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ABSTRACT 
Objective: To identify the outcomes of studies on gait speed and its use as a marker 
of physical frailty in community elderly. Method: Systematic review of the literature 
performed in the following databases: LILACS, SciELO, MEDLINE/PubMed, 
ScienceDirect, Scopus and ProQuest. The studies were evaluated by STROBE 
statement, and the PRISMA recommendations were adopted. Results: There were 6,303 
studies, and 49 of them met the inclusion criteria. Of the total number of studies, 91.8% 
described the way of measuring gait speed. Of these, 28.6% used the distance of 4.6 
meters, and 34.7% adopted values below 20% as cutoff points for reduced gait speed, 
procedures in accordance with the frailty phenotype. Regarding the outcomes, in 30.6% 
of studies, there was an association between gait speed and variables of disability, frailty, 
sedentary lifestyle, falls, muscular weakness, diseases, body fat, cognitive impairment, 
mortality, stress, lower life satisfaction, lower quality of life, napping duration, and poor 
performance in quantitative parameters of gait in community elderly. Conclusion: The 
results reinforce the association between gait speed, physical frailty and health indicator 
variables in community elderly.
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INTRODUCTION
Physiological changes in aging, sometimes aggravated by 

the presence of chronic diseases, result in geriatric conditions 
arising in advanced ages and are amenable to prevention and 
treatment. Frailty is an example of a severe adverse outcome 
in the elderly. It increases substantially after the age of 75-80 
years, and identifies a subgroup with low resistance and high 
risk of dependence, falls and mortality(1). This condition 
has been recognized as a geriatric syndrome because of its 
complex symptoms, high prevalence in the elderly, and for 
being a result of several diseases and multiple risk factors(2-3). 
Therefore, it represents a priority for public health(4).

Conceptually, physical frailty is defined as “a medical 
syndrome with multiple causes characterized by decrease of 
strength, endurance, and reduction of physiological functions 
that increase the individual’s vulnerability for development, 
and greater dependence and/or death”(5). It is associated with 
outcomes such as falls, dependence, hospitalization, institu-
tionalization, death(3,5-6), risk of compromised recovery after 
illness, surgery and worse response to treatment(1).

The prevalence of physical frailty is described in inter-
national studies conducted with elderly people from com-
munities in different countries, such as South Korea/Asia 
(9.3% frail and 42% pre-frail)(7), Japan (6.3% frail and 49.5% 
pre-frail)(8), France (7% frail)(9), residents in the province of 
Toledo, Spain (8.4% frail and 41.8% pre-frail)(10) and elderly 
from Taiwan/China (8.3% frail and 45.9% pre-frail)(3). In 
Latin America and the Caribbean, researchers analyzed 29 
studies and 43,083 elderly subjects through a systematic 
review and meta-analysis, and results showed percentages 
of 19.6%, ranging from 7.7% to 42.6%(11).

The functional aspects affected by the condition of frailty 
are those dependent on energy and speed of performance, 
and affect tasks that require mobility(6). From this perspec-
tive, one of the frailty phenotype markers is gait speed (GS). 
Reduced GS is the main indicator of physical frailty in the 
elderly(12-13). Besides being one of the pillars of the frailty 
phenotype, GS is strongly related to sarcopenia(14).

GS can be influenced by individuals’ health status, neu-
romuscular control, cardiorespiratory condition, physical 
activity level, sensorial and perceptual functions, as well as 
by characteristics of the environment where they walk(15). 
Over time, these combined processes lead to scarcity of 
available energy, including that for the body’s homeostatic 
balance. Thus, the elderly may develop adaptive behaviors, 
such as reduced GS(16). The gait is a sequence of repeated 
movements of the lower limbs in order to move the body 
forward, while simultaneously holding the posture steady. 
For the harmonious performance of these movements, there 
must be a perfect balance between external forces acting on 
the body and the response of internal forces from muscles, 
tendons, bones, ligaments and joint capsules(17).

GS measurement is an indicator of the elderly’s health 
status and wellbeing(18). It is easily measurable, clinically 
interpretable and a potentially modifiable risk factor(15). GS 
has been recognized as a vital sign, and a valid, reliable and 
sensitive measure for assessing and monitoring the elderly’s 

functional status and health conditions(19-21). In addition, 
GS is a parameter of impairment of physical and cognitive 
functions, and a strong clinical indicator of the presence 
of frailty(22). In a cross-sectional study, was investigated the 
prevalence of frailty and gait speed, and the relationship 
between these two indicators was analyzed in a sample of 
1,327 individuals aged 65 years or older residing in Northern 
Madrid, Spain. The results showed that 32.1% of the elderly 
aged 75 years or older presented reduced GS (<0.8 m/s) and 
high risk of frailty(23).

Gait speed is an important indicator of health conditions 
and physical frailty in the elderly, and like other physical 
changes, it suffers a decline with aging(24). In a study, were 
analyzed data from seven studies conducted in the United 
States and Italy with the objective of estimating the inci-
dence of disability and risk of mortality in 27,220 elderly 
people (≥65 years old) living in the community and moni-
tored for three years. The results showed GS as a predictor 
of disability and mortality in the elderly(21). A study was 
developed with the objective of investigating the pre-frail 
condition and its associated factors, and were considered the 
GS measurements of 195 elderly (≥60 years) users of a Basic 
Health Unit of Curitiba/PR/Brazil. The condition of pre-
frailty for GS was 27.3% and associated with the following: 
age group between 60 and 69 years old, low schooling, not 
feeling lonely, use of antihypertensive medication, presence 
of cardiovascular disease and overweight(25).

This systematic review of the literature is justified by the 
academic-scientific contribution of a set of knowledge on an 
emerging topic in geriatrics and gerontology, and more spe-
cifically on GS, which has appeared as an important measure 
in gerontological evaluation.

In view of the above, the objective of the systematic 
review was to identify the outcomes of studies on gait 
speed and its use as a marker of physical frailty in commu-
nity elderly.

METHOD
For the selection of studies and writing of the system-

atic review, were used the items proposed by the Checklist 
Preferred Reporting Items for Systematic Reviews and 
Meta-Analysis (PRISMA)(26). The STROBE statement 
(Strengthening the reporting of observational studies in 
epidemiology)(27) was used for evaluation of the availability 
of information and methodological procedures adopted in 
the selected articles. The 22 checklist items refer to cohort, 
case-control, and sectional studies(28). For each of the 
STROBE items, was assigned a score (integral – 1.0 point, 
partial – 0.5 points or nonexistent – 0 point) according to 
availability of information and/or adoption of the inquired 
procedure in the item, and the maximum value of 22 points. 
Higher scores represent greater availability of information 
and methodological procedures adopted by the studies. The 
checklist was applied individually for each study.

