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Abstract

Background/Objectives: Senior living communities have become a popular living arrange-
ment for older adults seeking supportive environments for aging in place. However,
older adults may enter these communities with existing health vulnerabilities. This study
described the prevalence of frailty, sarcopenia risk, and cognitive risk among residents
and examined their associations with relocation reasons and fitness amenity utilization.
Methods: A cross-sectional survey was conducted among residents aged ≥65 years who
had lived in the community for at least 3 months. Survey items included demographics,
health status, living history, relocation reasons, physical activity, fitness amenity use, and
screening tools for frailty, sarcopenia risk, and cognitive impairment. Descriptive statistics,
Mann–Whitney U tests, and Spearman rank correlations were conducted. Results: A total
of 147 residents (Mean age = 80.2 years, SD = 7.1) responded to the survey. Overall, 28.5%
met criteria for frailty, 19.7% screened positive for sarcopenia risk, and 21.8% for cogni-
tive risk. Residents who reported a health-related reason for relocation showed greater
frailty (U = 410, p < 0.001), sarcopenia risk (U = 393, p < 0.001), and cognitive impairment
(U = 1062, p = 0.01). More frequent fitness amenity use was associated with lower frailty
and sarcopenia risk scores (Spearman’s Rho = −0.30 and −0.40, respectively, both p < 0.01),
but not cognitive impairment. Conclusions: A meaningful subset of senior living resi-
dents were at risk for frailty, sarcopenia, and cognitive impairment. Routine screening
and interventions promoting fitness amenity use may support healthy aging in senior
living communities.

Keywords: aging in place; cognitive impairment; frailty; lifestyle; physical activity;
retirement; sarcopenia; senior living communities

1. Introduction
Senior living communities, which are age-restricted residential settings, have become

a popular housing option for older adults seeking to age in place [1]. These communities
are intentionally designed for older people who choose to voluntarily relocate, often in
anticipation of changing needs later in life [2]. Senior living communities offer a spectrum
of residential options. These range from independent living environments, such as active
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55-plus communities that prioritize autonomy and social engagement, to continuing care
retirement communities that support aging in place by offering tiered levels of progressive
healthcare and daily assistance.

In the United States, occupancy rates for independent living and 55-plus communities
exceeded 90% in 2025, showing their growing demand [3]. Decisions to relocate to a senior
living community are often influenced by a combination of “pull” and “push” factors [4–6].
Pull factors attract older adults to move into these environments. These include built-in
amenities like gyms and fitness programs that support an active lifestyle, ample oppor-
tunities for socialization, and supportive services such as meals and housekeeping. In
contrast, push factors compel relocation; these include declining health, functional limita-
tions, loneliness, the burden of home maintenance, or accessibility challenges within the
previous home.

The decision to relocate is often complex because of the symbolic meaning of home
and individuals’ emotional attachment to both their dwelling and the surrounding neigh-
borhood [7,8]. Such attachment can intensify the tension between the desire to stay in
the current home and the need to address emerging safety and support concerns. There-
fore, relocation is often prompted by current or anticipated health concerns, as moves
frequently coincide with periods of health decline or are made in preparation for future
care needs [9,10]. Research suggests that older adults who choose to relocate tend to have
more physical health problems and greater mobility or activity difficulties compared to
those who remain in place [1,11,12]. Consequently, many older adults may enter senior
living communities already experiencing notable health-related challenges.

Despite the growing popularity of senior living communities, studies examining the
health characteristics of older adults residing in these settings remain limited. Existing
studies suggest that residents experience higher prevalence rates of frailty, sarcopenia
(age-related decline in muscle function and muscle mass), cognitive decline, and functional
limitations when compared to non-residents counterparts [11,13–15]. For example, among
Australian retirement village residents, approximately one-third were classified as frail
and another one-third as prefrail, with one in five reporting mobility limitations [13]. In
a continuing care retirement community in Florida, sarcopenia was identified in 66% of
male residents and 73% of female residents—substantially higher than rates observed in
nationally representative samples [14]. Similarly, among residents living in independent
units within a continuing care community in the United States, the prevalence of cognitive
impairment was 35% [15]. Residents across multiple U.S. communities have also reported,
on average, two more limitations in activities of daily living than non-residents [11]. Col-
lectively, these findings indicate that a substantial proportion of senior living residents are
already at risk of disability.

At the same time, senior living communities are designed to support active lifestyles by
providing structured environments, communal spaces, and fitness amenities. Paradoxically,
however, residents’ sedentary time appears comparable to that of the general older adult
population [16,17]. One study of residents of a community in the United States reported
an average of 10 h per day of sedentary activities, such as reading, TV viewing, and
computer use [18]. Another study of residents across 11 communities in the United States
reported a similar finding of 11 h of self-reported sedentary behavior [19]. Additionally,
residents with more sedentary behaviors showed poor leg muscle strength, gait speed,
balance, and physical performance [19]. Conversely, residents with higher physical activity
showed better physical performance [20]. These findings suggest that, despite supportive
environments, many residents maintain sedentary behavior patterns.

