HHS Public Access
Author manuscript
Author Manuscript

J Am Med Dir Assoc. Author manuscript; available in PMC 2017 April 01.
Published in final edited form as:
J Am Med Dir Assoc. 2017 April 01; 18(4): 335–340. doi:10.1016/j.jamda.2016.10.008.

Falls, Cognitive Impairment, and Gait Performance: Results
From the GOOD Initiative
Gilles Allali, MD, PhDa,b,*, Cyrille P. Launay, MD, PhDc, Helena M. Blumen, PhDa,d, Michele
L. Callisaya, PhDe,f, Anne-Marie De Cock, MDg,h,i, Reto W. Kressig, MDj, Velandai Srikanth,
PhDe,f,k,l, Jean-Paul Steinmetz, PhDm, Joe Verghese, MBBSa,d, Olivier Beauchet, MD,
PhDn,o, and the Biomathics Consortium

Author Manuscript

aDepartment

Author Manuscript

of Neurology, Division of Cognitive and Motor Aging, Albert Einstein College of
Medicine, Yeshiva University, Bronx, New York bDepartment of Neurology, Geneva University
Hospital and University of Geneva, Geneva, Switzerland cDepartment of Neuroscience, Division
of Geriatric Medicine, UPRES EA 4638, UNAM, Angers University Hospital, Angers, France
dDepartment of Medicine, Albert Einstein College of Medicine, Yeshiva University, Bronx, NY
eMenzies Institute of Medical Research, University of Tasmania, Tasmania, Australia fDepartment
of Medicine, Peninsula Health, Melbourne, Victoria, Australia gepartment of Geriatric Medicine,
General Hospital ST Maarten, Mechelen, Belgium hDepartment of Geriatrics, University of
Antwerp, Antwerp, Belgium iDepartment of Primary an Interdisciplinary Care (ELIZA), University
of Antwerp, Antwerp, Belgium jUniversity Center for Medicine of Aging, Felix Platter Hospital and
University of Basel, Basel, Switzerland kCentral Clinical School, Medicine, Monash University,
Victoria, Australia lStroke and Ageing Research Group, Department of Medicine, School of
Clinical Sciences at Monash Health, Monash University, Victoria, Australia mCentre for Memory
and Mobility, Luxembourg city, Luxembourg nDepartment of Medicine, Division of Geriatric
Medicine, Sir Mortimer B. Davis - Jewish General Hospital and Lady Davis Institute for Medical
Research, McGill University, Montreal, Quebec, Canada oBiomathics, Paris, France

Abstract
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Objectives—Falls are highly prevalent in individuals with cognitive decline. The complex
relationship between falls and cognitive decline (including both subtype and severity of dementia)
and the influence of gait disorders have not been studied. This study aimed to examine the
association between the subtype (Alzheimer disease [AD] versus non-AD) and the severity (from
preclinical to moderate dementia) of cognitive impairment and falls, and to establish an
association between falls and gait parameters during the course of dementia.
Design—Multicenter cross-sectional study.
Setting—“Gait, cOgnitiOn & Decline” (GOOD) initiative.
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Participants—A total of 2496 older adults (76.6 ± 7.6 years; 55.0% women) were included in
this study (1161 cognitively healthy individuals [CHI], 529 patients with mild cognitive
impairment [MCI], 456 patients with mild dementia, and 350 with moderate dementia) from 7
countries.
Measurements—Falls history was collected retrospectively at baseline in each study. Gait speed
and stride time variability were recorded at usual walking pace with the GAITRite system.
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Results—The prevalence of individuals who fall was 50% in AD and 64% in non-AD; whereas it
was 25% in CHIs. Only mild and moderate non-AD dementia were associated with an increased
risk for falls in comparison with CHI. Higher stride time variability was associated with falls in
older adults without dementia (CHI and each MCI subgroup) and mild non-AD dementia, whereas
lower gait speed was associated with falls in all participant groups, except in mild AD dementia.
When gait speed was adjusted for, higher stride time variability was associated with falls only in
CHIs (odds ratio 1.14; P = .012), but not in MCI or in patients with dementia.
Conclusions—These findings suggest that non-AD, but not AD dementia, is associated with
increased falls in comparison with CHIs. The association between gait parameters and falls also
differs across cognitive status, suggesting different mechanisms leading to falls in older
individuals with dementia in comparison with CHIs who fall.
Keywords
Falls; gait disorders; dementia; mild cognitive impairment
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Falls affect more than 30% of older adults1 and represent a leading cause of hospitalization,
morbidity, disability, and mortality.2 Cognitive impairment has been identified as a risk
factor for falls in aging.3,4 Impaired executive function, but not memory impairment, has
been associated with increased prevalence of falls in healthy older adults.3 Dementia is
considered an independent risk factor for falling in older adults.5,6 Older adults with
dementia fall 2 to 3 times more than cognitively healthy older adults.7 The progression of
white matter changes8 and subcortical infarcts9 have been associated with increased risk of
falling. The influence of the subtype (ie, Alzheimer disease [AD] versus non-AD) and the
severity (ie, from preclinical to severe) of dementia on fall risk, however, have not yet been
identified.
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The use of quantitative gait parameters improves the identification of people who fall among
older adults with dementia, as reduced gait speed and stride length predict the short-term
occurrence of falls in older adults with mild to moderate dementia.10 Among quantitative
gait parameters, in addition to gait speed, stride time variability (ie, coefficient of variability
of stride time), a marker of higher level of gait control,11–13 also has been suggested as an
appropriate biomarker of fall risk.14–16 An association between quantitative gait (ie, gait
speed or stride time variability) parameters and falls across the subtypes and the severity of
dementia from normal aging to moderate stage of dementia, however, has not been
established.
To address these issues, we examined the database of a cross-sectional multicentric study
called the “Gait, cOgnitiOn & Decline” (GOOD) initiative that includes more than 2700
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older adults with and without dementia.17,18 This analysis aimed to explore the association
between the subtype of dementia as well as the severity of cognitive impairment and falls,
and to establish the association between falls and quantitative gait parameters during the
course of dementia. We hypothesized that (1) more severe cognitive impairment and non-AD
subtype of dementia would be associated with increased prevalence of falls, and (2) the
influence of poor gait would be associated with falls in the non-AD subtype, and the more
advanced stage of dementia. Establishing the influence of subtype and severity of cognitive
impairment on falls can help to better understand the neural basis of falls and to improve our
fall prevention strategy in aging.