The research question(29) was: what are the results pre-
sented in studies regarding gait speed and its use as a marker 
of physical frailty in community elderly?
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The search for studies was performed in September and 
October 2016. The following databases were consulted: 
LILACS, SciELO, MEDLINE, PubMed, ScienceDirect, 
Scopus, ProQuest (Health And Medical Collection). The 
following descriptors in Health Science (DeCS) were used: 
“envelhecimento”, “aging”, “idoso”, “aged”, “elderly”, “idoso 

fragilizado”, “frail elderly”, “marcha”, “gait”. For the search, 
were used different combinations of descriptors with the 
Boolean operators “OR” and “AND”, and additional words 
such as “fragilidade”, “frailty”; “velocidade da marcha”, “gait 
speed”. The combination used for each database is described 
in Chart 1.

Studies considered as eligible for this systematic review 
were those that met the following inclusion criteria: a) pub-
lished as an original article in scientific journals; b) pub-
lication period between January 2010 and October 2016; 
c) available in full in Portuguese, English or Spanish; d) 
indexed in the selected databases; e) indicating the eval-
uation of frailty by means of the frailty phenotype(6); f ) 
involving community elderly aged ≥60 years. The exclu-
sion criteria adopted were: a) repeated in the databases; 
b) included as editorials, reviews, reports of experience, 
abstracts published in events, monographs, dissertations 
or theses, review studies and meta-analysis; c) conducted 
in hospital institutions or with long-term institution res-
idents; d) involving elderly people with a specific disease 
(hypertension, diabetes, arthritis/arthrosis, cardiovascular 
diseases, Alzheimer’s, Parkinson’s).

The selection of studies and gathering of information 
were performed by two reviewers independently with the 
aid of a standardized instrument. Firstly, the following 
information was collected from the selected studies: location 
(country) where the study was conducted, year and journal 
of publication, study design, number and characteristic of 
the sample involved. Secondly, were extracted the objective, 
prevalence of categorization of physical frailty (frail, pre-
frail and non-frail), form of GS measurement, prevalence 
of reduced GS as a marker of physical frailty and outcomes 
of the GS.

The procedures for selection of eligible studies involved 
reading the titles, abstracts and the studies in full. Studies 
that did not meet the inclusion criteria or did not address the 
research question were excluded. When applying the search 
strategies, were found 6,303 studies in the seven databases 
consulted. After screening, 49 studies were eligible for the 
systematic review. Figure 1 illustrates these steps, according 
to PRISMA methodological recommendations(26).

RESULTS
The characteristics of the selected studies indicated there 

were more articles published in the years of 2015 (n=14; 
28.6%), 2014 (n=12; 24.5%) and 2013 (n=12; 24.5%). 
Studies conducted in developed countries were predominant 
(n=25; 51%). Among developing countries, Brazil presented 

DATABASES
SciELO (n = 165)
LILACS (n = 148)

MEDLINE (n = 442)
PubMed (n = 462)

Science Direct (n = 1,372)
SCOPUS (n = 749)

ProQuest (n = 2,965)
Total (n = 6,303)
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Duplicate studies (n = 2,468)

Studies selected for 
title reading  (n = 3,835)

Studies selected for 
title reading (n = 374)

Excluded by title 
reading  (n = 3,461)

Excluded by abstract 
reading (n = 236)

Excluded for reading 
in full (n = 89)

Studies selected for reading 
in full (n = 138)

Studies selected for the 
systematic review (n = 49)

Figure 1 – PRISMA flowchart with information on phases of the 
selection process of studies for this systematic review.

Chart 1 – Search strategies used for each database of this systematic review.

Database Search strategies

LILACS “aging OR aged OR elderly AND frail elderly OR frailty AND gait OR gait speed”; “frail elderly AND gait”; “envelhecimento OR 
idoso AND idoso fragilizado OR fragilidade AND marcha OR velocidade da marcha” “Idoso fragilizado AND marcha”

SciELO “aging OR aged OR elderly AND frail elderly OR frailty AND gait OR gait speed”;“frail elderly AND gait”;“envelhecimento OR 
idoso AND idoso fragilizado OR fragilidade AND marcha OR velocidade da marcha”“Idoso fragilizado AND marcha”

MEDLINE “aging OR aged OR elderly AND frail elderly OR frailty AND gait OR gait speed”; “frail elderly AND gait”

PubMed “aging OR aged OR elderly AND frail elderly OR frailty AND gait OR gait speed”; “frail elderly AND gait”

ScienceDirect “aging OR aged OR elderly AND frail elderly OR frailty AND gait OR gait speed”; “frail elderly AND gait”

Scopus “aging OR aged OR elderly AND frail elderly OR frailty AND gait OR gait speed”; “frail elderly AND gait”

ProQuest “frail elderly OR frailty AND gait OR gait speed”; “frail elderly AND gait”
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a significant number of studies on the subject (n=15; 30.6%). 
The majority of studies (n=38; 77.5%) were published in 
34 different international journals. Regarding sample size, 
there were variations in quantity, ranging from 51 elderly 
subjects in a cross-sectional study to 13,924 participants in a 
cohort study. There was a predominance of cross-sectional or 
sectional studies (n=37; 75.5%), and participants’ mean age 
ranged from 68.7±6.9 to 86.0±4.9 years (Table 1).

Table 1 shows the study designs, characteristics of the 
sample, study objectives, prevalence of frail, pre-frail and 
non-frail elderly, form of gait speed measurement, distribu-
tion of reduced gait speed, outcomes of gait speed in com-
munity elderly, and the STROBE score.

The GS measurement protocol was described in 45 
(91.8%) studies, which demonstrates different ways of mea-
suring this variable. The distance of GS was described in 
34 (69.5%) studies and ranged from 2.4 to 20 meters. In 
14 (28.6%) studies, was adopted a distance of 4.6 meters. 
Regarding the cutoff points for reduced GS, seven (14.3%) 
studies did not describe the values and adjustment vari-
ables, and of those where this information was reported, 

nine (18.4%) mentioned only adjustment variables (gender, 
height, body mass index - BMI). Out of the total number 
of studies, 30 (61.3%) reported cutoff points for reduced 
GS, of which 13 (26.5%) considered the values below 20% 
(quintile). In studies where the percentage of reduced GS 
(n=28; 57.2%) was described, there was a variation between 
2.7% and 83.9%. The prevalence of reduced GS as a marker 
of physical frailty was not described in large part of the stud-
ies (n=21; 42.8%). In studies that described the prevalence of 
reduced GS (n=5; 10.2%) in frail and pre-frail groups, there 
was variation of 4.7% – 89% and 9.9% – 86.5%, respectively.

Fifteen (30.6%) studies emphasized as outcomes of GS, 
its association with the variables of disability, frailty, seden-
tary lifestyle, falls, muscular weakness, diseases, body fat, 
cognitive impairment, mortality, stress, lower life satisfaction, 
lower quality of life, napping duration and low performance 
in quantitative parameters of gait in community elderly. In 
14 (28.6%) studies, the results referred to GS by sex. The 
classification of studies according to the STROBE state-
ment resulted in a score ranging from 15 to 19.5 points with 
a prevalence of 18 points (n=10; 22.7%).