Sedentary behavior has also been linked to cognitive decline in older adults [21]. The
association is stronger among older adults who engage in less physical activity [22]. Al-
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though these relationships are well documented in community-dwelling samples, relatively
little is known about how cognitive status intersects with physical activity or sedentary
behavior among residents in senior living communities. Understanding these relationships
is important given the high prevalence of frailty and functional vulnerability observed in
this population.

In short, current evidence suggests that residents of senior living communities may
enter these environments with substantial health risks, while the supportive services and
amenities available may also offer opportunities to mitigate disablement. However, research
examining how relocation reasons, health status, and engagement with fitness amenities
relate to one another remains limited. Therefore, the primary purpose of this study was
to describe the health status of residents in senior living communities, including frailty,
sarcopenia, and cognitive function. A secondary purpose was to examine the associations
among reasons for relocation, health status, and the utilization of fitness amenities.

2. Methods
2.1. Design and Participant Recruitment

The study was carried out in accordance with the Declaration of Helsinki of 1975,
as revised in 2013. This study employed an anonymous cross-sectional survey design
and was deemed exempt from Institutional Review Board review. The exempt status was
approved by the Research Division of Research Operations at the University of Florida
(Protocol #: ET00021075) on 24 October 2023. Participants were recruited from senior
living communities located in two medium-sized cities in Florida through study flyers,
community newsletters, and/or tabling events from November 2023 to November 2024.

Participants could complete the survey electronically or on paper. Electronic survey
responses were collected via Qualtrics XM (Qualtrics, Provo, UT, USA), a secure online
survey platform, between November 2023 and December 2024. Eligible participants were
adults aged 65 years or older who had lived in a senior living community for more than
3 months. Residents living in assisted living or skilled nursing units were excluded from
the study. Potential participants were informed of the study’s purpose and the anonymity
of their responses prior to completing the screening questions. Completion of the survey
was considered to imply consent to participate in the study.

2.2. Survey Description

The survey consisted of multiple-choice, select-all-that-apply, fill-in, and dichotomous
questions. Survey domains covered demographics and basic information (6 questions);
general health status (2 questions); frailty (15 questions); sarcopenia (5 questions); cognitive
function (8 questions); living history and reasons for relocation (4 questions); physical ac-
tivity (10 questions); and the availability and use of fitness amenities within the community
(5 questions).

Frailty was measured using the Tilburg Frailty Indicator (TFI) [23]. It measures frailty
across physical, psychological, and social domains and includes subscales for physical
frailty (8 questions), psychological frailty (4 questions), and social frailty (3 questions), with
a total score ranging from 0 to 15. A score of 5 or higher indicates frailty.

Sarcopenia risk was assessed using the Strength, Assistance in Walking, Rise from a
Chair, Climb Stairs, and Falls questionnaire (SARC-F) [24,25]. The SARC-F consists of five
functional components, each scored from 0 to 2, yielding a total score ranging from 0 to 10.
A score of 4 or higher indicates risk of sarcopenia.

Cognitive function was assessed using the Ascertain Dementia 8-Item Informant Ques-
tionnaire (AD8) [26,27]. The AD8 is a brief screening tool designed to differentiate normal
aging from dementia-related cognitive decline by assessing perceived changes in cogni-
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tion over the past several years. Prior research has shown adequate agreement between
self-reported and informant-based scores [28]. Although the questionnaire is preferably
completed by an informant, it may be administered as a self-rating tool, particularly when
an informant is unavailable. Total scores range from 0 to 8. A score of 2 or higher suggests
cognitive risk.

Living history included years of residence and the type of community (e.g., active
living community or continuing care retirement community). Regarding reasons for reloca-
tion, residents were asked to select up to three major push and pull factors reported by a
scoping review [6].

Physical activity was measured by the International Physical Activity Questionnaire-
Short Form (IPAQ-SF) [29]. The IPAQ-SF consisted of 6 questions designed to estimate
the intensity, frequency, and duration of physical activity, including walking, moderate-
intensity, and vigorous-intensity activities, performed in the past 7 days. Based on reported
activity intensity, frequency, and duration, each resident’s physical activity level was
categorized as high, moderate, or inactive [30]. The IPAQ-SF also included one question
assessing time spent sitting. In addition, the survey included supplementary questions
to capture residents’ physical activity. These included three dichotomous items assessing
engagement in muscle-strengthening exercises and light or heavy housework in the past
7 days, as well as four items assessing the types and use of fitness amenities within the
community. Three questions asked respondents to report on the fitness amenities in their
communities (e.g., gym facilities, group exercise programs, personal training, outdoor
programs), the types of amenities they usually used (e.g., exercise equipment, group fitness
classes, personal training, swimming pool, golf course, tennis court), and the frequency
of use over the past 7 days (did not use, 1–2 days, 3–5 days, almost every day). A final
question assessed the average amount of time spent using these fitness amenities each day.

2.3. Data Analysis

Survey responses were summarized using descriptive statistics, with categorical vari-
ables reported as frequencies and percentages and continuous variables as means and
standard deviations. Descriptive results were organized by respondent characteristics, relo-
cation reasons, physical activity and fitness amenities, and indicators of frailty, sarcopenia,
and cognitive function.