Methods
Study Design and Population
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This cross-sectional study included data from the GOOD initiative, a consortium from 7
countries (ie, Australia, Belgium, France, India, Luxembourg, Switzerland, and the United
States). The characteristics and the aims of the GOOD initiative have been previously
detailed.17 Briefly, the GOOD initiative recruits community-dwelling individuals or patients
with and without dementia from the Tasmanian Study of Cognition and Gait (TASCOG;
community-dwelling individuals) (Menzies Institute for Medical Research, Hobart, southern
Tasmania, Australia), from Mechelen memory clinic (outpatients with cognitive complaints),
from the “Gait and Alzheimer Interactions Tracking” (GAIT) study Angers memory clinic
(community-dwelling individuals and outpatients with cognitive complaints), from the
Kerala-Einstein Study (KES) (Kozhikode city, Kerala, India, outpatients), from the Center
for Memory and Mobility (Luxembourg city, Luxembourg, outpatients and inpatients with
cognitive complaints), from the Central Control of Mobility in Aging (CCMA, communitydwelling individuals) (New York, lower Westchester county, USA), and from the Basel
mobility center (University Center for Medicine of Aging Basel, Felix Platter Hospital,
Basel, outpatients with cognitive complaints). Inclusion criteria for the present analysis were
participants older than 60 years, participants able to walk without personal assistance,
information on previous falls (yes or no), information on clinical characteristics and
cognitive status (ie, cognitively healthy individuals [CHIs], patients with amnestic mild
cognitive impairment [aMCI] and nonamnestic MCI [naMCI], or mild and moderate AD or
non-AD dementia), and gait assessment with the GAITRite system. From the 2717
participants initially recruited, we excluded 221 because spatiotemporal parameters, clinical
characteristics, or cognitive status were missing. After exclusions, a total of 2496
participants (76.6 ± 7.6 years; 55% women) were included in the present analysis. The ethics
committee of Angers University Hospital approved the GOOD initiative. Furthermore, each
center involved in the GOOD initiative obtained individual approval from their local ethics
committee. Clinical trials registration number is NCT02350270.
Gait Measurements
Spatiotemporal gait parameters were measured at steady-state walking using the GAITRite
system in each center. The participants walked at their usual self-selected walking speed in a
quiet, well-lit environment wearing their own footwear. The GAITRite system is an
instrumented walkway with a length ranging from 4.6 m (TASCOG study) to 7.9 m (GAIT
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study) recording area. Participants walked for 1 trial in all cohorts except in the TASCOG
study (6 trials). The mean values from the 6 trials in TASCOG were used for the analysis.
Based on previous studies reporting gait parameters associated with falls in older adults,1,16
we included gait speed, cadence, stride time, stride length, support base, swing time, stance
time, and single support time for this analysis. Coefficients of variation (CoV) of
spatiotemporal gait parameters were calculated following the following formula: CoV =
(SD/mean) × 100.
Falls Assessments
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A fall was defined as unintentionally coming down to the floor or lower level not due to a
major intrinsic or extrinsic event.19 Self-reported retrospective falls were recorded based on
the presence of any fall in the previous 12 months with a standardized questionnaire in the
CCMA, GAIT, KES, and the TASCOG studies, as well in the Basel mobility center and the
Mechelen memory clinic; in the Center for Memory and Mobility in Luxembourg,
retrospective falls were recorded on the occurrence of falls in the previous 6 months.
Dementia and Cognitive Assessments
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Participants were classified into each diagnostic group based on a comprehensive
neuropsychological assessment: CHI, aMCI, naMCI, mild AD, mild non-AD, moderate AD,
and moderate non-AD. CHIs presented normal cognitive tests in all cognitive domains with
scores at –1.5 SDs or above the age-appropriate means (higher scores better). Amnestic MCI
and naMCI were assigned if the participants reported spontaneous cognitive complaints and
presented an objective impairment respectively in the memory or the nonmemory domains
(ie, defined as a score at –1.5 SDs or below the age-appropriate mean), with preservation of
independence in functional abilities.20 We dichotomized the MCI group into aMCI and
naMCI: participants were classified as aMCI when memory loss was the only deficit; and as
naMCI when a cognitive domain other than memory was disturbed and/or if memory loss
was combined with impairment in other cognitive domains. Dementia (AD and non-AD
subtypes) and MCI (aMCI and naMCI) were diagnosed according to the Diagnostic and
Statistical Manual of Mental Disorders, fourth edition (DSM-IV) at consensus diagnostic
case conferences in all centers, except in the TASCOG study: self-report, review of medical
history, cognitive testing, and/or clinical interview were used to diagnose dementia. The
severity of dementia (mild and moderate stages) was defined by a Mini-Mental Status
Examination (MMSE) score ≥20 and a Clinical Dementia Rating (CDR) score of 1 for the
mild stage; and by an MMSE between 19 and 10, CDR score of 2 for the moderate stage.
Covariates
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Age, gender, education coded as a binary variable (ie, high school level yes versus no),
number of drugs, psychoactive drugs (ie, benzodiazepines or antidepressants or
neuroleptics), depressive symptoms, and study center were used as covariates, as these
variables were previously associated with falls,19,21,22 and were available in all individual
cohorts. Depressive symptoms were assessed with the 4-item, the 15-item, or the 30-item
Geriatric Depression Scale (score ≥1 or ≥5 or ≥10 indicated the presence of depressive
symptoms, respectively).23
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Baseline characteristics, diagnostic status, and spatiotemporal gait parameters were
compared between individuals who fall and those who do not fall by using means and SDs
or frequencies and percentages, as appropriate. Data were inspected graphically and model
assumptions (eg, normality) were formally tested. Between-group comparisons were
performed by using unpaired t test or χ2 test, as appropriate. Univariable and multivariable
(adjusted for age, gender, education, number of drugs, psychoactive drugs, presence of
depression) logistic regressions exploring the association between falls (dependent variable)
and diagnostic status (independent variable) were performed. Then, univariable and
multivariable (adjusted for age, sex, education, number of drugs, psychoactive drugs,
presence of depression) logistic regressions exploring the association between falls
(dependent variable) and CoV of stride and/or gait speed (independent variables) were
individually conducted. Values of P < .05 were considered statistically significant. All
statistics were performed using SPSS (version 22.0; SPSS, Inc, Chicago, IL).