Table 1 – Description of the design, sample, objective (s), prevalence of physical frailty, GS measurement, prevalence of reduced GS, 
outcomes of GS and STROBE score in the studies selected for this systematic review.

Author and  
year Study design Sample 

characteristics Objective(s) Frailty 
classification GS measurement* Reduced 

GS*
GS main 

outcomes** STROBE***

Srinivas-Shankar, 
Roberts, 
Connolly et al., 
2010(30)

Randomized 
controlled M ≥ 65 years

To determine the 
effects of  

6 months of 
testosterone 
treatment on  
the muscle  

mass and strength, 
physical function 

and quality  
of life in pre-frail  

and frail  
elderly men.

Placebo:
pre-frail 85%

frail 15%
Intervention: 
pre- frail 86% 

frail 14%

GS measured by 
Tinetti test. 

Placebo: 
8% 

Intervention 
7%

There was 
improvement of 
GS throughout 
the 6 months 

of intervention, 
but without 
significant 
differences.

NA

Kim, Yabushita, 
Kim et al., 
2010(31)

Cross-sectional
W

Mean age 
74.6±5.3 years

To compare 
and identify the 

risk of frailty 
in community-

dwelling elderly 
women.

Frail 0%  
Pre-frail 
68.2% 

Non-frail 
31.8%

GS was assessed 
by walking speed 
and adjusted for 
sex and height.

2.70%

GS is  
strongly 

associated with 
the occurrence 
of disabilities, 

and the GS 
test is strongly 

associated  
with a high risk 

of frailty.

18/22

Pinedo, 
Saavedra, Jimeno 
et al., 2010(32) 

Cross-sectional

147 W
99 M

Mean age 
69.9±7.6 years

To determine the 
gait speed cutoff 

point by indicating 
the presence 
of frailty in 

community elderly 
in Lima, Peru.

Frail 7.7% 
Pre-frail 
64.4% 

Non-frail 
27.9%

Slow GS was 
determined by a  

4.5 m walk 
adjusted for body  
mass and height. 

The cutoff  
point for  

frail was 0.7 m/s 
and for  

pre-frail 1.1 m/s.

Missing 
information

The slowest 
GS was found 
in frail elderly, 
advanced age, 
and women.

16.5/22

Montero-Odasso, 
Muir, Hall et al., 
2011(33)

Cross-sectional

78 W
22 M

Mean age
82±5.4 years

To evaluate gait 
in community-

dwelling elderly 
adults and to 

evaluate if gait 
variability is 

associated with 
frailty.

Frail 20%  
Pre-frail 55% 
Non-frail 25%

Slow GS was 
considered if 

the participant 
walked below 1 
m/s at a normal 
and comfortable 

pace.

50%

Frailty is 
associated 
with poor 

performance 
in several 

quantitative 
parameters  

of gait.

19.5/22

continue…
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Author and  
year Study design Sample 

characteristics Objective(s) Frailty 
classification GS measurement* Reduced 

GS*
GS main 

outcomes** STROBE***

Costa, Neri, 
2011(34) Cross-sectional

470 W
219 M

Mean age 
72.28±5.40 

years

To investigate 
the relationships 
between frailty 

and measurements 
of physical activity.

Missing 
information

GS was  
indicated by 
the average 

time to walk a 
distance of 4.6 m. 

Participants  
with the 20% 

highest values of 
time distribution 
were considered 

frail. Averages  
were adjusted  

for median  
of  height  

for men and 
women.

15.87%

Slow gait was 
associated 

with sedentary 
lifestyle. The 
median of 

women’s gait 
time was higher 

than that of 
men.

18.5/22

Chang, Chen, 
Lin et al., 2012(35) Cross-sectional

197 W
177 M

Mean age 
74.6±6.3 years

To identify the 
incidence of frailty 

and investigate 
the relationship 
between frailty 
and health with 
quality of life in 

the elderly.

Frail 5.9% 
Pre-frail 
62.8% 

Non-frail 
31.3%

Slow GS was 
determined by 
the completion 
time of the Get 
up and Go test. 
The cutoff point 
was defined by 

the slowest 20%.

17.20%

Slow GS 
contributed to 
poorer health 
and quality of 

life.

18.5/22

Subra, Gillette-
Guyonnet, 
Cesari et al., 
2012(36)

Missing 
information

99 W
61 M

Mean age 
82.7±6.1 years

To present 
the main 

characteristics 
of the platform 
for evaluation 
of frailty and 
prevention of 
disabilities.

Frail 52.9% 
Pre-frail 
41.4% 

Non-frail 
5.7%

Slow GS was 
measured during 

a 4 m walk. 
Elderly who took 
more than 4s to 

complete the task 
were considered 

slow.

83.90%

Slow GS was 
identified 
in 83.9% 

participants, 
53.8% had 
sedentary 
lifestyle,  

and 57.7% had 
low muscle 

strength.

NA

Cameron, 
Fairhall, Langron 
et al., 2013(37)

Randomized 
controlled

147 W
69 M

Mean age 83.3 
years

To check the 
effects of 

intervention on 
frailty and on 

reduced mobility.

Control group 
n=120 frail, 
Intervention 
group n=121 

frail

Missing 
information.

Missing 
information.

Mean GS:
Control 

group=0.48 m/s 
and Intervention 
group=0.50 m/s.

NA

Amaral, Guerra, 
Nascimento et 
al., 2013(38)

Cross-sectional

202 W
98 M

Mean age 74.3 
years

To analyze the 
association 

between social 
support and the 
frailty syndrome 
in community-
residing elderly.

Frail 18.3% 
Pre-frail 
54.3% 

Non-frail 
25.7%

The GS was 
calculated  

by gait time  
to cover a 

distance of 4.6 m.  
The results were 
adjusted for the 

median of  
height, and  
the lowest  

quintiles were  
used as the  
cutoff point.

19.0%

By considering 
the frailty 
screening 

criteria, the 
frequency 
of slow GS 

corroborates 
data from 

previous studies.

18/22

Pegorari, Ruas, 
Patrizzi, 2013(39) Cross-sectional

22 W
29 M

Mean age 
73±6 years

To assess the 
impact of frailty 
on respiratory 

function in 
community-

dwelling elderly.

Frail 9.8% 
Pre-frail 
47.1% 

Non-frail 
43.1%

The slow GS 
was evaluated 

by the time 
spent to walk a 
4.6 m distance, 
and values were 
adjusted for sex 

and height.

23.50%

GS values 
showed no 
correlation 

with maximal 
inspiratory 

pressure and 
maximal 

expiratory 
pressure.

16/22

Pinto, Neri, 
2013(40) Cross-sectional

1.625 W
847 M

Mean age 
72.2±5.5 years

To identify factors 
associated with 

low life satisfaction 
in community 
elderly and to 
describe them 

according to sex 
and age group.