Group differences in frailty (TFI), sarcopenia risk (SARC-F), and cognitive function
(AD8) by relocation reason (health-related vs. not) were examined using the Mann–Whitney
U test. Correlations between measures of TFI, SARC-F, and AD8 and the frequency of fitness
amenity use were assessed using Spearman’s rank correlation coefficients (ρ). All tests
were two-sided with α = 0.05. Nonparametric statistics were used because the measures
described above (e.g., TFI, SARC-F, and AD8) yield ordinal data, for which such methods
are more appropriate [31]. A formal power analysis was not conducted because this study
was designed as a descriptive survey rather than a priori hypothesis-testing research.

3. Results
A total of 147 residents with a mean age of 80.2 years (SD = 7.1) completed the survey.

The majority were female and White. The mean years of education was 16.9 (SD = 2.8).
About 58% of respondents lived alone, and 40% lived with a spouse or partner. Respon-
dents lived in their current community for a mean of 6.8 years (SD = 6.3). Nearly half lived
in an active living community (51.1%), followed by a continuing care retirement commu-
nity (43.6%). The mean number of self-reported chronic conditions was two (SD = 1.6).
Most reported being in good health and felt about the same compared to one year ago.
Respondent characteristics and general health status are summarized in Table 1.
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Table 1. Characteristics of Survey Respondents (n = 147).

Characteristics n Percent

Age in years
65–74 33 22.5%
75–84 78 53.1%
85 and above 34 23.1%
Missing 2 1.4%

Gender
Female 105 71.4%
Missing 2 1.4%

Race
Asian, Asian American 2 1.4%
Black or African American 1 0.7%
White 140 95.2%
Others or prefer not to answer 3 2.1%
Missing 1 0.7%

Ethnicity
Hispanic or Latino 1 0.7%
Non-Hispanic or Latino 134 91.2%
Prefer not to answer 3 2.0%
Missing 9 6.1%

Years of education
Less than 12 (less than a high school degree) 1 0.7%
12 (a high school diploma or GED) 14 9.6%
13–16 (some college, associate degree, or bachelor’s degree) 49 33.3%
More than 16 (graduate or professional degree) 79 53.7%
Missing 2 1.4%

Living arrangement
Living alone 85 57.8%
Living with a spouse 56 38.1%
Living with a partner 3 2.0%
Living with others (e.g., a friend) 2 1.4%
Missing 1 0.7%

Years living in the community
1 year or less than 1 year 17 11.6%
2 to 5 years 64 43.5%
6 to 10 years 35 23.8%
Above 10 years 29 19.7%
Missing 2 1.4%

Number of chronic conditions
2 or less 96 65.3%
3 to 5 36 24.5%
6 or more 4 2.7%
Missing 11 7.5%

Self-reported general health
Excellent 35 23.8%
Very good 59 40.1%
Good 38 25.9%
Fair 9 6.1%
Poor 6 4.1%
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Table 1. Cont.

Characteristics n Percent

Self-reported health status compared to one year ago
Much better 15 10.2%
Somewhat better 14 9.5%
About the same 91 61.9%
Somewhat worse 23 15.7%
Much worse 4 2.7%

3.1. Push and Pull Factors for Relocation

Table 2 summarizes the top selections of push and pull factors. The reasons respon-
dents moved away from their prior community residences were more diverse. The top
reasons were the desire to plan ahead while they were still able and home maintenance
responsibilities. The plan to change lifestyle, declining health, fear of burdening others,
and feeling isolated were also common. On the other hand, the reasons for moving to a
senior living community were more convergent. The top selected reasons included the
availability of community amenities and programs, anticipation of future long-term care
needs with the option to move into units with higher levels of support, social engagement
opportunities, and the desire to maintain a preferred lifestyle.

Table 2. Summary of Push and Pull Factors for Relocation.

Factor Options Provided in the Survey n Percent

Push Factors
Desire to plan ahead while still able 69 46.9%
Home maintenance of prior residency 63 42.9%
Change in lifestyle 35 23.8%
Declining health 25 17.0%
Fear of burdening others 25 17.0%
Felt socially isolated 24 16.3%
Heavy housework in prior residency 17 11.6%
Declining health of others 15 10.2%
Lack of services in prior residency 13 8.8%
Needed assistance and no one was available to help 7 4.8%
Reduction in income 6 4.1%

Pull Factors
Community amenities and programs 114 77.6%
Prospect of receiving long-term care in the future 50 34.0%
Desire to maintain a preferred lifestyle 46 31.3%
Social engagement opportunities 46 31.3%
Being with people of similar ages 32 21.8%
Offer household maintenance services 30 20.4%
To be close to family, friends, or neighbors 29 19.7%
Affordability 27 18.4%

3.2. Physical Activity and Fitness Amenity Use

Based on the IPAQ-SF, 76 participants (51.7%) reported engaging in vigorous activities;
90 (61.2%) reported engaging in moderate activities, and 124 (84.4%) reported walking for
at least 10 min at a time in the last 7 days. Of 139 residents with sufficient information
to estimate the physical activity level, 39 (26.5%) were categorized as high, 69 (46.9%) as
moderate, and 31 (21.1%) as inactive.

