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Abstract
Background Fear of falling (FoF) is a common psychological problem in community-dwelling older adults. However, which 
mobility function relate to newly developed FoF and persistent FoF are unknown.
Aims We aimed to clarify which baseline mobility function is an independent predictor of one-year change in FoF.
Methods The study design was a one-year longitudinal predictive validity study. Participants were 581 independently 
community-dwelling older adults without neurological disorders. We measured FoF, history of falls, inactive lifestyle, 
and sociodemographic data were obtained via a self-administered questionnaire. Mobility functions were measured by 
community-based Short Physical Performance Battery (SPPB-com).
Results Newly developed FoF group accounted for 20% among the non-FoF older adults at baseline. Persistent FoF group 
accounted for 57% among the older adults with FoF at baseline. Risk of newly developed FoF was significantly related to 
the SPPB-com total score, among the mobility functions, the low gait test score (OR [95% CI] = 2.34 [1.12–5.12]) and the 
low tandem balance test score (OR [95% CI] = 3.62 [1.46–8.90]) were significantly related. Risk of persistent FoF was 
also related to SPPB-com total score, among the mobility functions, the five chair stand test score (OR [95% CI] = 1.96 
[1.19–3.24]) was significantly related.
Discussion and conclusion The risk of newly developed FoF related to lower ability of standing-balance and gait, the risk 
of persistent FoF related to lower sit-to-stand ability. Appropriate exercise interventions according to FoF subtype may 
effectively prevent the risk of developing FoF or experiencing persistent FoF.
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Introduction

Fear of falling (FoF) is a common psychological problem 
for 21 to 85% of older adults [1]. It is associated with sev-
eral health-related problems, such as a decline in functional 
status—that is, the ability to perform activities of daily liv-
ing (ADL)—mobility disability, activity restriction, mus-
culoskeletal pain, and falls [1–3]. In previous studies, lower 
mobility functions was associated with new FoF develop-
ment [4–7]. However, these studies didn’t clarify the specific 
mobility functions in decline associated with new FoF devel-
opment. If such functions can be identified, and the target 
physical function for improving FoF is clear, a customised 
exercise programme could be effective. Thus, we initially 
aimed to clarify which mobility functions relate to new FoF 
development.
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Interestingly, some prospective studies suggest that FoF 
is a reversible feeling; that is, some people have reported 
FoF development and subsequent improvement [3, 7–9]. 
These studies point to two subtypes of FoF: transitory and 
persistent. Transitory FoF has still not yet been defined rig-
orously. It isn’t only ‘the state in which people are feeling 
to repeat improvement and development regarding FoF’ but 
also includes ‘the state of not being firmly fixed’. On the 
other hand, persistent FoF can be defined as the state in 
which people are feeling FoF continually [3, 7]. A previous 
study has reported that longer exposure to FoF is associ-
ated with an increased risk of functional decline [3]. These 
results suggest that older people with transitory FoF should 
be identified early and given proper treatment to prevent 
their FoF feelings from continuing. However, it was not clear 
which types of older adults were at high risk for change of 
transitory FoF to persistent FoF. To our knowledge, there 
are few studies associated with this clinical question. Based 
on the study results mentioned above, the specific mobility 
functions involved may be related to a change in FoF sta-
tus. Thus, we secondarily aimed to clarify the differences in 
mobility functions in older adults with transitory FoF and 
persistent FoF.

In this study, we instigated the change in FoF status as 
a study interest. We designed a one-year predictive valid-
ity study involving community-dwelling older adults. We 
measured basic physical performance tests at baseline and 
obtained FoF information with a questionnaire administered 
at baseline and after one-year. This study aimed to clarify 
which baseline mobility function is an independent predictor 
of one-year change in FoF, specifically, (i) which mobility 
functions relates to newly developed FoF, and (ii) which 
mobility functions relates to change in transitory FoF to 
persistent FoF.