Missing 
information

GS was 
calculated by gait 

time to walk a 
4.6 m distance. 

Reduced GS was 
defined by the 
lowest quintile, 
and adjusted for 
sex and height.

16.90%

GS was 
significantly 

lower in  
females  

(0.87 m/s) and 
in elderly aged 
≥ 80 years 
(0.81 m/s). 

Reduced GS 
was significantly 

associated  
with lower  

life satisfaction.

16/22

continue…

Table 1…continuation
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Author and  
year Study design Sample 

characteristics Objective(s) Frailty 
classification GS measurement* Reduced 

GS*
GS main 

outcomes** STROBE***

Castell, Sánchez, 
Julián et al., 
2013(23)

Cross-sectional

708 W
619 M

Mean age 
75.4±7.4 years

To estimate the 
prevalence of 
frailty and GS, 
and to analyze 
the relationship 

between these two 
indicators from 
the perspective 
of beginning of 

frailty diagnosis in 
the primary care 

context.

Frail 11.2% 
Non-frail 
88.8%

GS was 
calculated after 
walking 3 m. 
Values were 

adjusted for sex 
and height.

42.60%

99.3% of 
frail elderly 

and 35.5% of 
non-frail had 
reduced GS. 

Measurement of 
GS is a simple, 
quick and easy 

to perform 
test, and is a 

good indicator 
of health and 
survival in the 

elderly.

18/22

Ruggero, Bilton, 
Teixeira et al., 
2013(41)

Cross-sectional

248 W
137 M

Mean age 
71.4±5.7 years

To identify 
gait speed in a 

community elderly 
population and the 

association with 
sociodemographic, 

mental, and 
physical health 
characteristics.

Missing 
information

GS was 
calculated by gait 

time to walk a 
distance of 4.6 m. 
The average value 
of three runs was 

used for data 
analysis.

Missing 
information

The mean GS 
was 1.11 m/s, 

and 28.1% 
presented 

reduced GS. 
Elderly people 
≥ 75 years old 

with low level of 
physical activity, 

diseases and 
fear of falls are 
more likely to 

present slow GS.

19/22

Vieira, Guerra, 
Giacomin et al., 
2013(42)

Cross-sectional

398 W
203 M

Mean age 
76.7±5.8 years

To identify the 
prevalence and 

factors associated 
with frailty in 

community elderly 
in Belo Horizonte, 

Minas Gerais, 
Brazil.

Frail 8.7% 
Pre-frail 
46.3% 

Non-frail 45%

The gait time was 
calculated by the 

time to walk a 
4.6 m distance. 
Cutoff points 

were determined 
by the 80th 

percentile of the 
time adjusted for 
sex and height.

Pre-frail: 
26.6% 
Frail: 

86.5%

Reduced GS 
was one of the 
most frequent 
components 

among frail and 
pre-frail elderly.

18/22

Bollwein, 
Volkert, 
Diekmann et al., 
2013(43)

Cross-sectional

134 W
72 M

 Mean age
 83 years

To investigate 
the association 
between The 

Mini Nutritional 
Assessment 
and frailty in 
community 

elderly.

Frail 15.5% 
Pre-frail 
39.8% 

Non-frail 
44.7%

Low gait speed 
(adjusted for sex 

and height).
21.90% Missing 

information 18.5/22

Neri, Yassuda, 
Araújo et al., 
2013(44)

Cross-sectional 2,355 W
1,123 M

To identify 
conditions of 

frailty in relation to 
sociodemographic, 
health, cognition, 

functional and 
psychosocial 
variables in 

community elderly.

Frail 9.1% 
Pre-frail 
51.8% 

Non-frail 
39.1%

The slow gate was 
defined by the 

time to walk 4.6 
m. The percentile 

above 80 was 
considered as 
reduced GS 

(values adjusted 
for sex and 

height).

19.90%

The percentages 
of elderly who 

scored for 
slow gait were 

statistically 
comparable 
between the 

percentages of 
frail, pre-frail 
and non-frail.

18/22

Perez, Lourenço, 
2013(45) Cross-sectional

537 W
227 M

Mean age 
76.8±6.8 years

To determine the 
risk profile and 

factors associated 
with frailty in the 

elderly.

Missing 
information

The GS was 
obtained by 

averaging three 
assessments of 

the time taken to 
walk 4.6 m in a 

straight line.

Missing 
information

GS was not 
significantly 
associated 

with the risk of 
hospitalization.

17.5/22

Sheehan, 
O’Connell, 
Cunningham et 
al,, 2013(46)

Cohort

417 W
189 M

Mean age 
72.8±7.2 years

To evaluate the 
relationships 

between Body 
Mass Index, frailty 

and falls.

Frail 8.1% 
Pre-frail 
43.2% 

Robust 47.5%

Reduced GS was 
defined by the 

lowest percentile 
(20) of GS 

stratified by sex, 
as measured by 
the GAITRite™ 

walkway system.

10.20%

Obese 
elderly were 
significantly 

more likely to 
have reduced 
GS. Falls were 
significantly 

associated with 
reduced GS 

(p=0.02).

16/22

continue…
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Moreno- Aguilar, 
Garcia-Lara, 
Aguolar- Navarro 
et al., 2013(47)

Cross-sectional

245 W
251 M

Mean age 
78.0±6.2 years

To determine 
the association 
between frailty, 

health and quality 
of life of the 

elderly.

Frail 12.7% 
Pre-frail 
38.9% 

Non-frail 
48.4%

Slow GS was 
evaluated by the 
response to two 

questions for 
estimating the 

slowness.

Missing 
information.

The gait speed 
(p<0.001) was 
independently 
and inversely 

associated with 
the physical 

dimension as a 
component of 
quality of life.

17/22

Romero-Ortuno, 
Soraghan, 
2014(48)

Longitudinal
4,001 W
3,057 M

Age ≥ 75 years

To create and 
validate an 

instrument for 
the evaluation 
of frailty in the 

elderly.

Frail 12.2% 
Pre-frail 
40.9% 

Non-frail 
46.9%

The following 
were observed by 
the interviewer: 
walking without 

the help of 
another person or 

using support.

Missing 
information.

Missing 
information. 18/22

Capistrant, 
Glymour, 
Berkman, 
2014(49)

Cross-sectional

7,330 W
4,886 M

Mean age 72.4 
years

To evaluate the 
self-reported 

and measured 
indicators of 
functional  

mobility limitation 
among the elderly 

in six low- and 
middle-income 

countries.

Missing 
information

GS was assessed 
by timing the 

time to walk 4 m. 
The decrease in 

GS was estimated 
by the lowest 

quintile.

Missing 
information

Those with slow 
GS have a high 
likelihood of 
self-reporting 

difficult walking.

