
Introduction

Age-related decline in physical function among older people 
is well documented (1). Although such functional decline has 
not been well defined, Schwartz (2) has described the slippery 
slope of functional decline in older people as consisting of 
“Fun”, “Function”, “Frailty” and “Failure” categories. “Fun” 
category refers to older people who are physically able to 
perform any activity at will; “Function” means those who 
are physically able to perform only those activities within 
their limited physical capacity; “Frailty” refers to those who 
require assistance with basic and instrumental activities of daily 
living (ADL); and “Failure” refers to those are bedbound and 
completely care-dependent. 

Functional decline in older people can occur rapidly, 
resulting in functional losses in mental status and ability to 

accomplish ADL (3). Functional decline is also frequently 
associated with institutionalization in the older persons (4). 
Residents in nursing homes (NH), for instance, have been 
shown to experience functional decline (5). 

Muscle strength loss is a critical factor contributing 
to functional decline. Older people experience an average 
decrease in muscle strength by approximately 1-2% every year 
(1, 6). In NH residents, reduced hand grip strength (16.5 ± 
7.7 kg) and low physical activity (79.4% classified as having 
low physical activity <600 MET minutes per week) have been 
observed (7). Low mean walking speeds (0.37± 0.26 m/s; 75% 
of residents had speeds <0.5m/s) are also prevalent among 
NH residents (8). This is in fact linked to reduced muscle 
strength and balance in NH residents (9-11), with evidence that 
such reduction could be either reversed or slowed down with 
supervised and individually tailored physical exercises (12, 13). 

DO PHYSICAL FUNCTION IN NURSING HOME RESIDENTS CHANGE  
DURING THEIR STAY?  

L. YONG1, P. UPENDRANATHA REDDY2, J. TAN3, D. AVERS4, P.-H. ONG5, W.-P. WONG5

1. MOH Holdings, Singapore; 2. Woodlands Health Campus, Singapore; 3. NTUC Health, Singapore; 4. College of Health Professions, Upstate Medical University, New York; 5. 
Singapore Institute of Technology, Singapore. Corresponding author: Limin Yong, MOH Holdings, Singapore, limin.yong@mohh.com.sg, +65 91004283

Abstract: Background: Decline in physical function is associated with increased frailty and hospitalization, 
resulting in decline of mental status and loss of functional independence. Nursing homes engage residents 
with variable intensity and frequency of physical activities to reduce functional decline. However the extent to 
which the physical function of nursing home residents change (that is, improve, maintain or decline) remains 
unknown. Objectives: The aims of this study were to document the change in physical function and functional 
category among 222 nursing home residents over a period of 9 months; and to identify the factors associated with 
changes in their physical function. Design: This is a longitudinal and multi-site study, with outcomes measured 
at point of recruitment and measurements repeated every three months for nine months. Setting: Three nursing 
homes in Singapore. Participants: A total of 222 residents (59% male and 41% female) with a mean age of 77.4 
years, and an average length of stay of 64 days, participated in the study. Participants did not differ significantly 
from the 698 total residents in terms of age, number of medical comorbidities and physical function. The key 
exclusion criteria preventing participation in the study were cognitive status (MMSE < 11) and being placed 
on cardiac and pulmonary precautions. Measurements: Physical function was measured using the following 
outcome measures: sit and reach for flexibility, single leg stance for balance, 5 times chair-stand for overall lower 
extremity muscle strength, 10-meter walk tests for gait speed, and Modified Barthel Index (MBI) for activities 
of daily living (ADL). Participants were categorised into functional categories (“Fun”, “Functional”, “Frail”, 
“Failure”) for each test. Factors that are potentially associated with changes in physical function such as number 
and type of physiotherapy sessions received, number of hospitalisations, age, and length of stay, Charlson 
Comorbidity Index, and baseline Geriatric Depression Scale were also recorded. Results: There were significant 
improvements between baseline to 3rd month in flexibility (sit and reach distance from toe in centimeters) [2.69; 
95% confidence interval [CI] = 1.05, 4.34; p = .001], balance (single leg stance in seconds) [8.46; 95% CI = 6.81, 
10.12; p < .001), MBI [5.06; 95% CI = 2.61, 7.51; p < .001] but not strength and gait speed. Improvements were 
maintained until 9th month except on flexibility test. Gait speed significantly improved between baseline and 
9th month [0.13, 95% CI = .009, .242; p = .035]. The group that improved the most were those who were in the 
“Failure” group at baseline. Number and type of physiotherapy sessions as well as number of hospitalisations 
was found to be associated with the extent of improvement in physical function. Conclusions: The study suggests 
that current rehabilitation framework at these nursing homes has the potential to enhance the physical function of 
residents who are in the earlier stage of their nursing home stay. Modifiable variables such as number and types 
of physiotherapy sessions appear to be significant factors associated with these outcomes. Hence, further studies 
examine the optimum frequency and type of physiotherapy sessions for this population.

