Yu X, Wang X, Li J, Jiang S, Kang L et al. Intrinsic Capacity predicts 
adverse outcomes using Integrated Care for Older People screening tool in a 
senior community in Beijing. Arch Gerontol Geriatr [Internet]. 2021;94:104358. 
Available from:  h t t p s :   /  / l i n k i  n g h  u  b .  e l s  e v  i e  r  . c  o  m / r  e t  r i e   v e /   p i i  / S  0 1 6 7 4 9 4 3 2 1 0 0 0 
2 1 2

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

https://www.cambridge.org/core/journals/reviews-in-clinical-gerontology/article/abs/definitions-and-markers-of-frailty-a-systematic-review-of-literature/2089AD6E79D37B5AE3E654ED472FECC2
https://www.cambridge.org/core/journals/reviews-in-clinical-gerontology/article/abs/definitions-and-markers-of-frailty-a-systematic-review-of-literature/2089AD6E79D37B5AE3E654ED472FECC2
https://linkinghub.elsevier.com/retrieve/pii/S0749069010000832
https://linkinghub.elsevier.com/retrieve/pii/S0749069010000832
https://linkinghub.elsevier.com/retrieve/pii/S2405457721003090
https://linkinghub.elsevier.com/retrieve/pii/S2405457721003090
https://www.nature.com/articles/s41598-023-37097-x
https://www.nature.com/articles/s41598-023-37097-x
https://www.frontiersin.org/articles/10.3389/fpubh.2023.1177812/full
https://www.frontiersin.org/articles/10.3389/fpubh.2023.1177812/full
https://linkinghub.elsevier.com/retrieve/pii/S0167494321000212
https://linkinghub.elsevier.com/retrieve/pii/S0167494321000212

	Prevalence of frailty and association with intrinsic capacity decline among community-dwelling older people in Cameroon: a cross sectional study
	Abstract
	Significance
	Introduction
	Methods
	Study design and setting
	Study population
	Data collection
	Demographic and clinical data
	Frailty assessment
	Domains of intrinsic capacity screening


	Data analysis
	Results
	Characteristics of participants
	Frailty and screening for decline in intrinsic capacity

	Discussion
	Limitations

	Conclusion
	References