16,5/22

Santos, Ceolim, 
Pavarini el al., 
2014(50)

Cross-sectional
1,155 W
658 M

Age ≥ 65 years

To analyze the 
association 

between napping 
duration and the 
variables of sex, 
age, schooling, 

family income and 
the elderly’s levels 

of frailty.

Pre-frail 
51.9%

The low GS was 
indicated by the 

average time 
spent to walk the 
4.6 m distance 

with adjustments 
according to sex 

and height.

18%

There was an 
association 

between 
napping 

duration and the 
decrease in GS 

(p=0.1770).

19.5/22

Han, Lee, Kim, 
2014(7) Cross-sectional 6,094 W

4,294 M

To examine 
the association 

between cognitive 
function and frailty 

in community-
dwelling elderly.

Frail 9.3% 
Pre-frail 
42.3% 

Robust 48.4%

For the slow 
gait speed, was 

considered  
the lowest 
quintile for  

the 2.5 m gait 
speed with 

adjustment for 
the mean height 

by sex.

Missing 
information.

Missing 
information. 17.5/22

Johar, Emeny, 
Bidlingmaier et 
al., 2014(51)

Cross-sectional

Age 65-90 
years,

Mean age 75.1 
years

To examine the 
association of 

daytime cortisol 
secretion with 
frailty in the 

elderly.

Frail 3.36% 
Pre-frail 
35.17%
Robust 
61.48%

Low gait speed 
defined for the 
longest time in 

the Timed Up and 
Go test (highest 
quintile stratified 

by sex and 
height).

Missing 
information

Slow GS was 
associated 

with increased 
cortisol levels at 

night.

18/22

Landi, Onder, 
Russo et al., 
2014(52)

Cross-sectional

170 W
187 M

Mean age 
86.0±4.9 years

To evaluate the 
relationship 
between calf 

circumference 
and physical 
performance, 

muscle strength, 
functional status 

and frailty in long-
lived elderly.

Missing 
information

Slow GS was 
identified by the 
cutoff point of 

<0.8 m/s to walk 
a 4 m distance.

Missing 
information

There was no 
association 

between calf 
circumference 
and gait speed.

18/22

Tavassoli, 
Guyonnet, 
Abellan Van Kan 
et al., 2014(53)

Missing 
information

686 W 
422 M

Mean age 
82.9±6.1 years

To describe the 
Geriatric Frailty 
Clinic structure, 
the organization, 
details of overall 

assessment 
and preventive 
interventions 

against disabilities.

Frail 54.5% 
Pre-frail 
39.1% 

Non-frail 
6.4%

Reduced GS was 
defined by time > 
4 s to walk 4 m.

51.40%
The mean gait 

speed was 0.78 
± 0.27 m/s.

NA

continue…
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GS*
GS main 
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Curcio, Henao, 
Gomez, 2014(54) Cross-sectional

981 W
897 M

Mean age 
70.9±7.4 years

To estimate the 
prevalence and 

factors associated 
with frailty  

in the elderly 
population in a 
rural area, and 
to analyze their 

relationship with 
comorbidity 

and functional 
disability.

Frail 12.2% 
Pre-frail 53% 

Non-frail 
34.8%

Slow GS was 
defined as the 
lowest quintile 

in the 6 m 
gait speed test 

adjusted for sex 
and height.

24,40%

23.2% of frail 
elderly patients 
showed reduced 
GS. There was 
a statistically 
significant 
difference 

between men 
and women 

and slow GS (p 
<0.001).

19/22

Schoon, Bongers, 
Van Kempen et 
al., 2014(55)

Cross-sectional

333 W
260 M

Mean age 
76.8±4.8 years

To investigate 
whether a  

frailty assessment 
can be  

replaced by 
mobility testing as 
a prerequisite for 
self-monitoring of 

frailty.

Frail 10% 
Pre-frail 43% 
Non-frail 47%

Slow GS was 
defined as <0.76 
m/s. The subjects 
walked twice at 
their preferred 
speed, and the 

GS was evaluated 
at a 4 m distance.

Missing 
information

GS has a strong 
correlation with 

frailty.
17.5/22

Darvin, 
Randolph, 
Ovalles et al., 
2014(56)

Cohort

39 W
26 M

Mean age 
80.6±6.4 years

To confirm if 
plasma levels of 
glycoproteins 

and interleukin-6 
are increased 

with frailty in the 
elderly.

Frail 18.5% 
Pre-frail 48% 

Non-frail 
33.5%

Missing 
information.

Missing 
information.

Mean GS values 
for the elderly:

Non-
frail=2.8±0.5; 

pre-
frail=2.8±0.7 

and 
frail=3.9±1.4.

15/22

Alexandre, 
Corona, Nunes 
et al., 2014(57)

Cross-sectional
873 W
540 M

≥ 60 years

To analyze 
the similarities 

between 
associated factors 
and components 
of frailty in the 

elderly.

Missing 
information

The GS was 
determined by 

the Short Physical 
Performance 

Battery Assessing 
Lower Extremity 
Functional test. 
The 20% slower 

individuals 
were classified 
with reduced 

GS adjusted for 
height.

34.40%

The mean gait 
time for men 

was 4.03 ± 0.1, 
and for women, 

4.5 ± 0.1. 
Joint disease, 

sedentary 
lifestyle, 
cognitive 
decline 

and muscle 
weakness were 
associated with 

slow GS.

16.5/22

Bez, Neri, 
2014(58) Cross-sectional

470 W 
210 M

Mean age 
72.285±4 

years

To describe 
conditions of 
grip strength, 
GS and health 

self-assessment, 
and to investigate 

relationships 
among them 

by considering 
the variables 

of sex, age and 
family income, 
in community-

dwelling elderly 
members of a 

population study 
on frailty.

Missing 
information

GS was indicated 
by the mean time 
in seconds taken 
by each elderly 
person to walk a 
4.6 m distance. 
The averages 

were adjusted for 
the median height 

for men and 
women.

Missing 
information

Elderly  
≥ 80 years and 

women had 
lower GS; slow 

gait and low 
income were 
risk factors for 
worse health 
evaluation.  
The elderly 

with the highest 
risk of worse 

perceived health 
are those with 

the greatest 
limitation in  

gait speed (risk 
1.9 times).

16.5/22

Silveira, Pegorari, 
Castro, et al., 
2015(59)

Cross-sectional

32 W
22 M Mean 
age 72,9 ± 6 

years

To check the 
association of 
palmar grip 

strength, GS, fear 
of falls and falls 

with frailty levels.

Frail 11.1% 
Pre-frail 
46.2% 

Non-frail 
42.5%

The reduced GS 
was measured 
by the time to 

walk a distance 
of 4.6 m. Cutoff 

points were 
based on the 

20th percentile of 
the sample and 
adjusted for sex 

and height.

Frail 66.6% 
and pre-
frail 36%

There was a 
significant 
difference 
between  
non-frail 

and pre-frail 
(p=0.0001), and 

non-frail and 
frail (p=0.0023) 

in relation to 
GS. Frailty is 

associated with 
decrease of GS.