Key words: Physical function, nursing home, longitudinal.

6

The Journal of Nursing Home Research Sciences
Volume 6, 2020

Received Setpembre 2, 2019
Accepted for publication December 17, 2019

Jour Nursing Home Res 2020;6:6-13
Published online April 10, 2020, http://dx.doi.org/10.14283/jnhrs.2020.2



The baseline physical and cognitive impairments among NH 
residents are key predictors of functional decline (5). Other 
contributing factors include poor postural balance, low body 
mass index, impaired vision, impaired hearing, social isolation 
and depression (14). Functional decline is associated with 
low health-related quality of life in older people (15-18) and 
NH residents (19). Given the evidence of functional decline 
in NH residents, reversing and delaying this decline should 
be an important NH care goal (7, 8, 12, 13). Increasingly, 
NH is incorporating physical exercise programs in the care of 
their residents. However, whether decline in physical function 
change as a result of including physical exercises in NH care 
remains to be investigated. Therefore, the aims of this study 
were to firstly determine the change among NH residents over 
nine months in their physical function and functional category 
according to Schwartz (2); and secondly to identify the factors 
associated with changes in their physical function.

Methods

The study protocol was approved by the University 
Institutional Review Board (Singapore Institute of Technology, 
Project No. 20170027). 

Design
This study adopted a longitudinal design, involving three 

NHs with a total capacity of 800 beds. The NHs are located in 
the east, west and central part of Singapore. 

Participants
Residents who scored at least 11 points on the Mini-

Mental State Examination (MMSE) (20) and were able to 
follow simple verbal instructions (in order to participate in the 
assessments and physiotherapy sessions) were enrolled into the 
study.  Residents requiring cardiac precautions, with untreated 
deep vein thrombosis or pulmonary edema, Parkinson’s Disease 
Hoehn and Yahr Stage 4 and above, with existing contractures, 
or were on palliative care or non-weight bearing status were 
excluded. Altogether 278 residents were included in the final 
analysis. Informed consent were sought and obtained. 

Procedure
Participants underwent a battery of tests measuring their 

physical function. These tests included sit and reach test for 
flexibility, single leg stance for balance, 5-times chair stand for 
lower extremity muscle strength, 10-meter walk test for gait 
speed and Modified Barthel Index (MBI) for ADL. Trained 
research assistants who had completed standardized training 
and were assessed to be competent performed these tests. 

All participants performed active range of movement 
exercises to upper and lower limbs for 5 minutes as warm-up 
prior to the physical tests. The participants were allowed to rest 
for 3 minutes between tests.

Flexibility

Sit and reach test
This is a test of back and hamstring muscle flexibility (21, 

22). Residents sat on their bed, with legs extended and back 
supported at 90 degrees. The soles of the feet were placed flat 
against a box. Both knees were maintained in extension. They 
were then instructed to reach forward with their hands towards 
their toes as far as possible. The best distance of the tips of 
the fingers to the toes in three attempts was then measured in 
centimetres and recorded. 

Balance

Single leg stance
This test measures the ability to maintain postural control 

while standing on one leg (23).  With eyes open and hands on 
the hips, residents were instructed to stand on a single leg while 
maintaining the other leg off the floor for as long as possible. 
The test was stopped if the patient was not able to maintain 
their hands on the hips or standing on one leg. Both legs were 
tested. The best performance out of three attempts was recorded 
in seconds for each leg. 

Gait Speed

10-meter walk test
This is a test of mobility, power, and quality of aging (24). 

Residents were instructed to walk 10 meters at their preferred 
walking speed. They were given two meters of space for 
acceleration and deceleration. The duration to complete the 
walk was measured in seconds. The best time out of three trials 
were recorded.

Lower Extremity Strength

5-times chair stand
This test required residents to be seated in the middle of a 

chair (17 inches height, placed against a wall), without an arm 
rest, with their back straight and feet approximately shoulder-
width apart. The feet were on the floor at an angle slightly 
posterior to the knees. Arms were crossed and held against the 
chest. The residents were then instructed to rise to a full stand 
and return back to their initial seated position five times (25). 
The time taken to complete this was measured in seconds. 