Regarding sitting time, only 90 residents provided estimates in minutes. Among these
respondents, 60 (66.7%) reported sitting for fewer than 5 h per day, 23 (25.6%) for 5 to 9 h,
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and 7 (7.8%) for 10 or more hours. Additionally, 91 residents (61.9%) reported performing
exercises specifically to increase muscle strength and endurance during the past 7 days,
136 (92.5%) reported performing light housework, and 47 (32.0%) reported performing
heavy housework.

Table 3 shows the community fitness amenities reported and those frequently used by
respondents. Most communities provided fitness or physical activity programs. Respon-
dents often used exercise machines or equipment, as well as group fitness classes. Nearly
one-third of respondents reported using these fitness amenities on 3 to 5 days during the
past 7 days. Most residents reported using the amenities for 30 to 120 min per day.

Table 3. Community Fitness Amenities and Use.

Variables n Percent

Community fitness amenities
Group exercise programs 60 40.8%
Gym or fitness center 59 40.1%
Outdoor physical activity programs (e.g., golf courses

and tennis courts) 44 29.9%

Personal training 32 21.8%

Frequently used fitness amenities
Exercise machines or equipment 73 49.7%
Group fitness classes 70 47.6%
Swimming pool 46 31.3%
Personal training 17 11.6%
Golf course 9 6.1%
Tennis court 1 0.7%
Do not use any 6 4.1%

Frequency of fitness amenity use over the past 7 days
1–2 days 27 18.4%
3–5 days 47 32.0%
Almost every day 27 18.4%
Did not use 38 25.9%
Missing 8 5.4%

Minutes of fitness amenity use per day
Less than 30 min 9 6.1%
30 to <60 min 42 28.6%
60 to <120 min 34 23.1%
120 min or more 5 3.4%
Missing 50 34.0%

3.3. Frailty, Sarcopenia, and Cognitive Function

The TFI score ranged from 0 to 10, with a mean of 3.4 (SD = 2.6). Forty-two respondents
(28.5%) had a TFI score of 5 or higher, indicating frailty. The SARC-F score ranged from 0
to 8, with a mean of 2.0 (SD = 2.2). Twenty-nine respondents (19.7%) had a SARC-F score
of 4 or higher, indicating a risk of sarcopenia. The AD8 score ranged from 0 to 8, with a
mean of 1.1 (SD = 1.7). Thirty-two respondents (21.8%) had a score of 2 or more, indicating
cognitive risk.

Table 4 shows comparisons of frailty, sarcopenia, and cognitive function between
respondents whose relocation was health-related (i.e., the push factor of declining health)
and those whose relocation was not. Respondents who reported that the relocation reason
was health-related showed greater frailty, sarcopenia risk, and cognitive impairment,
indicated by higher scores on TFI (U = 410, p < 0.001), SARC-F (U = 393, p < 0.001), and AD8
(U = 1062, p = 0.01). Additionally, the frequency of fitness amenity use was significantly
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correlated with frailty and sarcopenia risk. More frequent use was moderately correlated
with lower TFI scores (Spearman’s ρ = −0.30, p < 0.001) and SARC-F scores (Spearman’s
ρ = −0.40, p < 0.001). However, the correlation between fitness amenity use and cognitive
function, as measured by the AD8, was weak and not statistically significant (Spearman’s
ρ = −0.10, p = 0.16).

Table 4. Comparisons of Frailty, Sarcopenia, and Cognitive Function Between Respondents with a
Health-related Relocation Reason and Those Without.

Measure
Respondents with a

Health-Related Relocation
Reason Mean (SD)

Respondents Without a
Health-Related Relocation

Reason Mean (SD)
Mann–Whitney U p Value

Tilburg Frailty
Indicator (TFI) 6.2 (2.1) 2.8 (2.3) U = 410 p < 0.001

Strength, assistance
in walking, rise from
a chair, climb stairs,
and falls (SARC-F)

4.5 (2.3) 1.4 (1.6) U = 393 p < 0.001

Ascertain Dementia
8-item Informant
Questionnaire (AD8)

1.9 (2.2) 0.9 (1.4) U = 1062 p = 0.01

4. Discussion
The purpose of this study was twofold: to describe the health status of older adults

residing in senior living communities and to examine associations among reasons for
relocation, health status, and the use of fitness amenities. The majority of study respondents
reported good health and an active lifestyle, consistent with the main relocation reasons of
early planning and the attractions of community fitness amenities and programs. However,
despite over half of the respondents engaging in physical activities in the past 7 days,
approximately 20% to 30% were at risk of frailty, sarcopenia, and cognitive impairment.
In particular, residents who relocated for health-related reasons exhibited higher levels of
frailty, sarcopenia risk, and cognitive risk than those who did not, suggesting that health
status among residents might differ at the time of transition. In addition, more frequent
use of fitness amenities was associated with lower levels of frailty and sarcopenia risk, but
not with cognitive risk. Given the cross-sectional design, the direction of these associations
cannot be determined.

The mean age of the study respondents was 80 years, which is slightly younger than
that of participants in several prior studies of senior living communities [14,15,19,20]. Based
on the reported average length of residence of 7 years, most residents were likely to have
moved into the community in their early 70s, reflecting their reported top push factor for
relocation, the desire to plan ahead while they still can.