Results
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Clinical characteristics of individuals who fall and those who do not fall, including
spatiotemporal gait parameters, are presented in Table 1. Individuals who fall were older,
more likely to be women, were less educated, and were taking more drugs than those who do
not fall. The prevalence of depression is double in the group of those who fall. The
prevalence of people who fall was higher in all dementia subgroups. The prevalence of those
who fall in CHIs was 25%, in MCI 31%, and in dementia 55% (50% in AD and 64% in nonAD). Values of walking speed are 81.7 ± 31.7 cm/s for those who fall and 101.3 ± 26.9 cm/s
for those who do not fall and of all spatiotemporal gait parameters (mean value and
coefficient of variability) are more disturbed in the group of those who fall compared with
those who do not fall, except for the mean values of swing time and single support time.
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Each group of individuals with cognitive decline, regardless of the severity of decline,
presented an increased odds ratio (OR) for falls in comparison with CHIs, with the highest
OR for the group with moderate non-AD dementia (OR 8.23; 95% confidence interval [CI]
5.31–12.76; P < .001). After adjustment, only patients with mild and moderate non-AD
presented an increased risk of falling (Table 2). When combining aMCI and naMCI in one
group (MCI group) and both subtypes and level of severity of dementia in another group
(dementia group), the patients with dementia fell more than CHIs (OR 1.49; 95% CI 1.10–
2.01; P = .010), whereas MCI participants fell at the same range as the CHIs (OR 1.04; 95%
CI 0.80–1.37; P = .753), after adjusting for covariates. When combining mild and moderate
AD dementia in one group (AD group) and mild and moderate non-AD dementia in another
group (non-AD group), non-AD patients fell more than CHIs (OR 2.31; 95% CI 1.56–3.42;
P < .001), whereas patients with AD fell at the same range as the CHIs (OR 1.15; 95% CI
0.80–1.65; P =.446), after adjusting for covariates.
Regarding the association between gait parameters and falls, higher stride time variability
(STV) was associated with falling in CHI, aMCI, naMCI, and mild non-AD participants, but
not in the other groups (Table 3). For gait speed, falling was associated with slower gait
speed for every group, except for mild AD (after adjustment) (Table 4). When including gait
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speed and STV in the same model, both higher STV and slower gait speed were associated
with falling in CHIs, whereas in the pathological groups, only slower gait speed was
associated with fall in naMCI, moderate AD, and non-AD dementia (Table 5).