Methods

Participants

The present study was designed as a one-year predictive 
validity study. We visited 20 community centers for one-day 
physical performance check-ups at baseline from April 2016 
to March 2017 and conducted follow-up visits a year later. 
We recruited 1025 adults aged 65 years or older who lived 
independently in the community at baseline. The inclusion 
criteria were as follows: (i) didn’t receive physical or social 
care services from the local government and (ii) had no self-
reported neurological disorders that could affect mobility 
or balance. Exclusion criteria were incomplete data for any 
of the measurements. We followed up with 589 people out 
of 861 participants (follow-up rate: 68%). Older adults who 
had neurological disorders during the follow-up period were 
excluded from the final analysis. The final sample analysed 
consisted of 581 participants (Fig. 1).

Fear of falling (FoF)

Information regarding FoF was obtained via a single-item 
question: ‘Have you ever felt afraid of falling in your daily 
life?’ Participants responded yes or no. Most past related 
studies have been conducted using multi-item instruments 
[1], such as the Fear Efficacy Scale International (FES-I) 
[10]. However, it is difficult to define FoF subtypes based on 
the score-differences at baseline and follow-up as there is no 
reference value. In addition, a single-item question approach 
has been shown to be clinically applicable as it is less time 
consuming and easy to carry out. Thus, we adopted a single-
item question approach for FoF question. Despite data being 

Fig. 1  Flow diagram for the 
selection of research partici-
pants
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collected through single-item questions, previous study has 
reported substantial test–retest reliability (kappa = 0.66) [11] 
and a rank-biserial correlation coefficient of 0.7 with FES-I 
[12].

The question was included in the self-administered ques-
tionnaire used in the data gathering, which was completed 
at baseline and follow-up. Participants were classified into 
four groups according to the combination of FoF at baseline 
and follow-up [7, 8]. ’Never FoF’ was the classification for 
older adults without FoF at the one-year follow-up, while 
‘newly developed FoF’ was for older adults who had expe-
rienced a recent onset of FoF around the time of the follow-
up evaluation but had no FoF at baseline. ‘Transitory FoF’ 
was defined in our study as ‘the state of not firmly fixed 
FoF’; this classification was for older adults who had FoF at 
baseline but answered ‘without FoF’ at follow-up. Persistent 
FoF was the classification for those with FoF at baseline and 
at follow-up.

Mobility functions test at baseline

The Short Physical Performance Battery (SPPB) was used 
to evaluate mobility function objectively. We measured this 
battery according to previous study methods [13]. The five-
chair stand test (5CST) was used to measure the sit-to-stand 
time from a modular pipe chair with a 45 cm seating height 
[14]. All tests were performed using a digital stopwatch. 
For tests of static standing balance, participants maintained 
standing side-by-side, semi-tandem, and tandem positions 
for 10 s. For tests of gait, the participants walked either with 
or without an assistive device on a smooth 5 m long walkway 
at a self-selected comfortable speed; a 0.5 m space at both 
ends of the 5 m long walkway was included for acceleration 
and deceleration. The reasons for setting up such a walkway 
were as follows. Our study included participants with sen-
sory impairment. Hearing loss delays the response to start 
instructions, and poor eyesight delays goal timing. To solve 
these problems, we set a section for acceleration and deceler-
ation. However, some measurement venues could only have 
a walkway up to 5 m. Thus, according to the minimum scale 
of the venue, we set to include a section of acceleration and 
deceleration for 0.5 m. A previous study reported no signifi-
cant difference in gait speed after adjusting for the type of 
start (static and moving) [15]. In the present study, original 
SPPB total score and their sub-score were highly skewed, 
with 75% of the participants scoring full score. Thus, each 
score was calculated using the community-based SPPB score 
(SPPB-com) modified for Japanese community-dwelling 
older adults [14]. The maximum SPPB-com score was 10 
points, and 5CST scores ranged from 0 to 4 points (0 = not 
able to perform sit-to-stand action, 1 = time taken to perform 
sit-to-stand action more than 9.7 s, 2 = time taken to perform 
sit-to-stand action 8.15–9.69 s, 3 = time taken to perform 