17/22
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Falsarella, 
Gasparotto, 
Barcelos et al., 
2015(60)

Cross-sectional

142 W
93 M

Mean age 
71.76±5.06 

years

To investigate 
the association 
between body 

composition and 
frailty and to 

identify profiles of 
body composition 

in non-frail, 
pre-frail and frail 

elderly.

Frail 12.7% 
Pre-frail 48% 

Non-frail 
39.1%

The GS was 
indicated by the 

mean time in 
seconds taken 
by each elderly 
to walk a 4.6 m 

distance.

Missing 
information

GS was 
associated  

with fat  
mass and 

percentage of 
body fat. The 

mean was  
0.94 m/s  
with a 

significant 
difference 
between  

women and 
men.

17.5/22

Nishiguchi, 
Yamada, 
Fukutani et al., 
2015(61)

Cross-sectional
W

Mean age 
73.0±5.4 years

To determine  
if frailty  

and pre-frailty  
are associated  
with cognitive 
decline and 

sarcopenia in 
community 

elderly.

Frail 10.6% 
Pre-frail 
56.8% 

Non-frail 
32.6%

In order to 
measure slow GS, 

was calculated 
the speed to walk 
10 m, and slow 
GS was defined 

as <1.0 m/s.

Missing 
information

There was a 
significant 
difference 

between GS and 
the frailty groups 

(frail, pre-frail 
and non-frail).

16.5/22

Çakmur, 2015(62) Cross-sectional

90 W 
78 M 

Mean age 
72.70±7.73 

years

To identify frailty 
and wellbeing 
problems in 

elderly people 
living in Turkey 
(characterized 

by low 
socioeconomic 

status).

Frail 7.1% 
Pre-frail 
47.3% 

Non-frail 
45.6%

Slow GS  
was measured  

by the 6 m 
gait speed test 
adjusted for  

sex and  
height according 

to the Short 
Physical 

Performance 
Battery (<0.8 m/s) 

standards.

83.20%

41.2% of 
men and 42% 

of women 
presented 

reduced GS.

18.5/22

Aguilar-Navarro, 
Amieva, 
Gutiérrez-Robledo 
et al., 2015(63)

Longitudinal

3,026 W 
2,618 M 
Mean age 

68.7±6.9 years

To describe the 
characteristics 
and prognosis 
of individuals 
classified as 

frail in a sample 
of community-

resident Mexican 
elderly.

Frail 37.2% 
Pre-frail 
51.3% 

Non-frail 
11.5%

The low  
gait speed  

was evaluated by 
two self-reported 

questions. 
Participants 

who answered 
affirmatively to 

any of  
these questions 
were considered 

frail.

50.40%

41.4% of men 
and 58.2% 
of women 
presented 

reduced GS.

17.5/22

AT, Bryce, Prina 
et al., 2015(64) Cohort Missing 

information

To test the 
physical and 

multidimensional 
predictive validity 

of the frailty 
phenotype in 

Latin American 
countries, India 

and China.

Prevalence 
of frailty was 

17.5% 

The slow gait 
speed was 

evaluated by the 
time to walk 5 m. 
Those who took 
16 s or more to 

complete the task 
were considered 
as slow speed.

Missing 
information

Association 
between 

slow GS and 
cognitive 

impairment 
with incident 

of dependence. 
Reduced  
GS was 

associated 
with both 

mortality and 
dependence.

19/22

Martínez-Ramírez, 
Martinikorena, 
Gómez et al., 
2015(65)

Longitudinal

399 W
319 M

Mean age 
75.4±6.1 years

To investigate 
if parameters 

extracted from 
the signs of trunk 
acceleration can 

provide additional 
information 

about the frailty 
syndrome.

Frail 9.1% 
Pre-frail 
45.5% 

Non-frail 
45.4%

For slow GS, 
the elderly were 
asked to walk at 
their usual pace 
according to a 
standardized 
protocol. The 

slower quintile 
was considered 

slow.

Missing 
information

The results 
indicate  
there is a  

close 
relationship 

between  
frailty and  

gait patterns. 
Slow gait  

can provide 
relevant 

information 
for frailty 

assessment.

17/22
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Parentoni, 
Mendonça, Dos 
Santos et al., 
2015(66)

Cross-sectional

W 
Mean age 

73.96±6.91 
years

To evaluate the 
impact of gait 

speed on maximal 
inspiratory 
pressure, 
maximum 
expiratory 

pressure, hand grip 
strength and frailty 

in community-
residents elderly.

Frail 30.2% 
Pre-frail 
39.6% 

Non-frail 
30.2%

Missing 
information.

Missing 
information

GS is a predictor 
of some health 

outcomes, 
including 
respiratory 

muscle function 
and frailty. The 
mean GS was 

0.72 m/s. Non-
frail= 0.95 m/s 
and pre-frail + 
frail=0.62 m/s.

16.5/22

Camicioli, 
Mizrahi, 
Spagnoli et al., 
2015(67)

Cross-sectional 51 W 
21 M

To determine 
the handwriting 

aspects associated 
with the  

frailty phenotype 
and to determine 

if handwriting 
was associated 
with aspects of 

frailty or cognitive 
impairment.

Missing 
information

Slow GS was 
defined by a 
walking time 
greater than 

20 m based on 
height and sex 
cutoff points 

(Cardiovascular 
Health Study).

Missing 
information

For both sexes, 
the low overall 
writing speed 
was found in 
individuals 

characterized by 
reduced GS.

18.5/22

Shimada, 
Makizako, Doi et 
al., 2015(8)

Cohort

2,105 W 
1,975 M
Mean age 

71.7±5.3 years

To identify the 
differences 
in disability 

incidence among 
frail elderly with 

and without 
reduced gait.

Frail 6.5% 
Pre-frail 
49.3% 

Non-frail 
44.2%

The GS was 
measured by the 
time to walk a 
2.4 m distance. 

The slowness was 
defined according 
to the cutoff point 

< 1.0 m/s.

Frail 4.7% 
Pre-frail 
9.9 %

The probability 
of disability 

incidence was 
significantly 

higher in pre-
frail elderly 

without reduced 
GS, pre-frail 
with reduced 

GS, frail without 
reduced GS 

and frail with 
reduced GS 
compared to 

non-frail elderly 
(p <0.001).

18/22

Sergi, Veronese, 
Fontana, et al., 
2015(68)

Cohort

956 W 
611 M 

Mean age 
73.6±6.7 years

To check if the pre-
frailty condition 

prevents the onset 
of cardiovascular 

diseases in 
a cohort of 

community elderly 
without cardiac 

problems.

Pre-frail 
44.7% 

Non-frail 
55.3%

Reduced GS was 
defined using 

the timed walk 
in a 4-m route 
at normal pace 
stratified by sex 
and BMI cutoff 

points.

Missing 
information

Reduced GS  
is a strong 

predictor of 
incidence of 

cardiovascular 
diseases.  