Discussion

Author Manuscript

We investigated the association of subtype and severity of dementia with falls and the role of
poor gait on falls across the spectrum and the subtype of dementia. We found that patients
with non-AD dementia, but not AD dementia, had more than twice the prevalence of falls
than CHIs. Regarding gait parameters, those who fall in the CHI, aMCI, naMCI, and mild
non-AD dementia groups presented with higher STV in comparison with those who do not
fall, whereas the other groups presented similar STV. Those who fall in all groups, except in
mild AD dementia, had slower gait speed in comparison with those who do not fall. When
STV was adjusted for gait speed, only the CHIs who fall presented with higher STV in
comparison with those who do not fall, whereas those who fall in the MCI and the dementia
groups presented a similar STV than those, who do not fall.
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Non-AD patients had a previous fall twice more than healthy older adults, whereas patients
with AD had a previous fall at the similar range than healthy older adults. This increased
falls rate in non-AD dementia is in accordance with previous studies: an increased
prevalence of fall-related injury was reported in patients with dementia with Lewy bodies
(DLB) (10.7%) than in AD (1.1%).24 Multiple falls occurred in 37% of patients with DLB in
comparison with 6% of patients with AD.25 Regarding the similar falls rate between patients
with AD and CHIs, a previous report suggests that the increased prevalence of falls in
patients with AD may be explained by the use of neuroleptics and the presence of white
matter changes.26 However, amyloid deposition (assessed by the Pittsburgh compound B
positron emission tomography and cerebrospinal fluid tau, phosphotau, and Aβ42
biomarker) predicts falls in cognitively healthy older adults.27 These findings in combination
with the results of the current study suggest that the pathophysiological mechanisms of falls
in AD differ between the early course and the more advanced stages of the disease: “silent”
amyloid deposition playing a role in the preclinical stage, whereas other factors, such as
adverse events of medication or white matters changes, in the later stages.6,26,28
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The contribution of gait parameters to fall risk, especially STV, that reflects the highest level
of gait control, differs between CHIs and patients with MCI or dementia: increased STV is
associated with CHIs who fall, and those who fall in the earliest form of cognitive decline
(MCI and mild dementia). When adjusted for gait speed, STV is higher only in CHIs who
fall, but not in patients with MCI or dementia who fall. Increased STV is associated with
gait instability13–15 and is considered an appropriate biomarker of risk of falls, even better
than gait speed.15,29,30 STV has been associated with frontal lobe functions in healthy older
adults,31,32 in patients with MCI,33,34 and in dementias.17,34–38 Neuroimaging studies
suggest that STV is also associated with hippocampal volumes.11,39 Interestingly, this
association differs between CHIs and patients with early signs of cognitive decline,11
suggesting that different brain structures are involved in higher levels of gait control in older
adults with intact cognition and those with impaired cognitive functions. These different
brain regions associated with the highest level of gait control in healthy older adults and in
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patients with impaired cognition could explain this different contribution of STV in falls
between CHIs and patients with MCI or dementia. Alternate explanation could refer to the
fact that in comparison with CHIs, specific risk factors for falls in dementia have been
identified, such as the presence of DLB or the duration of dementia.40 Furthermore, by
comparing risk factors for falls between nursing home residents with and without dementia,
the discrepancy of the degree of explanation of the variation of falls between residents with
and without dementia (25.5% in residents with dementia versus 54.8% in those without
dementia) suggests different risk factors for falls between elders with and without
dementia.41
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Including such a high number of participants with and without dementia from various
countries represents the main strength of this study. Furthermore, this is the first study that
includes a comparison of the association of quantitative gait parameters and falls in more
than 2000 participants separated by subtypes and stages of dementia. Some limitations
should be acknowledged, however: (1) we used retrospective fall recording that is not
considered the best approach for fall assessment, and (2) although the proportion of those
who fall is much higher in participants with dementia, recall bias could still affect reporting,
especially in participants with cognitive impairment. Nevertheless, potential recall bias is
likely to result in underestimate of associations with cognitively impaired participants'
underreporting falls. Although we dichotomized participants between AD and non-AD
subtypes according to DSM-IV, we do not have an autopsy-confirmed diagnosis. Finally,
even if we included the major covariates known to be associated with falls in our
regressions, we were not able to include all the risk factors, due to the heterogeneity of the
various cohorts.
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Conclusion
In conclusion, this study confirms that older adults with dementia fall more than healthy
older adults, but this was found for non–Alzheimer-type dementia, rather than AD-type
dementia. Regarding the association between falls and quantitative gait parameters, higher
(ie, worst performance) STV was associated with falls only in healthy older adults,
suggesting that other risk factors contribute to falls in older adults with dementia. Future
prospective study including older adults without dementia and people with different stages
and subtypes of dementia should confirm these findings.