sit-to-stand action 6.85–8.14 s, 4 = time taken to perform 
sit-to-stand action less than 6.84 s). The range for balance 
test scores was 0–2 points (0 = not able to maintain tandem 
stance, 1 = maintain tandem stance for 0–9 s, and 2 = main-
tain tandem stance for more than 10 s). Scores for the gait 
test ranged from 0 to 4 points (0 = not able to maintain a 
balanced gait, 1 = less than 1.10 m/s, 2 = 1.11–1.24 m/s, 
3 = 1.25–1.36 m/s, 4 = more than 1.37 m/s). Subjects were 
categorized into three groups to express their physical func-
tions to according to the SPPB-com total score: lower (0–4), 
middle (5–7), and higher (8–10) [14]. Additionally, subjects 
were divided into two groups to express their each mobility 
function according to each median value of the SPPB-com 
sub-scores: 5CST: low (0–2) and high (3–4), Tandem bal-
ance test: low (0) and high (1), and gait test: low (0–2) and 
high (3–4).

Self‑administered questionnaire and cognitive 
function tests at baseline

The self-administered questionnaire addressed FoF, history 
of falls, inactive lifestyle, and sociodemographic data. Data 
were collected at baseline. The participants’ past one-year 
history of falls was obtained via the question ‘Do you have 
any history of falling in the previous year?’ Participants 
could answer either yes or no. Falling was defined as ‘an 
event that resulted in the participant unintentionally coming 
to the ground or other lower level’ [16]. This definition was 
noted under the question, participants could answer either 
yes or no whether they were with or without injury after 
falling. An inactive lifestyle was determined with the ques-
tion ‘Do you usually stay at home all day long?’ (respond-
ents answered yes or no) [17]. Sociodemographic measures 
included age, sex, height, weight, medical history, number 
of medication, hospitalizations, and musculoskeletal pain. 
Cognitive function was assessed using the Rapid Dementia 
Screening Test (RDST) [18].

Statistical analyses

All participants were divided into two groups based on the 
FoF status at baseline: (i) older adults without FoF (non-FoF 
group) and (ii) older adults with FoF (FoF group). First, for 
the non-FoF group, a binomial logistic regression model was 
created to investigate the association between the one-year 
change in FoF and the SPPB-com total score adjusted for 
other FoF-related factors (i.e. age, sex, past one-year history 
of falls, musculoskeletal pain, and inactive lifestyle). This 
model—the ‘FoF development risk model’—investigated the 
association between mobility function and new FoF devel-
opment in the non-FoF group. Next, for the FoF group, the 
same binomial logistic regression model was constructed 
using the same variables. The aim of this model—the ‘FoF 
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persistent risk model’—was to investigate the association 
between mobility functions and persistent FoF among older 
adults in the FoF group. Finally, for each group (i.e. the non-
FoF and FoF groups), another binomial logistic regression 
model was used to investigate the association between each 
FoF risk (i.e. development FoF risk or FoF persistent risk) 
and each sub-score for the SPPB-com (i.e. gait test score, 
balance test score, and 5CST score), adjusted for age, sex, 
and past one-year history of falls. The significance level was 
set at p < 0.05 for all statistical analyses. All statistical analy-
ses were performed using commercially available software 
(JMP 12.0; SAS Institute Japan, Tokyo, Japan).