Among the 
physical 

domains of 
pre-frailty, 

low GS is the 
best predictor 

of future 
cardiovascular 

diseases.

17/22

Chen, Honda, 
Chen et al., 
2015(69)

Cross-sectional

934 W 
593 M

Mean age 
73.3±6.0 years

To define  
the domain  

of low physical 
activity of  
the frailty 
phenotype 

by using the 
measure based 

on accelerometer 
in community 

elderly.

Frail 9.3% 
Pre-frail 
43.9% 

Non-frail 
46.8%

The GS was 
defined by the 
time to perform 
a 5 m course. 

The 20% slower 
subjects stratified 
by sex and height 
were considered 

frail for GS.

17.10%

16.9% of men 
and 17.2% 
of women 
presented 

reduced GS.

19/22

Hörder, Skoog, 
Johansson et al., 
2015(70)

Cohort
710 W 
518 M 

≥ 75 years

To compare 
trends of frailty by 
using data from 

two birth cohorts 
examined in 1987 

and 2005.

Missing 
information

The GS  
was evaluated 

by the  
time spent to 
walk 20 m. 
Reduced  
gait speed  

was defined  
as < 1 m/s.

1987 
cohort: 

19% and 
2005 

cohort: 
16%

Among women 
with better 
educational 

level, a smaller 
proportion 
presented 

reduced GS.

18.5/22
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Schwenk, 
Mohler, Wendel 
et al., 2015(71)

Cross-sectional
100 M 
25 H 

Age ≥ 65 years

To analyze 
the ability of 
evaluation of 
gait, balance 
and physical 

activity based on 
sensors in order 
to determine the 
levels of frailty 

(non-frail,  
pre-frail, frail).

Frail 16.8% 
Pre-frail 48% 

Non-frail 
35.2%

Slow GS was 
quantified by the 

time to walk a 
4.57 m distance 
stratified by sex 

and height.

Missing 
information

The stride  
length and  
the double 

support 
significantly 

discriminated 
the frailty 

state. Elderly 
patients who 
used assistive 
devices had 

slower GS, and 
these differences 
increased with 

increasing 
frailty.

18/22

Liu, Lyass, Larson 
el al., 2016(72) Cross-sectional Age ≥ 60 years

To investigate if 
inflammatory and 

oxidative stress 
biomarkers linked 
to cardiovascular 

disease were 
associated with 
frailty and the 

related outcome 
of GS.

Frail 7.4% 
Pre-frail 
45.1%

Non-frail 
47.5%

For assessment 
of slow GS, 
participants 

walked 4 m. They 
were classified as 
slow according 

to criteria of Fried 
et al.

Frail 89% 
Pre-frail 

41%

Increased levels 
of isoprostanes 
and Lp-PLA2 
mass were 
associated 

with a greater 
probability 
of frailty. 

Higher mean 
concentrations 

of these 
biomarkers and 
osteoprotegerin 
were associated 

with reduced 
GS. There is 

a relationship 
between 

oxidative stress 
and GS.

17.5/22

Jones, Neubauer, 
O’Connor et al., 
2016(73)

Missing 
information

W and M
Mean age 
77±8 years 

To determine if 
muscle activity 
recorded during 
the specific task 

or groups of 
tasks could be 

used to correctly 
classify the frailty 
phenotype in the 

elderly.

Frail 9.2% 
Pre-frail 
26.3% 

Non-frail 
64.5%

GS was 
calculated by the 
time to walk a 4.6 
m distance. Those 

with gait speed 
of less than 1 m/s 
were identified 

as frail. The cutoff 
points of 1.5 

to 1.0 m/s and 
greater than 1.5 
m/s defined the 

pre-frail and non-
frail, respectively.

Frail 9.2% 
Pre-frail 
23.7%

Pre-frail 
participants 

had faster gait 
speed than frail 

participants 
(p=0.001).

NA

Santos-Orlandi, 
Ceolim, Pavarini 
et al., 2016(74)

Cross-sectional 2,073 W 
1,002 M

To analyze the 
association 

between napping 
duration and 
variables of 
gender, age, 

schooling, family 
income and 

levels of frailty 
of community 

elderly.

Frail 5.5% 
Pre-frail 

51.5% Non-
frail 38.9%

Low GS was 
indicated by the 

time spent to 
walk the 4.6 m 
distance with 
adjustments 

according to sex 
and height.

20.90% Missing 
information 17.5/22

García-Peña, 
Ávila-Funes, 
Dent et al., 
2016(75)

Cross-sectional

606 W 
502 M 

Mean age 
69.8±7.6 years

To determine 
the prevalence 
of frailty and 

associated factors 
by using the Fried 
phenotype and the 

frailty index.

Frail 24.9% 
Non-frail 
75.1%

Slow GS was 
defined by the 

time to walk 4 m. 
The 20% subjects 
with lower values 
adjusted for sex 
and height were 
considered frail.

25.20%

22.3% of men 
and 28.3% 
of women 
presented 

reduced GS.

18/22

GS= gait speed; W= women; M= men; NA= not applicable.
Note: *GS outcomes as a marker of physical frailty (Fried et al.6).
**Result of GS as a measure of outcome in studies.
***STROBE= statement for evaluation of studies (score obtained/total score).
Note: (n=49 studies).
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DISCUSSION
The results of the studies showed an association between 

GS and variables of disability(31), frailty(31-32,54-55,59,65-66), cog-
nitive impairment, dependence, mortality(23,64), sedentary 
lifestyle(34,41), muscle weakness(57), worse health and qual-
ity of life(35,47,58), stress(51,72), napping duration(50), obesity(46), 
mass and percentage of body fat(60) and low performance in 
quantitative parameters of gait(33). There was a significant 
association between reduced GS and lower life satisfac-
tion(40), and the episode of fall at follow-up was significantly 
associated with reduced GS(46). Low energy expenditure, 
exhaustion, and reduced gait speed are strong predictors of 
incidence of cardiovascular disease(68). Elderly people aged 
75 years and over, with low level of physical activity, stroke, 
diabetes, urinary incontinence and high concern with falls 
have a higher chance of having reduced GS(41).

The reduction of gait speed showed an association 
with mortality(18,76), cognitive impairment, functional 
disability(14,76), advanced age, physical inactivity and 
diseases(77-78).

As observed in the different studies, even though 
there is no established consensus for GS measure-
ment, there was a predominance of distance of 4.6 
meters(23,34,38,39-40,42,44-45,50,58-60,73-74), and cutoff points for 
reduced GS were defined by the lowest quintile value
(7,34,40,42,44,49,54,57,59,65,69,72,75). These studies follow the pro-
cedure/protocol of the study(6). Given the importance 
of GS in clinical practice, there must be a consensus, 
a standardization of the measurement of this marker 
of physical frailty. The use of GS in clinical practice is 
recommended as a key tool in geriatric assessment given 
its simplicity, speed, objective parameter and sensitivity 
to changes caused by the aging process(17). It is notewor-
thy that the studies included in this systematic review 
evaluated gait speed in different ways and presented 
diverse interventions and designs.