The late-life migration may be interpreted through the environmental press model [32].
The model posits that optimal functioning reflects a balance between personal competence
and environmental press (demand), and that older adults adapt their environments to
maintain that balance. As older adults experience changes in physical, cognitive, or
social competence, the press of the prior home may increase, making tasks such as home
maintenance and heavy housework more challenging [33]. Within this model, many
respondents in our study proactively relocated to a senior living community early in late life
to reduce environmental press and access resources that support their competencies. This
study showed that respondents who relocated because of a health-related reason tended
to have frailty, sarcopenia, and cognitive risk. This finding aligns with Shinan-Altman

https://doi.org/10.3390/geriatrics11040081

https://doi.org/10.3390/geriatrics11040081


Geriatrics 2026, 11, 81 9 of 12

et al. (2020), who reported that among U.S. older adults, relocation to a continuing care
retirement community was associated with more positive attitudes toward the community,
higher well-being, but poorer subjective health [11].

The study findings added to the limited evidence that residents of senior living
communities are not uniformly robust. In this study, 29% of respondents were classified
as frail, which is somewhat lower than the 34% reported by Cobden et al. (2022) among
Australian retirement village residents [13]. Nonetheless, both studies identify a subgroup
of residents with increased vulnerability. Similarly, 20% of our sample screened positive
for sarcopenia, which is lower than the prevalence of low muscle mass reported by Hunt
et al. (2018) in a Florida continuing care retirement community (66% in men and 73% in
women) [14]. Additionally, 22% of respondents screened at risk for cognitive impairment,
which is much lower than the 35% reported by Van Patten et al. (2022) in a California
continuing care retirement community [15]. Differences in prevalence estimates across
studies may be partly attributable to variation in measurement approaches, for example,
the use of a brief self-report functional screening tool (e.g., SARC-F, AD8) versus direct
quantification of muscle mass and global cognitive function. Furthermore, the current
study focused on residents in independent living units and excluded those in assisted
living, who may have a poorer health status. Regardless of these differences in prevalence
rates, the findings highlight the value of routine screening to identify at-risk residents in
senior living communities.

The results also suggest that respondents were relatively active, with more than 50%
engaging in moderate to vigorous physical activity in the past 7 days. Most performed
strengthening or endurance exercises. Additionally, the respondents reported fewer sitting
hours compared with prior research [18]. Consistent with this, the use of fitness amenities
was frequent, typically exceeding two days per week and more than 30 min per session.
The active lifestyle corroborates the inverse correlations identified between fitness-amenity
use and frailty or sarcopenia risk. However, the absence of a similar association with
cognitive risk remains unclear. While physical activity is known to protect against cogni-
tive decline [34], other unmeasured factors, such as social networks, may moderate the
correlation [35]. Particularly, over half of the respondents in this study lived alone. Prior
research suggests that social engagement may be particularly important in this context; for
example, a longitudinal study found that participation in formal social activities during
the first year of residence in independent living was associated with less decline in quality
of life over five years [36]. Similarly, another large cohort study suggested that social
participation plays a role comparable to physical activity in maintaining cognitive health in
older adults [37]. Some residents might not be physically active, but were socially active.
Given that many senior living communities offer organized activities, communal dining,
and group outings, these environments may promote social connectedness and cognitive
stimulation, potentially influencing cognitive outcomes.

5. Limitations
Study findings should be interpreted with caution, as causal relationships cannot be

established due to the cross-sectional study design. Additionally, the reliance on univariate
analyses limits the ability to account for potential confounding variables that may influence
the observed associations. The relatively modest sample size constrained the feasibility of
conducting multivariate analyses. Finally, the use of a non-probability sampling approach
may have introduced selection bias, resulting in a sample that is younger, more active, and
healthier than the broader target population, potentially limiting the generalizability of
the findings.
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6. Conclusions
The current study identified a subset of residents of senior living communities at

elevated risk for frailty, sarcopenia, and cognitive impairment. These risks appear to be
associated with health-related reasons for relocation. Use of community fitness amenities
was associated with lower risk of frailty and sarcopenia, but not with cognitive risk.

Despite some study limitations, the study underscores the importance of routine
screening to identify high-risk residents in senior living communities. Future research is
warranted to examine the effects of supportive services and amenities on mitigating cogni-
tive and physical decline among this population using a larger longitudinal study design.

Author Contributions: Conceptualization: C.-j.L. and G.U.; methodology: C.-j.L. and G.U.; validation:
C.-W.F., P.-S.C. and I.W.; formal analysis: C.-W.F., C.-j.L., G.U. and I.W.; data curation: K.L., C.-j.L. and
G.U.; writing—original draft preparation: all authors; writing—review and editing: P.-S.C., C.-W.F.,
C.-j.L. and I.W.; supervision: C.-j.L. All authors have read and agreed to the published version of
the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was carried out in accordance with the Declaration
of Helsinki of 1975, as revised in 2013. This study employed an anonymous cross-sectional survey
design and was deemed exempt from Institutional Review Board review. The exempt status was
approved by the Research Division of Research Operations at the University of Florida (Protocol #:
ET00021075) on 24 October 2023.

