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Supplement: Risk of bias evaluation 

Allocation 

Random sequence generation 

All studies in prostate cancer (PCa) patients reported enough information to be eval-

uated as low risk of bias regarding randomization sequence generation [1–7]. Contrary, 

for studies in healthy elderly men (HEM), where limited details for the randomization 

processes were available, which precluded the risk of bias judgments. Seven studies stated 

that participants were randomized without describing the process in more detail [8–14] 

two studies provided sufficient information to be judged as having a low risk of bias in 

randomization sequence generation [15,16]. 

Allocation concealment 

All studies in PCa cancer patients reported enough information to be evaluated as 

low risk of bias regarding allocation concealment [1–7]. Five studies in HEM provided 

insufficient information to evaluate the risk of bias in allocation concealment [8–14] and 

two studies provided sufficient information to be judged as having a low risk of bias 

[15,16]. 

Blinding 

Blinding of participants and staff  

Due to the nature of exercise, blinding participants is not possible; therefore, all stud-

ies in PCa patients and HEM were judged to have a high risk of bias in blinding partici-

pants and study staff. 

Blinding of outcome assessments 

Although participants could be instructed not to disclose group allocation during an 

exercise test (e.g., the one-repetition maximum test), the fact that participants allocated to 

intervention would be familiarized with the test equipment could preclude proper blind-

ing of instructors. However, studies using independent test personnel were still judged as 

having a low risk of bias. Only objectively measured endpoints were included in the pre-

sent meta-analysis.  

Among the seven studies in PCa patients, five studies did not provide information 

on blinding of outcome assessments [1–3,6,7]. Nilsen et al. (2015) [4] and both studies from 

Winters-Stone et al. (2015; 2016) [5,6] both report using blinded personnel for DXA scans, 

but Nilsen et al. (2015) [8–16] did not report using blinded personnel for assessing muscle 

strength. For studies in HEM, only Solberg et al. (2013) [15] reported sufficient information 

on blinding of outcome assessments to be judged as having a low risk of bias. Since the 

same personnel was used as training instructors and to supervise assessments of muscle 

strength Deibert et al. (2010) [12] was judged to a have a high risk of bias. The remaining 

studies did not report sufficient information to allow for the risk of bias judgments8-

[10,13,14,16].  

Incomplete data reporting 

Studies reporting attrition rates of >20% were judged to have a high risk of bias in 

reporting incomplete data.  

For studies in PCa patients, most studies were judged to have a low risk of bias re-

garding incomplete data [1–3,5,6]. However, Nilsen et al. (2015) [4] reported DXA and 

muscle strength assessments of only 75% of participants included in the intervention 

group. Furthermore, Newton et al. (2019) reports 26% and 30% drop-out from the inter-

vention group (that is relevant for this meta-analysis) and from the delayed aerobic group 

(control group), respectively.  
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For studies in HEM, Ades et al. (1996) [8] and Lovell et al. (2010) [11] did not report 

specifically on recruitment and attrition rates, but no drop-outs were reported from these 

studies. Solberg et al (2013) [15] reported high attrition rates from a “functional strength 

training group”, but this group is not included in the present meta-analysis. Finally, the 

remaining studies reported sufficient information to be judged as having a low risk of bias 

regarding incomplete data [9,10,12–14,16]. 

Selective reporting 

Due to the narrow scope of the present meta-analysis, our inclusion- and exclusion 

criteria yielded a highly selected cohort of studies. Therefore, all of the included studies 

in both PCa patients [1–7] and HEM [8–16] were judged to have a low risk of bias regard-

ing selective reporting of variables relevant for this meta-analysis.  

Other biases 

Potential sources for contamination of intervention effects often relate to adherence 

to the allocated study group, both for the intervention groups and the control groups. 

Reporting of adherence to resistance training, or exercise training in general, is often lim-

ited to attendance rates, and consequently, no other option is available for the risk of bias 

judgments. Importantly, studies reporting similar amounts of physical activity between 

exercise- and control groups will not be judged as having a high risk of other biases in the 

present meta-analysis. The rationale behind this is the specificity of the effect of resistance 

exercise on changes in lean body mass and muscular strength.  

Three studies in PCa patients were judged to have a low risk of bias [1,3,4]. It should, 

however, be noted that during the discussion section Nilsen et al. (2015) [4] reported no 

change in exercise behaviour in the control group, but this statement is not supported 

with data. Cormie et al. (2015) [2] described a home component of the exercise prescription 

but did not report adherence to this part of the intervention, and the risk of bias was there-

fore judged as unclear. Winters-Stone et al. (2015) [5] reported low attendance (<80%) to 

the home component of the exercise intervention but sufficient attendance to the super-

vised component (>80%). Although it is unclear whether this would have an impact on 

LBM changes, it precludes proper judgment of the risk of bias. Finally, Winters-Stone et 

al. (2016) [6] reported attendance rates <80%.  

For studies in HEM, Ades et al. (1996) did not report adherence/attendance to the 

exercise intervention [8]. The duration of the planned 26-week intervention period was 

extended by four weeks in 11 of 51 participants in the study by Stewart et al. (2005) [9]. 

This could indicate compromised feasibility of the planned intervention but would most 

likely not introduce any risk of bias. The remaining studies reported sufficient information 

to be judged as having a low risk of other biases [10–16]. 
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