Results

Table 1 shows the sociodemographic data for all partici-
pants and dropouts from the study. Older adults with FoF 
at baseline represented 55% of all participants. Participants 
were divided into four groups: never FoF (n = 211), newly 
developed FOF (n = 49), Transitory FoF (n = 140), and 
persistent FoF (n = 181). Table 2 shows the demographic 
data for FoF-related factors applicable to the four groups. 
Table 3 shows the results of the binomial logistic regres-
sion analysis for each model. In the FoF development risk 
model, we found a significant relation between the risk of 
newly developed FoF and the SPPB-com total score: the 

lower group (odds ratio [OR]: [95% confidence interval 
(95% CI)] = 4.85 [1.82–13.2]). Furthermore, in the FoF 
persistent risk model, there was a significant difference 
between the risk of persistent FoF and the SPPB-com total 
score: the middle group (OR [95% CI] = 1.90 [1.12–3.24]) 
and lower group (OR [95% CI] = 3.14 [1.68–6.00]). 
Table 4 shows the results of the binomial logistic regres-
sion for the relation between each FoF risk and sub-scores 
of SPPB-com in each model. In the FoF development risk 
model, a significant relation was observed between the 
FoF development and the low SPPB-com score for gait 
test (OR [95% CI] = 2.34 [1.12–5.12]) and the low score 
for tandem balance test (OR [95% CI] = 3.62 [1.46–8.90]). 
In the FoF persistent risk model, the Persistent FoF was 
significantly related to the low 5CST (OR [95% CI] = 1.96 
[1.19–3.24]).

Discussion

We designed this prospective cohort study for community-
dwelling older adults. We clarified (i) which mobility func-
tions relates to newly developed FoF and (ii) which mobil-
ity function relate to persistent FoF. Results indicated that 
newly developed FoF and persistent FoF is related to certain 
mobility functions.

Table 1  Baseline 
sociodemographic data for all 
participants and dropouts from 
the study

Mean ± SD mean ± standard deviation; comparison of all participants and dropouts by t-test, χ2-test; SPPB-
com community-based short physical performance battery

Baseline characteristic Participants (n = 861)

Final analytic sample 
(n = 581)

Dropouts (n = 272) p-value

Age, year, mean ± SD 76.0 ± 5.3 75.6 ± 5.9 0.32
Female, n, % 376, 65 151, 56 0.01
Height, cm 154.5 ± 8.7 155.7 ± 8.8 0.07
Weight, kg 55.0 ± 9.9 55.4 ± 10.4 0.65
Hypertension, n, % 281, 48 127, 47 0.74
Diabetes mellitus, n, % 75, 13 30, 11 0.52
Cardiovascular disease, n, % 68, 12 45, 17 0.04
Respiratory disease, n, % 23, 4 6, 2 0.16
Musculoskeletal pain, n, % 318, 55 146, 54 0.84
Inactive lifestyle, n, % 54, 9 35, 13 0.12
Hospitalizations, n, % 61, 11 29, 11 0.81
Past 1year history of falls, n, % 114, 20 52, 19 084
Fear of falling, n, % 320, 55 133, 49 0.89
Rapid dementia screening test 10.1 ± 2.5 9.9 ± 2.5 0.30
SPPB-com total score
 High (8–10), n, % 108, 51 91, 33 0.16
 Middle (5–7), n, % 85, 40 122, 45
 Low (0–4), n, % 18, 9 59, 21
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Relation between new FoF development risk 
and baseline mobility function(s)

As a result of the binomial logistic regression analysis in 
the FoF development risk model, newly developed FoF 
after one-year was found to be related to the SPPB-com 
total score. Furthermore, among mobility function tests, the 

tandem balance test and gait test were significantly related 
to newly developed FoF. These results indicated that older 
adults in the non-FoF group who had lower abilities in terms 
of balance and walking tended to develop FoF by the one-
year follow-up. A systematic review reported that static 
balance and walking ability were related to FoF develop-
ment [1]. A Cochrane Review reported that exercises with 

Table 2  Baseline factors related to the one-year change in fear of falling (FoF)

Mean ± SD mean ± standard deviation, SPPB-com community-based short physical performance battery

Final analytic sample (n = 581)