Acknowledgments
Author Manuscript

G.A. is funded by a grant from the Baasch-Medicus Foundation. The Kerala-Einstein Study was funded by the
National Institutes of Health, USA (R01 AG039330). The CCMA study was funded by the National Institutes of
Health, USA (R01AG036921, RO1AGO44007–01A1). TASCOG was funded by the National Health and Medical
Research Council (NHMRC grants 403000 and 491109) and the Royal Hobart Hospital Research Foundation. The
GAIT study was funded by the French Ministry of Health (Projet Hospitalier de Recherche Clinique national 2009A00533–54). V.S. is funded by an NHRMC CDF/HF Future Leader fellowship.

References
1. Callisaya ML, Blizzard L, Schmidt MD, et al. Gait, gait variability and the risk of multiple incident
falls in older people: A population-based study. Age Ageing. 2011; 40:481–487. [PubMed:
21628390]

J Am Med Dir Assoc. Author manuscript; available in PMC 2017 April 01.

Allali et al.

Page 8

Author Manuscript
Author Manuscript
Author Manuscript
Author Manuscript

2. Katz R, Shah P. The patient who falls: Challenges for families, clinicians, and communities. JAMA.
2010; 303:273–274. [PubMed: 20085958]
3. Holtzer R, Friedman R, Lipton RB, et al. The relationship between specific cognitive functions and
falls in aging. Neuropsychology. 2007; 21:540–548. [PubMed: 17784802]
4. Tinetti ME, Speechley M, Ginter SF. Risk factors for falls among elderly persons living in the
community. N Engl J Med. 1988; 319:1701–1707. [PubMed: 3205267]
5. van Doorn C, Gruber-Baldini AL, Zimmerman S, et al. Dementia as a risk factor for falls and fall
injuries among nursing home residents. J Am Geriatr Soc. 2003; 51:1213–1218. [PubMed:
12919232]
6. Buchner DM, Larson EB. Falls and fractures in patients with Alzheimer-type dementia. JAMA.
1987; 257:1492–1495. [PubMed: 3820464]
7. Eriksson S, Strandberg S, Gustafson Y, Lundin-Olsson L. Circumstances surrounding falls in
patients with dementia in a psychogeriatric ward. Arch Gerontol Geriatr. 2009; 49:80–87. [PubMed:
18635273]
8. Callisaya ML, Beare R, Phan T, et al. Progression of white matter hyper-intensities of presumed
vascular origin increases the risk of falls in older people. J Gerontol A Biol Sci Med Sci. 2015;
70:360–366. [PubMed: 25199911]
9. Callisaya ML, Srikanth VK, Lord SR, et al. Sub-cortical infarcts and the risk of falls in older
people:combined results of TASCOG and Sydney MAS studies. Int J Stroke. 2014; 9:55–60.
[PubMed: 24712920]
10. Sterke CS, van Beeck EF, Looman CW, et al. An electronic walkway can predict short-term fall
risk in nursing home residents with dementia. Gait Posture. 2012; 36:95–101. [PubMed:
22386897]
11. Beauchet O, Launay CP, Annweiler C, Allali G. Hippocampal volume, early cognitive decline and
gait variability: Which association? Exp Gerontol. 2015; 61:98–104. [PubMed: 25446977]
12. Gabell A, Nayak US. The effect of age on variability in gait. J Gerontol. 1984; 39:662–666.
[PubMed: 6491179]
13. Hausdorff JM. Gait variability: Methods, modeling and meaning. J Neuroeng Rehabil. 2005; 2:19.
[PubMed: 16033650]
14. Hausdorff JM. Gait dynamics, fractals and falls: Finding meaning in the stride-to-stride
fluctuations of human walking. Hum Mov Sci. 2007; 26:555–589. [PubMed: 17618701]
15. Hausdorff JM, Rios DA, Edelberg HK. Gait variability and fall risk in community-living older
adults: A 1-year prospective study. Arch Phys Med Rehabil. 2001; 82:1050–1056. [PubMed:
11494184]
16. Verghese J, Holtzer R, Lipton RB, Wang C. Quantitative gait markers and incident fall risk in older
adults. J Gerontol A Biol Sci Med Sci. 2009; 64:896–901. [PubMed: 19349593]
17. Allali G, Annweiler C, Blumen HM, et al. Gait phenotype from mild cognitive impairment to
moderate dementia: Results from the GOOD initiative. Eur J Neurol. 2016; 23:527–541. [PubMed:
26662508]
18. Beauchet O, Merjagnan-Vilcoq C, Annweiler C. From industrial research to academic discoveries,
toward a new concept of partnership: The Biomathics model. Front Pharmacol. 2014; 5:166.
[PubMed: 25120484]
19. Beauchet O, Dubost V, Revel Delhom C, et al. How to manage recurrent falls in clinical practice:
Guidelines of the French Society of Geriatrics and Gerontology. J Nutr Health Aging. 2011;
15:79–84. [PubMed: 21267524]
20. Winblad B, Palmer K, Kivipelto M, et al. Mild cognitive impairment—beyond controversies,
towards a consensus: Report of the International Working Group on Mild Cognitive Impairment. J
Intern Med. 2004; 256:240–246. [PubMed: 15324367]
21. Panel on Prevention of Falls in Older Persons. American Geriatrics Society, British Geriatrics
Society. Summary of the Updated American Geriatrics Society/British Geriatrics Society clinical
practice guideline for prevention of falls in older persons. J Am Geriatr Soc. 2011; 59:148–157.
[PubMed: 21226685]