Informed Consent Statement: Potential participants were informed of the study’s purpose and
the anonymity of their responses prior to completing the screening questions. Completion of the
survey was considered to imply consent to participate in the study. The authors used Microsoft
Copilot (Version number: bizchat.20260610.20.11), a generative AI assistant, to improve spelling,
grammar, clarity, and readability during manuscript preparation. The authors reviewed and revised
the generated text for accuracy and completeness, and take full responsibility for the final content.

Data Availability Statement: The raw data supporting the conclusions of this article will be made
available by the authors on request.

Acknowledgments: The authors thank Yun Chan Shin and Allie Armstrong for their earlier contribu-
tions to survey development and participant recruitment.

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. Li, S.; Hu, W.; Guo, F. Recent relocation patterns among older adults in the United States: Who, why, and where. J. Am. Plan.

Assoc. 2022, 88, 15–29. [CrossRef]
2. Glass, A.P.; Skinner, J. Retirement communities: We know what they are . . . or do we? J. Hous. Elder. 2013, 27, 61–88. [CrossRef]
3. The National Investment Center for Seniors Housing & Care. Occupancy Rate for Senior Living Communities Increased in 2025

as Construction Stalled. 2026. Available online: https://www.nic.org/news-press/occupancy-rate-for-senior-living-communities-
increased-in-2025-as-construction-stalled/ (accessed on 22 March 2026).

4. Bekhet, A.K.; Zauszniewski, J.A.; Nakhla, W.E. Reasons for relocation to retirement communities: A qualitative study. West. J.
Nurs. Res. 2009, 31, 462–479. [CrossRef]

5. Chaulagain, S.; Pizam, A.; Wang, Y.; Severt, D.; Oetjen, R. Factors affecting seniors’ decision to relocate to senior living
communities. Int. J. Hosp. Manag. 2021, 95, 102920. [CrossRef]

6. Franco, B.B.; Randle, J.; Crutchlow, L.; Heng, J.; Afzal, A.; Heckman, G.A.; Boscart, V. Push and pull factors surrounding older
adults’ relocation to supportive housing: A scoping review. Can. J. Aging Rev. Can. Vieil. 2021, 40, 263–281. [CrossRef] [PubMed]

7. Lebrusán, I.; Gómez, M.V. The importance of place attachment in the understanding of ageing in place: “The stones know me”.
Int. J. Environ. Res. Public Health 2022, 19, 17052. [CrossRef] [PubMed]

8. Oswald, F.; Wahl, H.W. Dimensions of the meaning of home in later life. In Home and Identity in Late Life: International Perspectives;
Rowles, G.D., Chaudhury, H., Eds.; Springer: New York, NY, USA, 2005; pp. 21–45.

https://doi.org/10.3390/geriatrics11040081

https://doi.org/10.1080/01944363.2021.1902842
https://doi.org/10.1080/02763893.2012.754815
https://www.nic.org/news-press/occupancy-rate-for-senior-living-communities-increased-in-2025-as-construction-stalled/
https://www.nic.org/news-press/occupancy-rate-for-senior-living-communities-increased-in-2025-as-construction-stalled/
https://doi.org/10.1177/0193945909332009
https://doi.org/10.1016/j.ijhm.2021.102920
https://doi.org/10.1017/S0714980820000045
https://www.ncbi.nlm.nih.gov/pubmed/32838833
https://doi.org/10.3390/ijerph192417052
https://www.ncbi.nlm.nih.gov/pubmed/36554931
https://doi.org/10.3390/geriatrics11040081


Geriatrics 2026, 11, 81 11 of 12

9. Krout, J.A.; Moen, P.; Holmes, H.H.; Oggins, J.; Bowen, N. Reasons for relocation to a continuing care retirement community. J.
Appl. Gerontol. 2002, 21, 236–256. [CrossRef]

10. Stoeckel, K.J.; Porell, F. Do older adults anticipate relocating?: The relationship between housing relocation expectations and falls.
J. Appl. Gerontol. 2010, 29, 231–250. [CrossRef]

11. Shinan-Altman, S.; Gum, A.M.; Ayalon, L. Moving to a continuing care retirement community or staying in the community? A
comparison between American and Israeli older adults. J. Appl. Gerontol. 2020, 39, 1221–1229. [CrossRef] [PubMed]

12. Jensen-Battaglia, M.; Loh, K.P.; Wang, Y.; Block, R.C.; Mohile, S.G.; Agree, E.M.; Seplaki, C.L. Residential relocation of community-
dwelling older adults: The role of physical function and the housing environment. J. Aging Health 2025, 37, 654–668. [CrossRef]
[PubMed]

13. Cobden, J.; de Noronha, M.; Kingsley, M. Prevalence of frailty and mobility disability in older people living in retirement villages.
Australas. J. Ageing 2022, 41, 222–228. [CrossRef] [PubMed]

14. Hunt, D.; Gropper, S.; Miller, K.; Tymczyszyn, B.; Chapa, D. Prevalence of older adults with low muscle mass living in a residential
continuing care retirement community in Florida. Clin. Nurs. Stud. 2018, 7, 83. [CrossRef]