Functional markers
Participants’ performance in the physical tests was 

categorized as fun, functional, frail or fail (2, 26).
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Activities of daily living

MBI
The MBI measures ADL and includes ratings of bowel and 

bladder control, personal hygiene, toilet use, feeding, transfer, 
mobility, dressing, stairs climbing and bathing. The total score 
on the MBI ranged from 0-100; the higher the score, the better 
the physical function for ADL (27).

Other variables
Variables that could influence changes in the participants’ 

physical function were collected: age, length of stay in the 
NH, number of medications prescribed and comorbidities were 
collected at the beginning of the study. Comorbidities were 
categorized using the Charlson Comorbidity Index (CCI): the 
higher the score, the more likely the predicted outcome would 
result in mortality or higher resource use (28). Additionally, 
the resident’s psycho-emotional status was measured using the 
Geriatric Depression Scale (GDS) (29). The GDS is a 30-item 
questionnaire in which the participants were asked to rate their 
responses to statements such as “Do you feel pretty worthless 
the way you are now?” The higher the score on the GDS, the 
poorer the psycho emotional status of the resident. Scores 
above 10 indicates likely depression. 

All measurements were made at the start of study, 3rd 
month, 6th month and 9th month. Throughout the duration of 
the study, participants continued with the existing programs 
in the NH. They attended a combination of individual 
physiotherapy sessions, group sessions and exercise circuit 
training conducted by the physiotherapy assistants under the 
supervision of physiotherapists in the respective NH. The 
number of sessions attended by each participant was according 
to his or her needs and abilities. The number of sessions 
attended by each participant was recorded. 

Data analyses
There were less than 5% missing data from the physical 

function outcome measures collected throughout the duration 
of the study. In this study, we chose the method of retaining 
all data by conducting a “mean imputation” to fill missing 
data (30).  Each missing value was replaced with the mean 
of the observed values for that variable. Comparisons of the 
standard deviation and distribution pre- and post- missing value 
imputation showed that both were not distorted with “mean 
imputation”.

IBM SPSS® Statistics version 25 (IBM, New York) was 
used for data analyses, using two-tailed tests with significance 
value set at p < .05. Paired sample t-tests were conducted to 
determine whether the absolute differences in physical function 
over the four time points were statistically significant. As 
multiple pairwise comparisons were conducted, the criteria 
for statistical significance were adjusted using the Bonferonni 
correction method. Improvements in absolute score (in seconds 
or centimeters) might not necessarily make any functional 

changes to a person’s physical ability. To test whether the 
functional categories of residents improve, a Wilcoxon signed-
rank test was conducted with resident’s functional category 
status at baseline compared to that at 9th month. 

Bivariate correlations and multiple regression (using 
stepwise approach) were conducted to examine the relationship 
between key factors (age, length of stay, number of 
physiotherapy sessions, CCI, number of hospitalisations, GDS 
and falls) and the dependent variable, which is the changes 
in performance on the physical functional tests. Variables 
with a p<0.05 were considered for inclusion in subsequent 
multivariable model. 

A one-way ANOVA followed by post-hoc pairwise 
comparison using the Tukey test were conducted to determine 
which of the above factors were significantly different between 
residents who improved versus those who maintained or 
declined in their physical function. 

Results

Participant profile
Out of the 278 residents enrolled, six were transferred to 

other care facilities, 24 died, 15 were discharged, and 233 
completed the study. From these, 11 residents were unable 
to complete more than three of the five physical outcome 
measures at all-time points. Therefore, data from 222 residents 
(91 females and 131 males) were analysed in this study. 

Participants ranged from 52 to 104 years of age (mean M = 
77.4, standard deviation SD = 9.4). Their CCI scores were 0-13 
(M = 6.04, SD = 1.85). At the start of the data collection, their 
MBI scores ranged from 2 to 94 (M = 47.9, SD = 22.0) and 
their GDS scores from 0-14 (M = 5.5, SD = 3.5). Participants 
had between 1-27 different types of medications (M = 9.94, SD 
= 4.03). Participants’ length of stay ranged from 8 to 248 days 
(M = 64, SD = 48) at the point of recruitment. During the study 
period, participants were hospitalised 0-7 times (M = 0.84, SD 
= 1.37) and had 0-4 upper respiratory tract infection episodes 
(M = 0.29, SD = 0.62).

The top five reasons for admission into the NH were lack 
of caregiver (27.5%), family unable to support (27%), family 
unable to cope (15.8%), strained relationship with family 
(6.8%) and person unsafe to be home alone (2.3%).