J Am Med Dir Assoc. Author manuscript; available in PMC 2017 April 01.

Allali et al.

Page 9

Author Manuscript
Author Manuscript
Author Manuscript
Author Manuscript

22. Launay C, De Decker L, Annweiler C, et al. Association of depressive symptoms with recurrent
falls: A cross-sectional elderly population based study and a systematic review. J Nutr Health
Aging. 2013; 17:152–157. [PubMed: 23364494]
23. Pomeroy IM, Clark CR, Philp I. The effectiveness of very short scales for depression screening in
elderly medical patients. Int J Geriatr Psychiatry. 2001; 16:321–326. [PubMed: 11288167]
24. Imamura T, Hirono N, Hashimoto M, et al. Fall-related injuries in dementia with Lewy bodies
(DLB) and Alzheimer's disease. Eur J Neurol. 2000; 7:77–79. [PubMed: 10809918]
25. Ballard CG, Shaw F, Lowery K, et al. The prevalence, assessment and associations of falls in
dementia with Lewy bodies and Alzheimer's disease. Dement Geriatr Cogn Disord. 1999; 10:97–
103. [PubMed: 10026382]
26. Horikawa E, Matsui T, Arai H, et al. Risk of falls in Alzheimer's disease: A prospective study.
Intern Med. 2005; 44:717–721. [PubMed: 16093593]
27. Stark SL, Roe CM, Grant EA, et al. Preclinical Alzheimer disease and risk of falls. Neurology.
2013; 81:437–443. [PubMed: 23803314]
28. Ogama N, Sakurai T, Shimizu A, Toba K. Regional white matter lesions predict falls in patients
with amnestic mild cognitive impairment and Alzheimer's disease. J Am Med Dir Assoc. 2014;
15:36–41. [PubMed: 24359699]
29. Hausdorff JM, Edelberg HK, Mitchell SL, et al. Increased gait unsteadiness in communitydwelling elderly fallers. Arch Phys Med Rehabil. 1997; 78:278–283. [PubMed: 9084350]
30. Maki BE. Gait changes in older adults: Predictors of falls or indicators of fear. J Am Geriatr Soc.
1997; 45:313–320. [PubMed: 9063277]
31. Beauchet O, Annweiler C, Montero-Odasso M, et al. Gait control: A specific subdomain of
executive function? J Neuroeng Rehabil. 2012; 9:12. [PubMed: 22321772]
32. Verghese J, Wang C, Lipton RB, et al. Quantitative gait dysfunction and risk of cognitive decline
and dementia. J Neurol Neurosurg Psychiatry. 2007; 78:929–935. [PubMed: 17237140]
33. Beauchet O, Allali G, Launay C, et al. Gait variability at fast-pace walking speed: A biomarker of
mild cognitive impairment? J Nutr Health Aging. 2013; 17:235–239. [PubMed: 23459976]
34. Muir SW, Speechley M, Wells J, et al. Gait assessment in mild cognitive impairment and
Alzheimer's disease: The effect of dual-task challenges across the cognitive spectrum. Gait
Posture. 2012; 35:96–100. [PubMed: 21940172]
35. Allali G, Assal F, Kressig RW, et al. Impact of impaired executive function on gait stability.
Dement Geriatr Cogn Disord. 2008; 26:364–369. [PubMed: 18852489]
36. Allali G, Dubois B, Assal F, et al. Frontotemporal dementia: Pathology of gait? Mov Disord. 2010;
25:731–737. [PubMed: 20175202]
37. Allali G, Kressig RW, Assal F, et al. Changes in gait while backward counting in demented older
adults with front all obedys function. Gait Posture. 2007; 26:572–576. [PubMed: 17344044]
38. Sheridan PL, Solomont J, Kowall N, Hausdorff JM. Influence of executive function on locomotor
function: Divided attention increases gait variability in Alzheimer's disease. J Am Geriatr Soc.
2003; 51:1633–1637. [PubMed: 14687395]
39. Annweiler C, Montero-Odasso M, Bartha R, et al. Association between gait variability and brain
ventricle attributes: A brain mapping study. Exp Gerontol. 2014; 57:256–263. [PubMed:
24971908]
40. Allan LM, Ballard CG, Rowan EN, Kenny RA. Incidence and prediction of falls in dementia: A
prospective study in older people. PLoS One. 2009; 4:e5521. [PubMed: 19436724]
41. Eriksson S, Gustafson Y, Lundin-Olsson L. Risk factors for falls in people with and without a
diagnose of dementia living in residential care facilities: A prospective study. Arch Gerontol
Geriatr. 2008; 46:293–306. [PubMed: 17602762]