Baseline Without FoF With FoF

Follow-up Without FoF With FoF Without FoF With FoF

Never FoF (n = 211) Newly
Developed FoF 
(n = 49)

Transitory FoF (n = 140) Persis-
tent FoF 
(n = 181)

Baseline characteristic
Age, year 75.0 ± 5.2 75.9 ± 5.1 76.2 ± 5.6 76.9 ± 5.2
Female, n, % 97, 46 35, 71 103, 74 141, 78
Musculoskeletal pain, n, % 104, 50 26, 53 72, 52 114, 63
Inactive lifestyle, n, % 14, 7 9, 18 10, 7 22, 12
Hospitalizations, n, % 31, 15 5, 10 12, 9 13, 7
Past one-year history of falls, n, % 29, 14 8, 16 31, 22 47, 26
Rapid Dementia Screening Test 10.2 ± 2.5 9.7 ± 2.6 10.3 ± 2.3 9.9 ± 2.7
SPPB-com total score

   High (8–10), n, % 108, 51 16, 33 62, 44 45, 25
   Middle (5–7), n, % 85, 40 18, 37 52, 37 72, 40
   Low (0–4), n, % 18, 9 15, 31 26, 19 64, 35

Low five chair stand test (0–2), n, % 68, 32 21, 43 60, 43 114, 63
Low tandem balance test (0–1), n, % 15, 7 12, 25 18, 13 34, 19
Low gait test (0–2), n, % 114, 54 35, 71 79, 56 130, 71

Table 3  Association of 
(Relation between) one-year 
change in fear of falling (FoF) 
with (and) baseline mobility 
functions according to a 
multiple logistic regression 
analysis

95% CI 95% confidence interval, SPPB-com community-based short physical performance battery

FoF development
Risk model

FoF persistent
Risk model

Never FoF
vs. newly developed FoF

Transitory FoF
vs. persistent FoF

Odds ratio (95% CI) p-value Odds ratio (95% CI) p-value

Baseline FoF risk factors
SPPB-com total score
 High (8–10) 1.00 (Reference)  < 0.01 1.00 (Reference)  < 0.01
 Middle (5–7) 1.44 (0.66–3.17) 1.90 (1.12–3.24)
 Low (0–4) 4.85 (1.82–13.2) 3.14 (1.68–6.00)

Age 1.00 (0.94–1.07) 0.94 1.00 (0.96–1.05) 0.83
Sex (Female) 2.94 (1.48–6.15)  < 0.01 1.36 (0.80–2.33) 0.26
Past one-year history of falls 1.31 (0.50–3.13) 0.57 1.14 (0.66–1.97) 0.64
Musculoskeletal pain 1.14 (0.58–2.26) 0.70 1.41 (0.88–2.26) 0.15
Inactive lifestyle 2.41 (0.87–6.42) 0.09 1.59 (0.74–3.86) 0.23
Generalised R2 0.17 0.09
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balance and walking elements could be effective in prevent-
ing FoF development [19]. Our results support these sys-
tematic reviews. Thus, exercises aimed at improving balance 
and walking ability are recommended to prevent FoF from 
developing.

Additionally, our results can be partly explained by new 
FoF concept introduced in previous important study sug-
gesting that FoF originates from an individual’s (i.e. older 
adults) appraisal of his/her balance function in combination 
with other contributors [20]. Considering our results and 
this concept, not only improving one’s objective ability to 
balance but also gaining confidence regarding such ability 
was possibly important for preventing newly developed FoF. 
However, we didn’t assess one’s own appraisal of balance 
function in our study. Therefore, there is a need to clarify the 
relationship between newly developed FoF and the objective/
subjective balance function.