These 222 participants were fairly representative of the 
overall resident population (n = 698) in the three NHs with the 
exception of average length of stay. The overall NH resident 
population demographics are as follows – age: ranged from 
49 to 104 years of age (mean M = 79.2, SD = 9.1); CCI 
scores: ranged from 0 to 17 (M = 6.72, SD = 1.89); MBI 
scores: ranged from 0 to 94 (M = 46.8, SD = 22.7); number of 
hospitalisations: ranged from 0 to 11 (M = 0.91, SD = 1.41). 
The overall NH resident population had a longer average length 
of stay: ranged from 6 to 304 (M = 77, SD = 61). 
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Physiotherapy sessions (with therapy assistants) received

Individual
93% of the participants received these sessions, ranging 

from 1 to 151 sessions (Median = 20) per person throughout the 
9-month period. 

Group therapy
96% of the participants received these sessions, ranging 

from 1 to 264 sessions (Median = 137.5) per person throughout 
the 9-month period.

Exercise Circuit
81.5% of the participants received these sessions, ranging 

from 1 to 123 sessions (Median = 6) per person throughout the 
9-month period.

Absolute changes in physical function status
Table 1 above summarises the changes in physical function 

of residents throughout the study.
Over the first 3-month period, residents significantly 

improved in flexibility, balance, and overall physical function 
but not lower extremity muscle strength (time taken to 
complete 5 chair stands) and gait speed. The largest gain in 
function appears to occur within this first 3-month period 
(between baseline and 3rd month), with the exception 
of gait speed, which residents showed a steady increase in 
performance over time, reaching significance at 9th month. 
The significant gains made between baseline and 3rd month on 
the sit and reach test was not maintained at 9th month. Below 
are further details of the analyses between time points for the 
various physical functional outcome measures.

Flexibility

Sit and Reach
There was a significant increase in sit and reach test scores 

between baseline and 3rd month [2.69; 95% confidence interval 

[CI] = 1.05, 4.34, p = .001]. Participants were able to reach 
forward by 2.7 cm closer to target between baseline and 3rd 
month. This gain was however not maintained at the end of the 
9-month period.

Balance

Single Leg Stance
There was a significant increase in single leg stance on the 

right leg between baseline and 3rd month [8.46; 95% CI = 6.81, 
10.12, p < .001]. Participants continued to improve between 3rd 
and 6th month [3.28; 95% CI = 1.65, 4.91, p < .001].  There 
were no significant difference between 6th and 9th month, but 
performance at 9th month was still significantly better than that 
at baseline [11.16; 95% CI = 9.35, 12.96, p < .001]. 

There was a significant increase in single leg stance on the 
left leg between baseline and 3rd month [7.75; 95% CI = 5.71, 
9.8, p < .001]. Participants continued to improve between 3rd 
and 6th month [3.47; 95% CI = 1.88, 5.06, p < .001].  There 
were no significant difference between 6th and 9th month, but 
performance at 9th month was still significantly better than that 
at baseline [10.24; 95% CI = 8.22, 12.27, p < .001]. 

Gait Speed

10-meter walk test
There was a significant increase in gait speed only between 

baseline and 9th month [.13; 95% CI = .01, .24, p = .035].

Lower extremity Strength

Chair stand test
There was a significant improvement in time taken (in 

seconds) to perform five chair stands only between 3rd and 6th 
month [-1.66; 95% CI = -.22, -3.09, p = .024].

Table 1
Summary of physical functional and psycho-emotional measures over the 9-month period

Outcomes Baseline 
M (SD)

3rd month 
M (SD)

6th month 
M (SD)

9th month 
M (SD)

Baseline vs. 3rd 
month

Baseline vs. 9th 
month

p value *significant p value *significant

Sit and Reach (cm from toe) 25.2 (12.5) 22.5 (13.7) 25.2 (12.8) 24.4 (14.5) <.001* .43

Single Leg Stance (R) (seconds) 3.6 (7.4) 12.1 (12.8) 15.4 (12.8) 14.8 (13.1) <.001* <.001*

Single Leg Stance (L) (seconds) 3.7 (7.9) 11.5 (12.7) 14.9 (12.9) 13.9 (13.1) <.001* <.001*

Gait Speed (m/s) .83 (.87) .9 (.72) .94 (.69) .96 (.72) .22 .034*

Chair Stand (seconds) 22.4 (11.3) 21.7 (10.5) 23.4 (12.4) 22.8 (12.9) .42 .64

MBI 47.9 (22) 53 (20.5) 53.3 (21.2) 53.4 (21.8) <.001* <.001*

GDS 5.7 (3.3) 5.4 (3.0) 5.6 (3.1) 5.8 (3.1) .3 .46
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Overall physical function

Modified Barthel Index
There was a significant difference in MBI score between 

baseline and each of the 3 subsequent time points. Baseline vs 

3rd month [5.07; 95% CI = 2.61, 7.52, p < .001]; baseline vs 
6th month [5.38; 95% CI = 2.9, 7.87, p < .001]; baseline vs 9th 
month [5.51; 95% CI = 3.02, 8.0, p < .001]. 