J Am Med Dir Assoc. Author manuscript; available in PMC 2017 April 01.

Allali et al.

Page 10

Table 1

Clinical Characteristics (n = 2496)

Author Manuscript

P*

Author Manuscript
Author Manuscript

Fallers n = 882

Non-Fallers n = 1614

Age, y

79.22 ± 7.49

75.10 ± 7.26

<.001

Women, n (%)

570 (64)

803 (50)

<.001

Education, n (%)†

320 (36)

975 (60)

<.001

Number of drugs

3.32 ± 2.85

2.30 ± 2.40

<.001

Psychoactive drugs‡

0.37 ± 0.48

0.20 ± 0.40

<.001

Presence of depression,§ n (%)

330 (44)

327 (22)

<.001

CHI, n (%)

291 (33)

870 (54)

<.001

MCI, n (%)

150 (17)

379 (23)

<.001

aMCI, n (%)

38 (5)

77 (6)

naMCI, n (%)

88 (11)

205 (16)

.001

Mild dementia, n (%)

237 (27)

219 (14)

<.001

Mild AD dementia, n (%)

134 (15)

138 (9)

<.001

Mild non-AD dementia, n (%)

96 (11)

63 (4)

<.001

Moderate dementia, n (%)

204 (23)

146 (9)

<.001

Moderate AD dementia, n (%)

112 (13)

104 (6)

<.001

Moderate non-AD dementia, n (%)

78 (9)

33 (2)

<.001

Mean velocity, cm/s

81.7 ± 31.7

101.3 ± 26.9

<.001

Cadence, 1/min

95.7 ± 16.6

102.4 ± 13.4

<.001

Stride time, seconds

1.31 ± 0.38

1.20 ± 0.32

<.001

CoV of stride time, %

5.25 ± 5.32

3.32 ± 5.42

<.001

Stride length, cm

94.6 ± 27.9

116.5 ± 23.9

<.001

CoV of stride length, %

6.29 ± 6.19

3.60 ± 3.17

<.001

Support base, cm

10.73 ± 4.13

9.62 ± 3.43

<.001

CoV of support base, %

43.5 ± 172.6

30.1 ± 44.3

.037

Swing time, seconds

0.41 ± 0.14

0.42 ±0.15

.375

CoV of swing time, %

10.5 ± 15.0

5.9 ± 15.3

<.001

Stance time, seconds

0.89 ± 0.30

0.78 ± 0.20

<.001

CoV of stance time, %

5.90 ± 4.77

4.15 ± 5.04

<.001

Single support time, seconds

0.42 ±0.15

0.42 ±0.15

.432

CoV of single support time, %

10.4 ± 13.7

5.5 ± 7.7

.237

<.001

CoV is calculated following the formula: (SD/mean value) × 100. Values of P < .05 are bolded.

*

Comparison based on unpaired t test or χ2 test, as appropriate.

Author Manuscript

†

Education is treated as a binary variable: 1 if high school level or above and 0 if below high school level. n = number of participants reaching at
least the high school level.

‡

Psychoactive drugs included benzodiazepines or antidepressants or neuroleptics.

§

Presence of depression was assessed with the 4-item, the 15-item, or the 30-item Geriatric Depression Scale (score ≥1 or ≥5 or ≥10 indicated the
presence of depressive symptoms, respectively).
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Author Manuscript

Author Manuscript
Ref
1.73
1.51
3.22
5.20
3.58
8.23

CHI

aMCI

naMCI

Mild AD

Mild non-AD

Moderate AD

Moderate non-AD

OR

<.001

<.001

<.001

<.001

.005

.009

P

2.86

1.14

2.03

1.15

1.21

1.44

Ref

OR

1.73–4.76

0.76–1.71

1.32–3.13

0.79–1.69

0.88–1.66

0.92–2.24

95% CI

Multivariable*

<.001

.542

.001

.467

.237

.110

P

Adjusted for age, gender, education, number of drugs, psychoactive drugs (ie, benzodiazepines or antidepressants or neuroleptics), presence of depression (assessed with the 4-item, the 15-item, or the 30item Geriatric Depression Scale [score≥1 or ≥5 or ≥10 indicated the presence of depressive symptoms, respectively]), and study center.