Relationships between FoF persistent risk 
and baseline mobility function(s)

Based on the FoF persistent risk model, the one-year change 
in FoF was found to be significantly related to the SPPB-com 
total score. Furthermore, mobility function tests revealed 
that a lower 5CST score was significantly related to the 
change in FoF. Our results indicated that older adults with 
low sit-to-stand ability tended to experience persistent FoF. 
Previous studies have shown that older adults with persis-
tent FoF had decreased mobility functions compared to 
older adults in the Never FoF category [7, 8]. Additionally, 
previous study reported that a longer duration of FoF was 
associated with an increased risk for a decline in ADL per-
formance, and its effect was much stronger than that of other 
risk factors [3]. Our results were in line with these previous 
studies.

Additionally, a previous study reported an association 
between sit-to-stand ability and anxiety [21]. Generally, 
we need to stand from a seated position (from a chair or 
the floor) in order to move. Thus, older adults with either a 
sit-to-stand inability or standing-up anxiety may experience 
FoF every time they move. This perspective is partially con-
sistent with previous study showing an association between 
FoF and a sedentary lifestyle [6]. However, we didn’t assess 
standing-up anxiety and a sedentary lifestyle in our study. 
Therefore, further study is needed to clarify the relation-
ship between persistent FoF and standing-up anxiety and a 
sedentary lifestyle.

Conceptualizing process pertaining to FoF 
and mobility functions

Taking all our results and results of other studies together, 
we conceptualised a relationship between the process of 
experiencing new FoF development or persistent FoF and 
mobility functions (Fig. 2). Our findings indicate that the 
process that involved FoF related to lower specific mobility 
functions among community-dwelling older adults. A pre-
vious study reported a positive dose–response relationship 
between the process of experiencing FoF and a decline in 
functional status for performing ADL [3]. Hence, our find-
ings are consistent with those of the previous study. As a 
hypothesis, in older adults without FoF, when their balance 
and gait ability are lowered, they experience staggering or 
stumbles during standing or walking in their daily lives, and 
it leads to the development of FoF. Older adults with FoF 
decrease physical activity in daily life and may gradually 
shift to a sedentary lifestyle [6] while repeating, develop-
ing, and improving their FoF. When standing ability (lower 
limb muscle strength) decrease, older adults easily feel con-
cern about standing-up before moving, which is a path of 

Table 4  Relation between 
one-year change in fear of 
falling (FoF) and each baseline 
mobility function by multiple 
logistic regression analysis

95% CI 95% confidence interval, SPPB-com community-based short physical performance battery; both 
models were adjusted for age, sex, and past one-year history of falls at baseline

SPPB-com sub-scores FoF development risk model FoF persistent risk model

Never FoF vs. newly developed FoF Transitory FoF vs. persistent FoF

Odds ratio (95% CI) p-value Odds ratio (95% CI) p-value

Five chair stand test score
 High (3–4) 1.00 (Reference) – 1.00 (Reference) –
 Low (0–2) 1.10 (0.44–1.91) 0.81 1.96 (1.19–3.24)  < 0.01

Tandem balance test score
 High (2) 1.00 (Reference) – 1.00 (Reference) –
 Low (0–1) 3.62 (1.46–8.90)  < 0.01 1.13 (0.57–2.25) 0.81

Gait test score
 High (3–4) 1.00 (Reference) – 1.00 (Reference) –
 Low (0–2) 2.34 (1.12–5.12) 0.02 1.57 (0.95–2.60) 0.08

Generalised R2 0.15 0.07
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persistent FoF. However, this is a topic for a future study 
aimed at clarifying the relation between longitudinal change 
in mobility functions and FoF subtypes quantitatively, a 
well-designed cohort study is needed.

Furthermore, if we interpret our results on the basis of the 
previous study model for perceiving and physiological fall 
risk [22], we can get a new insight for the FoF intervention. 
The previous study showed that older adults with low fall 
efficacy tend to have more rate of falling, less of the muscle 
strength and balance function, independent of physiological 
fall risk. These results suggest that the psychological percep-
tion of falls may be important to predict future falling and 
lower mobility functions [22]. Taken our results and results 
of other studies together, an individual intervention program 
according to each FoF sub-types for the older adults with 
FoF might be effective for falls and lower mobility functions. 
However, in order to clarify this new hypothesis, we also 
need a well-designed cohort and intervention study.