Table 2
Wilcoxon signed rank test indicating changes in functional status from baseline to 9th month

Outcomes Improved Declined Maintained T value p value * significant
Sit and Reach 32 23 167 1.87 .062
Single Leg Stance 129 23 70 8.4 < .001*
Gait Speed 31 20 171 0.8 .22
Chair Stand 72 48 102 2.24 .025*

Table 3
Changes in functional status over a 9-month period for residents who were “Failures” at baseline

Outcomes “Fun” 
(9th month)

“Functional” 
(9th month)

“Frail” 
(9th month)

“Failure” 
(9th month)

% of “Failures” who 
improved

Sit and Reach 3 11 15 156 29/185 (15.7%)
Single Leg Stance 42 9 28 47 79/126 (62.7%)
Gait Speed 1 0 22 146 23/169 (13.6%)
Chair Stand 2 6 31 16 39/55 (70.9%)

Table 4
Significant differences between the improved, declined and maintained group for the different physical outcome measures

Physical outcome measures Factors affecting physical outcomes Changes in function Mean SD F value p value (two-tailed)

Sit and Reach Length of stay Improved 499.06 224.5 5.31 .006

Declined 357.04 150.47

Maintained 392.51 180.39

Group Therapy sessions Improved 146.5 89.11 4.52 .012

Declined 82.91 77.06

Single Leg Stance Group Therapy sessions Improved 140.26 83.98 3.56 .03

Declined 90.26 87.6

Hospitalisation Improved .74 1.2 3.27 .04

Declined 1.52 2.02

Declined 1.47 2.08

Chair Stand Medication Improved 9.25 3.61 4.02 .019

Declined 11.31 4.59

Group Therapy sessions Improved 147.97 83.95 3.68 .027

Declined 104.77 83.39

Hospitalisation Improved .82 1.36 5.29 .006

Declined 1.38 1.91

BADL-MBI Hospitalisation Improved .68 1.15 3.13 .046

Declined 1.16 1.65
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Functional categorical changes in physical abilities

Changes in rank
For most of the outcome measures, most of the residents 

maintained their functional category, with the exception of 
single leg stance where most residents (58%) had improved. 
For the rest of the outcome measures, more residents had 
shown improvements than a decline in function. A summary of 
the results can be found in Table 2.

Upon examination of the data, it was found that the group 
that showed greatest improvements were those in the “Failure” 
category. Table 3 summarises the shift in the functional 
categories for each outcome measure in this group of residents.

Difference between participants who improved, declined 
and maintained function

The key factors that differentiated those who improved and 
those who declined in function were number of group therapy 
sessions and hospitalisation throughout the study period. This 
indicates that physiotherapy interventions and health status 
were two important factors. Table 4 summarises the differences 
that were significant.

Factors associated with improvements in physical function 
of NH residents

How much the above factors contributed to the 
improvements in physical function was assessed with multiple 
regression. Table 5 summarises the relationships that were 
significant.

Improvements in physical function were higher with more 
physiotherapy interventions provided. Conversely, the worse 
their health i.e. greater number of hospitalisations, the lower 
the improvement in physical function. These factors accounted 
for between 1.9 to 3.7% of variance in improvements in various 
physical functions. 

Interestingly, the CCI scores of nursing home residents were 
neither significantly correlated nor contributory to a significant 
amount of variance in the various physical functions measured 
in this study. CCI was however positively correlated with age. 
The older the residents were, the higher their CCI scores, r = 
.271, p < .001.

 

Discussion

In this study, participants were fairly representative of the 
overall NH resident population with the exception of their 
average length of stay at point of recruitment. The difference 
in average length of stay suggests that our findings may be 
more applicable to residents who are in the earlier stage of their 
nursing home stay.

Our study shows that with physiotherapy and physical 
exercises incorporated in NH care, 29% of the residents have 
demonstrated improvements, 57% maintained their functional 
abilities without functional decline, whereas only 14% have 
shown decline in their functional abilities across the outcome 
measures over a 9-month period. These findings are similar to 
that of a recent systematic review of literature from 1983 till 
2011, showing that most residents either maintain or improve 
their functional status (10).   