5.31–12.8

2.62–4.90

3.60–7.53

2.37–4.38

1.13–2.01

1.14–2.62

95% CI

Univariable

Values of P < .05 are bolded.

*

Author Manuscript
Table 2

Author Manuscript
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Author Manuscript

Author Manuscript
1.31
1.26
1.24
1.00
1.12
1.01
1.07

CHI

aMCI

naMCI

Mild AD

Mild non-AD

Moderate AD

Moderate non-AD

OR

0.98–1.17

0.98–1.03

1.00–1.25

0.95–1.05

1.10–1.40

1.04–1.52

1.19–1.45

95% CI

Univariable*

.135

.638

.047

.953

<.001

.021

<.001

P

1.07

1.00

1.15

0.97

1.12

1.38

1.21

OR

0.98–1.17

0.98–1.02

1.01–1.31

0.92–1.03

1.00–1.25

1.06–1.78

1.09–1.34

95% CI

Multivariable*

.146

.962

.037

.375

.047

.015

<.001

P

Values of P < .05 are bolded. CoV is calculated following the formula: (SD/mean value) × 100.

Adjusted for age, gender, education, number of drugs, psychoactive drugs (ie, benzodiazepines or antidepressants or neuroleptics), presence of depression (assessed with the 4-item, the 15-item, or the 30item Geriatric Depression Scale [score ≥1 or ≥5 or ≥10 indicated the presence of depressive symptoms, respectively]), and study center.

*

Author Manuscript
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Author Manuscript
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(Independent Variable) Per Cognitive Status

Allali et al.
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Author Manuscript

Author Manuscript
0.98
0.98
0.97
0.98
0.98
0.98
0.96

CHI

aMCI

naMCI

Mild AD

Mild non-AD

Moderate AD

Moderate non-AD

OR

<.001

<.001

.015

.015

<.001

.020

<.001

P

0.97

0.98

0.98

0.99

0.98

0.97

0.98

OR

0.95–0.99

0.97–1.00

0.96–1.00

0.98–1.01

0.97–0.99

0.95–0.99

0.97–0.99

95% CI

Multivariable*

.002

.009

.041

.399

.003

.015

<.001

P

Adjusted for age, gender, education, number of drugs, psychoactive drugs (ie, benzodiazepines or antidepressants or neuroleptics), presence of depression (assessed with the 4-item, the 15-item, or the 30item Geriatric Depression Scale [score ≥1 or ≥5 or ≥10 indicated the presence of depressive symptoms, respectively]), and study center.

0.94–0.98

0.96–0.99

0.97–1.00

0.97–1.00

0.96–0.98

0.97–1.00

0.97–0.99

95% CI

Univariable*

Values of P < .05 are bolded.

*

Author Manuscript
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Author Manuscript

Univariable and Multivariable Logistic Regression Showing an Association Between Falls (Dependent Variable) and Gait Speed
(Independent Variable) Per Cognitive Status
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Page 13

J Am Med Dir Assoc. Author manuscript; available in PMC 2017 April 01.

Allali et al.

Page 14

Table 5

Author Manuscript

Multivariable Logistic Regression Showing an Association Between Falls (Dependent
Variable) and CoV of Stride Time and Gait Speed (Independent Variable) Per Cognitive
Status
Multivariable*
OR

95% CI

P

CoV of stride time

1.14

1.03–1.27

.012

Gait speed

0.99

0.98–0.99

.001

CoV of stride time

1.28

0.98–1.68

.073

Gait speed

0.98

0.95–1.00

.067

CoV of stride time

1.06

0.95–1.18

.284

Gait speed

0.98

0.97–1.00

.019

CoV of stride time

0.95

0.89–1.02

.159

Gait speed

0.99

0.97–1.00

.149

CoV of stride time

1.11

0.96–1.28

.151

Gait speed

0.99

0.97–1.01

.375

CoV of stride time

0.99

0.97–1.02

.479

Gait speed

0.98

0.96–0.99

.007

CoV of stride time

1.00

0.92–1.10

.962

Gait speed

0.97

0.94–0.99

.007

CHI

aMCI

Author Manuscript

naMCI

Mild AD

Mild non-AD

Moderate AD

Author Manuscript

Moderate non-AD

CoV is calculated following the formula: (SD/mean value) × 100. Values of P < .05 are bolded.

*

Adjusted for age, gender, education, number of drugs, psychoactive drugs (ie, benzodiazepines or antidepressants or neuroleptics), presence of
depression (assessed with the 4-item, the 15-item, or the 30-item Geriatric Depression Scale [score ≥1 or ≥5 or ≥10 indicated the presence of
depressive symptoms, respectively]), and study center.

Author Manuscript
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