Limitations

This study has some limitations. First, there was sampling 
bias. Physical measurement check-ups were performed for 
participants who applied to participate themselves twice at 
baseline and at one-year follow-up. Thus, it was assumed 
that the study participants were older adults who were highly 
conscious of their own health. Additionally, the follow-up 
rate was 68%. Regarding study participants, there were more 
females and cardiovascular disease patients than dropout 
participants. Previous studies have reported that women 
are one of the FoF risk factors. [7, 8]. Therefore, our study 
sample was possibly weighted towards older adults with a 
high risk for FoF. Second, there was a limitation regarding 
participant-reported single-item questions such as FoF and 
inactive lifestyle. Measurement bias such as over-report and 
recall may have occurred in these questions. Additionally, 
the answers to these questions may have been affected by 

population characteristics such as age and cultural back-
ground [23]. Thus, generalizing our findings to other coun-
tries should be careful. Furthermore, the FoF assessments in 
our study included only two trials—at baseline and follow-
up. Hence, we were incapable of knowing how FoF changed 
during follow-up. To address these problems, there is needed 
for further longitudinal studies using quantitative assess-
ments, such as the FES-I [11] and International Physical 
Activity Questionnaire [24]. Third, the power (1–β) in the 
development FoF risk model was possibly low because we 
couldn’t gather enough older adults with newly developed 
FoF. Finally, the lower value in Nagelkerke’s Generalised 
R2 [25] was shown in the FoF persistent risk model (0.07). 
Therefore, other potential factors should be considered.

Conclusion

Few studies have clarified the mobility functions related to 
each FoF subtype; newly developed FoF or persistent FoF. 
Our results suggested that certain mobility functions are 
independent predictor of newly developed FoF and persistent 
FoF, specificity, (i) gait and static balance performance are 
related to newly developed FoF, and (ii) sit-to-stand ability is 
related to persistent FoF. These point highlights the novelty 
of our study. We believe that our findings provide the clinical 
suggestion for the need for effective exercise interventions 
for FoF according to FoF subtype. Consequently, a well-
designed cohort and intervention study is needed to clarify 
effective interventions for FoF.

Acknowledgements The authors acknowledge Dr. Tsuyoshi Asai and 
Yoshihiro Fukumoto for their valuable advice on the data analysis. We 
acknowledge the contribution of the participants and the volunteers for 
their time and positive participation in the study. The authors also thank 
the other members of Dr. Asai’s laboratory at Kobegakuin University 
Graduate School for data acquisition and their constructive comments 
on the design of this study. We would like to thank Editage (www.edita 
ge.com) for English language editing.

Author contributions KO made substantial contributions to data acqui-
sition, data analysis, and interpretation of the data analysis, and has 
been involved in drafting the manuscript. TA and YF made substantial 
contributions to the interpretation of the data analysis, and have been 
involved in revising the manuscript. YY and AN made substantial con-
tributions to data acquisition. All authors read and approved the final 
manuscript.

Funding This study didn’t receive any specific grant from funding 
agencies in the public, commercial, or not-for-profit sectors.

Compliance with ethical standards 

Conflict of interest No commercial party having a direct financial 
interest in the results of the study supporting this article has or will 
confer a benefit on the authors or on any organization with which the 
authors are associated.

Fig. 2  Conceptualisation process pertaining of fear of falling and 
mobility functions

http://www.editage.com
http://www.editage.com


2460 Aging Clinical and Experimental Research (2021) 33:2453–2460

1 3

Ethical approval The study was carried out in accordance with the 
principles of the Helsinki Declaration. The study was approved by 
the Study Ethics Committee of Kobegakuin University (Approval No. 
HEB130712-1) and informed consent was obtained from all partici-
pants prior to their participation.