Improvements were recorded in balance, gait speed and 
overall physical function, but not flexibility and strength. 
Analyses of the results showed that the group with the 
greatest improvements were those in the “Failure” category. 
Improvements from “Failure” category to the “Fun”, 
“Functional” and “Frail” categories were made by 13.6% of 
residents on the gait speed test, 15.7% on the flexibility test, 
62.7% on the balance test, and 70.9% on the chair stand test. 
This implies that quantitative improvements in physical test 
scores could be translated to physical functional gains. Findings 
from this study agree with those of clinical trials examining the 
role of intensive physical exercise programs in NH residents 
(12, 13).

In this study, the total number of medications, the number of 
medical comorbidities (CCI), upper respiratory tract infections, 
and bowel and bladder continence did not have any significant 
relationship to the physical outcome measures of the NH 
residents. This finding contradicts some authors’ speculation 
that comorbidities are predictive of functional decline 
in NH residents (9). One study shows that medications and 
comorbidities could predict functional decline (11), however, 
it has not included any physical exercise program as in the 
present study.

The number of group therapy sessions and hospitalisation 
throughout the study period were also found to differentiate 
between those who had improved and those who had declined 
in physical function. This suggests that therapy and health 

Table 5
Factors that significantly associated with improvements in physical function between baseline and 9th month

Factors Functional Outcomes Correlation 
(r value)

p value 
(one-tailed)

% of variance 
(R2)

F value p value 
(two-tailed)

Physiotherapy provided Group Therapy sessions Sit and Reach .147 .028 2.2 4.882 .028

Circuit Training sessions Single Leg Stance (Right) .137 .042 1.9 4.182 .042

Health status Hospitalisation MBI -.192 .004 3.7 8.39 .004
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status are two important factors contributing to improvements 
in physical function amongst the NH residents. Previous studies 
supported the association between number of physiotherapy 
sessions and extent of improvement in physical function 
(31-34). Conversely, the worse their health, as indicated 
by hospitalisation episodes in this study, the lower the 
improvement in physical function. Whilst the health status of 
the NH residents are dependent on many factors, some of which 
might be non-modifiable, the number of physiotherapy sessions 
can be increased in the NH setting. In Singapore, currently 
there are 72 NHs with 12,000 beds; the Ministry of Health 
targets to increase the number of NH beds to 17,000 by the year 
2020 (35). The scaling-up reflects the increasing demand for 
NH beds. However, unless the NH residents’ physical function 
improves to the point of discharge, the number of beds will 
not necessarily meet the demand from an ageing population. 
Incorporating and optimizing the number of physiotherapy 
sessions could potentially be one strategy to contribute to 
improvement of NH residents’ physical function. 

There are policy implications. The finding that the greatest 
improvement is shown among those whose baseline functional 
category is labelled “Failure” challenges the traditional view 
that those who are in failure category of functional mobility, 
are often considered low on the potential for rehabilitation. This 
finding offers implications for NH administrators and policy-
makers where funding rehabilitative services in NHs could be 
reviewed. 

Study limitations
Although data were collected on the amount of individual, 

group and exercise circuit therapy sessions with therapy 
assistants, other physical activities carried out at the NH 
accommodation level, including occupational therapy, nursing 
and volunteer-led activities, were not accounted for. Hence, 
the extent to which these other activities contributed to the 
physical outcomes could not be ascertained. In addition, this 
study excluded residents with moderate to severe cognitive 
impairments. Hence, results cannot be generalised to all NH 
residents, given that many of them have cognitive impairment. 
There was a 16% attrition rate of participants secondary to 
discharge from NH (back to their own home) and deaths. The 
performance of this pool of residents was not represented in the 
study analyses.

Future directions
Future studies could investigate the optimal amount 

and frequency of physical exercises for NH residents. This 
knowledge could help NH organizations allocate health care 
resources more effectively.  Other studies could examine 
the reasons for hospitalization and how the health status of 
NH residents could be improved. Further studies could also 
incorporate economic evaluation such as cost-effectiveness 
analysis. 

Conclusion

Our study suggests that incorporating physical exercises 
into the daily activities of NH residents in the earlier stage of 
their stay has the potential to enhance the physical function of 
these residents. Given that physical exercises is a modifiable 
factor and can be easily incorporated into the daily care plans of 
residents in the NH, further studies could examine the optimum 
frequency and type of physiotherapy sessions for residents who 
are in the earlier stage of their nursing home stay  to maximise 
this potential.