The distance for calculation of GS used in the dif-
ferent studies varied greatly. A recent systematic review 
revealed that gait speed distance ranged from four to six 
meters in 83% of the studies analyzed, and four meters 
was the most used distance(79). In another study(14), was 
observed that most researchers used distances between 
four and six meters and the distance of the course should 
allow the test application in the clinical setting as a rou-
tine examination.

Reduced GS as a marker of physical f railty was 
higher in women compared to men(32,34,40,57-58,60,62-63,69,76). 
This is confirmed by the results of nine studies, which 
totaled a sample of 26,625 elderly (≥ 65 years) living in 
the community. Researchers found a significantly lower 
percentage of GS (≤ 0.8 m/s) in women (31%), while 
it was 10% in men(80). In contrast, in a study with the 
objective of investigating sex differences in gait patterns 
in elderly participants of the Baltimore Longitudinal 
Study of Aging, no difference between sexes for GS 
(p=0,185) was found after adjusting for age, height, and 
body mass(81).

The prevalence of reduced GS varied greatly in the stud-
ies, and values ranged from 2.7%(31) to 83.9%(36). However, in 
most of them, the percentages of reduced GS as a marker of 
physical frailty were not described. In some studies(8,42,59,72-73), 
the prevalence of reduced GS was reported in frail and pre-
frail groups. This demonstrates that GS and other markers 
of physical frailty (fatigue/exhaustion, weight loss, physical 
activity, muscle strength) were poorly explored in the stud-
ies analyzed.

National surveys describe percentage values of 
reduced GS in the elderly close to those found in the 
present review. The study “Frailty in Brazilian Elderly 
(FIBRA)” with a sample of 5,532 community elderly 
(> 65 years) found that 20.9% of elderly people had 
slow gait. The markers with greatest odds for develop-
ment of frailty were slow gait and muscle weakness(82). 
In a study conducted with elderly (≥ 60 years) and the 
aim to associate physical frailty with the quality of life 
of elderly users of basic health care in Curitiba/PR/
Brazil, 25.6% of the 203 elderly individuals participating 
showed reduced GS(83).

Studies(31,33,35,55,59,65-66) showed that frailty is associated 
with reduced GS, and these findings are in agreement with 
another study. Data from the English Longitudinal Study 
of Aging (ELSA) showed that 90% of elderly classified as 
fragile had reduced GS(84).

The limitations of this systematic review study are related 
to information deficits found in some studies, which can 
impair the analyzes. As for the method, the definition of the 
search period, languages and databases consulted may have 
delimited the search and, consequently, relevant studies on 
the subject may have not been selected.

CONCLUSION
The studies evaluating physical frailty in community 

elderly indicated the association of the outcome of GS with 
disabilities, frailty, sedentary lifestyle, falls, muscle weakness, 
diseases, body fat, cognitive impairment, mortality, stress, 
lower life satisfaction, lower quality of life, napping duration, 
and poor performance in quantitative parameters of gait in 
community elderly.

The GS measurement protocol varied among the stud-
ies. The distance and cutoff points for reduced GS defined 
by the frailty phenotype were adopted in some studies. 
Efforts are needed in order to standardize the way of mea-
suring this variable, mainly because of its importance in 
clinical practice.

The findings of this systematic review reinforce the 
association between GS and physical frailty and health 
indicator variables in community elderly. The stud-
ies demonstrate the importance of GS measurement in 
gerontological evaluations. Randomized studies are rec-
ommended in order to validate and establish a consensus 
regarding the way of measuring GS as a tool for geronto-
logical evaluation.
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RESUMO 
Objetivo: Identificar os desfechos dos estudos sobre velocidade da marcha e seu emprego como marcador de fragilidade física em idosos 
da comunidade. Método: Revisão sistemática da literatura realizada nas bases de dados LILACS, SciELO, MEDLINE/PubMed, 
ScienceDirect, Scopus e ProQuest. Os estudos foram avaliados pelo STROBE e adotaram-se as recomendações do PRISMA. Resultados: 
Obtiveram-se 6.303 estudos, e 49 deles atenderam aos critérios de inclusão. Do total de estudos, 91,8% descreveram a forma de mensuração 
da velocidade da marcha. Desses, 28,6% utilizaram a distância de 4,6 metros, e 34,7% adotaram valores abaixo de 20% como pontos de corte 
para velocidade da marcha reduzida, procedimentos que seguem o fenótipo de fragilidade. Quanto aos desfechos, em 30,6% dos estudos 
houve associação entre a velocidade da marcha e as variáveis incapacidades, fragilidade, sedentarismo, quedas, fraqueza muscular, doenças, 
gordura corporal, comprometimento cognitivo, mortalidade, estresse, menor satisfação com a vida, menor qualidade de vida, duração dos 
cochilos e baixo desempenho em parâmetros quantitativos da marcha em idosos da comunidade. Conclusão: Os resultados reforçam a 
associação da velocidade da marcha, fragilidade física e variáveis indicadoras de saúde em idosos da comunidade.

DESCRITORES
Marcha; Envelhecimento; Idoso; Idoso Fragilizado; Revisão.

RESUMEN
Objetivo: Identificar los resultados de los estudios acerca de la velocidad de la marcha y su empleo como marcador de fragilidad 
física en personas mayores de la comunidad. Método: Revisión sistemática de la literatura realizada en las bases de datos LILACS, 
SciELO, MEDLINE/PubMed, ScienceDirect, Scopus y ProQuest. Los estudios fueron evaluados por el STROBE y se adoptaron las 
recomendaciones del PRISMA. Resultados: Se lograron 6.303 estudios, y 49 de ellos atendieron a los criterios de inclusión. Del total de 
estudios, el 91,8% describieron la forma de medición de la velocidad de la marcha. De esos, el 28,6% utilizaron la distancia de 4,6 metros, 
y el 34,7% adoptaron valores por debajo del 20% como puntos de corte para velocidad de la marcha reducida, procedimientos que 
siguen el fenotipo de fragilidad. En cuanto a los resultados, en el 30,6% de los estudios hubo asociación entre la velocidad de la marcha 
y la variables incapacidades, fragilidad, sedentarismo, caídas, debilidad muscular, enfermedades, grasa corporal, compromiso cognitivo, 
mortalidad, estrés, menor satisfacción con la vida, menor calidad de vida, duración de las siestas y bajo desempeño en parámetros 
cuantitativos de la marcha en personas mayores de la comunidad. Conclusión: Los resultados refuerzan la asociación entre la velocidad 
de la marcha, la debilidad física y las variables indicadoras de salud en personas mayores de la comunidad.

DESCRIPTORES
Marcha; Envejecimiento; Anciano; Anciano Frágil; Revisión.
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