15. Van Patten, R.; Mahmood, Z.; Nguyen, T.T.; Maye, J.E.; Kim, H.C.; Jeste, D.V.; Twamley, E.W. Rates of cognitive and functional
impairments in older adults residing in a continuing care senior housing community. J. Int. Neuropsychol. Soc. 2022, 28, 62–73.
[CrossRef] [PubMed] [PubMed Central]

16. Harvey, J.A.; Chastin, S.F.M.; Skelton, D.A. How sedentary are older people? A systematic review of the amount of sedentary
behavior. J. Aging Phys. Act. 2015, 23, 471–487. [CrossRef] [PubMed]

17. Matthews, C.E.; Chen, K.Y.; Freedson, P.S.; Buchowski, M.S.; Beech, B.M.; Pate, R.R.; Troiano, R.P. Amount of time spent in
sedentary behaviors in the United States, 2003–2004. Am. J. Epidemiol. 2008, 167, 875–881. [CrossRef] [PubMed] [PubMed Central]

18. Sebastião, E.; Pak, J.; Benner, D.; Nakamura, P.M.; Papini, C.B. Magnitude and composition of sedentary behavior in older adults
living in a retirement community. J. Community Health 2019, 44, 805–814. [CrossRef] [PubMed]

19. Rosenberg, D.E.; Bellettiere, J.; Gardiner, P.A.; Villarreal, V.N.; Crist, K.; Kerr, J. Independent associations between sedentary
behaviors and mental, cognitive, physical, and functional health among older adults in retirement communities. J. Gerontol. Ser. A
2016, 71, 78–83. [CrossRef] [PubMed]

20. Sebastião, E.; Henert, S.; Siqueira, V.A.A.A. Physical activity and physical function in older adults living in a retirement
community: A cross-sectional analysis focusing on self-rated health. Am. J. Lifestyle Med. 2021, 15, 279–285. [CrossRef] [PubMed]

21. Raichlen, D.A.; Aslan, D.H.; Sayre, M.K.; Bharadwaj, P.K.; Ally, M.; Maltagliati, S.; Lai, M.H.C.; Wilcox, R.R.; Klimentidis, Y.C.;
Alexander, G.E. Sedentary behavior and incident dementia among older adults. JAMA 2023, 330, 934–940. [CrossRef] [PubMed]

22. Coelho, L.; Hauck, K.; McKenzie, K.; Copeland, J.L.; Kan, I.P.; Gibb, R.L.; Gonzalez, C.L.R. The association between sedentary
behavior and cognitive ability in older adults. Aging Clin. Exp. Res. 2020, 32, 2339–2347. [CrossRef] [PubMed]

23. Gobbens, R.J.; Uchmanowicz, I. Assessing frailty with the Tilburg Frailty Indicator (TFI): A review of reliability and validity. Clin.
Interv. Aging 2021, 16, 863–875. [CrossRef] [PubMed]

24. Malmstrom, T.K.; Morley, J.E. SARC-F: A simple questionnaire to rapidly diagnose sarcopenia. J. Am. Med. Dir. Assoc. 2013, 14,
531–532. [CrossRef] [PubMed]

25. Woo, J.; Leung, J.; Morley, J.E. Validating the SARC-F: A suitable community screening tool for sarcopenia? J. Am. Med. Dir. Assoc.
2014, 15, 630–634. [CrossRef] [PubMed]

26. Galvin, J.E.; Roe, C.M.; Powlishta, K.K.; Coats, M.A.; Muich, S.J.; Grant, E.; Miller, J.P.; Storandt, M.; Morris, J.C. The AD8: A brief
informant interview to detect dementia. Neurology 2005, 65, 559–564. [CrossRef] [PubMed]

27. Galvin, J.E.; Roe, C.M.; Xiong, C.; Morris, J.C. Validity and reliability of the AD8 informant interview in dementia. Neurology 2006,
67, 1942–1948. [CrossRef] [PubMed]

28. Galvin, J.E.; Roe, C.M.; Coats, M.A.; Morris, J.C. Patient’s rating of cognitive ability: Using the AD8, a brief informant interview,
as a self-rating tool to detect dementia. Arch. Neurol. 2007, 64, 725–730. [CrossRef] [PubMed]

29. Lee, P.H.; Macfarlane, D.J.; Lam, T.; Stewart, S.M. Validity of the international physical activity questionnaire short form (IPAQ-SF):
A systematic review. Int. J. Behav. Nutr. Phys. Act. 2011, 8, 115. [CrossRef] [PubMed] [PubMed Central]

30. IPAQ. Score the IPAQ. Available online: https://sites.google.com/view/ipaq/score (accessed on 22 April 2026).
31. Miot, H.A. Analysis of ordinal data in clinical and experimental studies. J. Vasc. Bras. 2020, 19, e20200185. [CrossRef] [PubMed]
32. Lawton, M.P.; Nahemow, L. Ecology and the aging process. In The Psychology of Adult Development and Aging; American

Psychological Association: Washington, DC, USA, 1973; pp. 619–674.
33. Ramadhani, W.A.; Rogers, W.A. Understanding home activity challenges of older adults aging with long-term mobility disabilities:

Recommendations for home environment design. J. Aging Environ. 2023, 37, 341–363. [CrossRef] [PubMed] [PubMed Central]
34. Iso-Markku, P.; Kujala, U.M.; Knittle, K.; Polet, J.; Vuoksimaa, E.; Waller, K. Physical activity as a protective factor for dementia

and Alzheimer’s disease: Systematic review, meta-analysis and quality assessment of cohort and case-control studies. Br. J. Sports
Med. 2022, 56, 701–709. [CrossRef] [PubMed]

https://doi.org/10.3390/geriatrics11040081

https://doi.org/10.1177/07364802021002007
https://doi.org/10.1177/0733464809335595
https://doi.org/10.1177/0733464819879015
https://www.ncbi.nlm.nih.gov/pubmed/31587605
https://doi.org/10.1177/08982643241293585
https://www.ncbi.nlm.nih.gov/pubmed/39437448
https://doi.org/10.1111/ajag.13005
https://www.ncbi.nlm.nih.gov/pubmed/34677897
https://doi.org/10.5430/cns.v7n1p83
https://doi.org/10.1017/S1355617721000163
https://www.ncbi.nlm.nih.gov/pubmed/33749570
https://pmc.ncbi.nlm.nih.gov/articles/PMC8455703
https://doi.org/10.1123/japa.2014-0164
https://www.ncbi.nlm.nih.gov/pubmed/25387160
https://doi.org/10.1093/aje/kwm390
https://www.ncbi.nlm.nih.gov/pubmed/18303006
https://pmc.ncbi.nlm.nih.gov/articles/PMC3527832
https://doi.org/10.1007/s10900-019-00633-w
https://www.ncbi.nlm.nih.gov/pubmed/30806917
https://doi.org/10.1093/gerona/glv103
https://www.ncbi.nlm.nih.gov/pubmed/26273024
https://doi.org/10.1177/1559827620942720
https://www.ncbi.nlm.nih.gov/pubmed/34025320
https://doi.org/10.1001/jama.2023.15231
https://www.ncbi.nlm.nih.gov/pubmed/37698563
https://doi.org/10.1007/s40520-019-01460-8
https://www.ncbi.nlm.nih.gov/pubmed/31898168
https://doi.org/10.2147/CIA.S298191
https://www.ncbi.nlm.nih.gov/pubmed/34040363
https://doi.org/10.1016/j.jamda.2013.05.018
https://www.ncbi.nlm.nih.gov/pubmed/23810110
https://doi.org/10.1016/j.jamda.2014.04.021
https://www.ncbi.nlm.nih.gov/pubmed/24947762
https://doi.org/10.1212/01.wnl.0000172958.95282.2a
https://www.ncbi.nlm.nih.gov/pubmed/16116116
https://doi.org/10.1212/01.wnl.0000247042.15547.eb
https://www.ncbi.nlm.nih.gov/pubmed/17159098
https://doi.org/10.1001/archneur.64.5.725
https://www.ncbi.nlm.nih.gov/pubmed/17502472
https://doi.org/10.1186/1479-5868-8-115
https://www.ncbi.nlm.nih.gov/pubmed/22018588
https://pmc.ncbi.nlm.nih.gov/articles/PMC3214824
https://sites.google.com/view/ipaq/score
https://doi.org/10.1590/1677-5449.200185
https://www.ncbi.nlm.nih.gov/pubmed/34211532
https://doi.org/10.1080/26892618.2022.2092929
https://www.ncbi.nlm.nih.gov/pubmed/36405514
https://pmc.ncbi.nlm.nih.gov/articles/PMC9670020
https://doi.org/10.1136/bjsports-2021-104981
https://www.ncbi.nlm.nih.gov/pubmed/35301183
https://doi.org/10.3390/geriatrics11040081


Geriatrics 2026, 11, 81 12 of 12

35. Perry, T.E.; Andersen, T.C.; Kaplan, D.B. Relocation remembered: Perspectives on senior transitions in the living environment.
Gerontologist 2014, 54, 75–81. [CrossRef] [PubMed] [PubMed Central]

36. Roberts, A.R.; Adams, K.B. Quality of life trajectories of older adults living in senior housing. Res. Aging 2018, 40, 511–534.
[CrossRef] [PubMed]

37. Bourassa, K.J.; Memel, M.; Woolverton, C.; Sbarra, D.A. Social participation predicts cognitive functioning in aging adults over
time: Comparisons with physical health, depression, and physical activity. Aging Ment. Health 2017, 21, 133–146. [CrossRef]
[PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.3390/geriatrics11040081

https://doi.org/10.1093/geront/gnt070
https://www.ncbi.nlm.nih.gov/pubmed/23840021
https://pmc.ncbi.nlm.nih.gov/articles/PMC4118138
https://doi.org/10.1177/0164027517713313
https://www.ncbi.nlm.nih.gov/pubmed/28610550
https://doi.org/10.1080/13607863.2015.1081152
https://www.ncbi.nlm.nih.gov/pubmed/26327492
https://doi.org/10.3390/geriatrics11040081

	Introduction 
	Methods 
	Design and Participant Recruitment 
	Survey Description 
	Data Analysis 

	Results 
	Push and Pull Factors for Relocation 
	Physical Activity and Fitness Amenity Use 
	Frailty, Sarcopenia, and Cognitive Function 

	Discussion 
	Limitations 
	Conclusions 
	References