Funding: Support for this study was provided under the Agency for Integrated Care 
grant number ILTCRG2016/4. Funding was provided between August 2017 and March 
2019. The sponsors had no role in the design and conduct of the study; in the collection, 
analysis, and interpretation of data; in the preparation of the manuscript; or in the review or 
approval of the manuscript.

Acknowledgements: The authors would like to acknowledge the following individuals 
for their support in this research: Alyah Dinah Binte Zalzuli, Jenalynne Tomas 
Montemayor, Lee Pei Pei, Stacie Teow Pei Pei, Aye Aye Maw, Kyi Kyi Khaing, Angel 
Lim, May Tharapi Ko, Eliza Penaredondo, Shwe Sin Win Khin, Chiew Yian Nee and Lim 
Jia Min.

Ethical standards: The study protocol was reviewed and approved by the Institutional 
Review Board of Singapore Institute of Technology.

References

1. Milanović Z, Pantelić S, Trajković N, Sporiš G, Kostić R, James N. Age-related 
decrease in physical activity and functional fitness among elderly men and women. 
Clinical Interventions in Aging. 2013;8:549.

2. Schwartz RS. Sarcopenia and physical performance in old age: introduction. 
Muscle & Nerve: Official Journal of the American Association of Electrodiagnostic 
Medicine. 1997;20:10-12.

3. Raîche M, Hébert R, Dubois M-F, Dubuc N. Yearly transitions of disability profiles 
in older people living at home. Archives of Gerontology and Geriatrics. 2012;55:399-
405.

4. Gaugler JE, Duval S, Anderson KA, Kane RL. Predicting nursing home admission in 
the US: a meta-analysis. BMC Geriatrics. 2007;7:13.

5. Banaszak-Holl J, Liang J, Quinones A, Cigolle C, Lee I-C, Verbrugge LM. 
Trajectories of functional change among long stayers in nursing homes: does baseline 
impairment matter? Journal of Aging and Health. 2011;23:862-882.

6. Rantanen T, Masaki K, Foley D, Izmirlian G, White L, Guralnik J. Grip strength 
changes over 27 yr in Japanese-American men. Journal of Applied Physiology. 
1998;85:2047-2053.

7. Senior HE, Henwood TR, Beller EM, Mitchell GK, Keogh JW. Prevalence and risk 
factors of sarcopenia among adults living in nursing homes. Maturitas. 2015;82:418-
423.

8. Keogh JW, Senior H, Beller EM, Henwood T. Prevalence and risk factors for low 
habitual walking speed in nursing home residents: an observational study. Archives 
of Physical Medicine and Rehabilitation. 2015;96:1993-1999.

9. Colón-Emeric CS, Whitson HE, Pavon J, Hoenig H. Functional decline in older 
adults. American Family Physician. 2013;88:388.

10. Palese A, Menegazzi G, Tullio A, Fuso MZ, Hayter M, Watson R. Functional decline 
in residents living in nursing homes: A systematic review of the literature. Journal of 
the American Medical Directors Association. 2016;17:694-705.

11. Sibbritt DW, Byles JE, Regan C. Factors associated with decline in physical 
functional health in a cohort of older women. Age and Ageing. 2007;36:382-388.

12. Frändin K, Grönstedt H, Helbostad JL, Bergland A, Andresen M, Puggaard L, et al. 
Long-term effects of individually tailored physical training and activity on physical 
function, well-being and cognition in Scandinavian nursing home residents: a 
randomized controlled trial. Gerontology. 2016;62:571-580.

13. Telenius EW, Engedal K, Bergland A. Effect of a high-intensity exercise program 
on physical function and mental health in nursing home residents with dementia: an 
assessor blinded randomized controlled trial. PloS One. 2015;10:e0126102.

14. Bürge E, von Gunten A, Berchtold A. Factors favoring a degradation or an 
improvement in activities of daily living (ADL) performance among nursing 
home (NH) residents: a survival analysis. Archives of Gerontology and Geriatrics. 
2013;56:250-257.

15. Cress ME, Buchner DM, Questad KA, Esselman PC, DeLateur BJ, Schwartz 
RS. Continuous-scale physical functional performance in healthy older adults: a 



THE JOURNAL OF NURSING HOME RESEARCH SCIENCES©

The Journal of Nursing Home Research Sciences
Volume 6, 2020

13

validation study. Archives of Physical Medicine and Rehabilitation. 1996;77:1243-
1250.

16. Wood RH, Reyes-Alvarez R, Maraj B, Metoyer KL, Welsch MA. Physical fitness, 
cognitive function, and health-related quality of life in older adults. Journal of Aging 
and Physical Activity. 1999;7:217-230.

17. Sato S, Demura S, Kobayashi H, Nagasawa Y. The relationship and its change 
with aging between ADL and daily life satisfaction characteristics in independent 
Japanese elderly living at home. Journal of Physiological Anthropology and Applied 
Human Science. 2002;21:195-204.

18. Stewart KJ, Turner KL, Bacher AC, DeRegis JR, Sung J, Tayback M, et al. Are 
fitness, activity, and fatness associated with health-related quality of life and mood 
in older persons? Journal of Cardiopulmonary Rehabilitation and Prevention. 
2003;23:115-121.

19. Olsen C, Pedersen I, Bergland A, Enders-Slegers M-J, Jøranson N, Calogiuri G, et al. 
Differences in quality of life in home-dwelling persons and nursing home residents 
with dementia–a cross-sectional study. BMC Geriatrics. 2016;16:137.

20. Folstein MF, Folstein SE, McHugh PR. “Mini-mental state”: a practical method 
for grading the cognitive state of patients for the clinician. Journal of Psychiatric 
Research. 1975;12:189-198.

21. Baltaci G, Un N, Tunay V, Besler A, Gerçeker S. Comparison of three different 
sit and reach tests for measurement of hamstring flexibility in female university 
students. British Journal of Sports Medicine. 2003;37:59-61.

22. Australian College of Sport & Fitness. Flexibility test - sit and reach. http://acsf.edu.
au/pdf/Flexibility_Test_Sit_and_Reach.pdf. Accessed 10 May 2017

23. Bohannon RW. Single limb stance times: a descriptive meta-analysis of data from 
individuals at least 60 years of age. Topics in Geriatric Rehabilitation. 2006;22:70-
77.

24. Peters DM, Fritz SL, Krotish DE. Assessing the reliability and validity of a shorter 
walk test compared with the 10-Meter Walk Test for measurements of gait speed in 
healthy, older adults. Journal of Geriatric Physical Therapy. 2013;36:24-30.

25. Guralnik JM, Simonsick EM, Ferrucci L, Glynn RJ, Berkman LF, Blazer DG, et al. 
A short physical performance battery assessing lower extremity function: association 
with self-reported disability and prediction of mortality and nursing home admission. 

Journal of Gerontology. 1994;49:M85-M94.
26. VanBeveren PJ, Avers D. Geriatric Physical Therapy. In: Guccione AA, Wong R, 

Avers D (eds). Geriatric Physical Therapy. 3rd edn. 2012. Elsevier Mosby,St Louis, 
MO, pp. 64-86

27. Duffy L, Gajree S, Langhorne P, Stott DJ, Quinn TJ. Reliability (inter-rater 
agreement) of the Barthel Index for assessment of stroke survivors: systematic review 
and meta-analysis. Stroke. 2013;44:462-468.

28. Buntinx F, Niclaes L, Suetens C, Jans B, Mertens R, Van den Akker M. Evaluation 
of Charlson’s comorbidity index in elderly living in nursing homes. Journal of 
Clinical Epidemiology. 2002;55:1144-1147.

29. Sheikh JI, Yesavage JA. Geriatric Depression Scale (GDS): recent evidence and 
development of a shorter version. Clinical Gerontologist: The Journal of Aging and 
Mental Health. 1986.

30. Little RJA, Rubin DB. Statistical Analysis with Missing Data. 2nd ed.  2002. Wiley-
Interscience,New Jersey

31. Peiris CL, Taylor NF, Shields N. Extra physical therapy reduces patient length 
of stay and improves functional outcomes and quality of life in people with acute 
or subacute conditions: a systematic review. Archives of Physical Medicine and 
Rehabilitation. 2011;92:1490-1500.

32. Webber SC, Porter MM, Menec VH. Mobility in older adults: a comprehensive 
framework. The Gerontologist. 2010;50:443-450.

33. Howe TE, Rochester L, Neil F, Skelton DA, Ballinger C. Exercise for improving 
balance in older people. Cochrane Database of Systematic Reviews. 2011.

34. Rogers ME, Rogers NL, Takeshima N, Islam MM. Methods to assess and improve 
the physical parameters associated with fall risk in older adults. Preventive Medicine. 
2003;36:255-264.

35. Ministry of Health Singapore. Health Facilities, MOH 2016. https://www.moh.gov.
sg/content/moh_web/home/statistics/Health_Facts_Singapore/Health_Facilities.html. 
Accessed 10 May 2017