Statement of human and animal rights This article does not contain 
any studies with animals performed by any of the authors.

Informed consent All participants gave their informed consent before 
inclusion in the study.

References

 1. Scheffer AC, Schuurmans MJ, Van Dijk N et al (2008) Fear of 
falling: measurement strategy, prevalence, risk factors and con-
sequences among older persons. Age Ageing 37:19–24. https ://
doi.org/10.1093/agein g/afm16 9

 2. Denkinger MD, Lukas A, Nikolaus T et al (2015) Factors associ-
ated with fear of falling and associated activity restriction in com-
munity-dwelling older adults: a systematic review. Am J Geriatr 
Psychiatry 23:72–86. https ://doi.org/10.1016/j.jagp.2014.03.002

 3. Choi K, Jeon GS, Il CS (2017) Prospective study on the impact 
of fear of falling on functional decline among community dwell-
ing elderly women. Int J Environ Res Public Health. https ://doi.
org/10.3390/ijerp h1405 0469

 4. Arfken C, Birge SJ (1993) The prevalence and correlates of fear 
of falling in elderly persons living in the community. Am J Public 
Health 84:565–570

 5. Vellas BJ, Wayne SJ, Romero LJ et al (1997) Fear of falling and 
restriction of mobility in elderly fallers. Age Ageing 26:189–193. 
https ://doi.org/10.1093/agein g/26.3.189

 6. Murphy SL, Dubin JA, Gill TM (2003) The development of fear 
of falling among community-living older women: predisposing 
factors and subsequent fall events. J Gerontol Ser A Biol Sci Med 
Sci 58:M943–M947. https ://doi.org/10.1093/geron a/58.10.m943

 7. Austin N, Devine A, Dick I et al (2007) Fear of falling in older 
women: a longitudinal study of incidence, persistence, and pre-
dictors. J Am Geriatr Soc 55:1598–1603. https ://doi.org/10.111
1/j.1532-5415.2007.01317 .x

 8. Oh-Park M, Xue X, Holtzer R et al (2011) Transient versus per-
sistent fear of falling in community-dwelling older adults: Inci-
dence and risk factors. J Am Geriatr Soc. https ://doi.org/10.111
1/j.1532-5415.2011.03475 .x

 9. Dierking L, Markides K, Al Snih S et al (2016) Fear of falling in 
older mexican americans: a longitudinal study of incidence and 
predictive factors. J Am Geriatr Soc 64:2560–2565. https ://doi.
org/10.1111/jgs.14496 

 10. Yardley L, Beyer N, Hauer K et al (2005) Development and initial 
validation of the Falls Efficacy Scale-International (FES-I). Age 
Ageing. https ://doi.org/10.1093/agein g/afi19 6

 11. Tinetti ME, Richman D, Powell L (1990) Falls efficacy as a 
measure of fear of falling. J Gerontol 45:239–243. https ://doi.
org/10.1093/geron j/45.6.P239

 12. Denkinger MD, Igl W, Coll-Planas L et al (2009) Practicality, 
validity and sensitivity to change of fear of falling self-report in 

hospitalised elderly—a comparison of four instruments. Age Age-
ing 38:108–112

 13. Guralnik JM, Ferrucci L, Pieper CF et al (2000) Lower extremity 
function and subsequent disability: consistency across studies, 
predictive models, and value of gait speed alone compared with 
the short physical performance battery. J Gerontol Ser A Biol Sci 
Med Sci. https ://doi.org/10.1093/geron a/55.4.M221

 14. Makizako H, Shimada H, Doi T et al (2017) The modified version 
of the short physical performance battery for community-dwelling 
Japanese older adults. J Jpn Phys Ther Assoc 44:197–206

 15. Peel NM, Kuys SS, Klein K (2013) Gait speed as a measure in ger-
iatric assessment in clinical settings: a systematic review. J Ger-
ontol Ser A Biol Sci Med Sci 68:39–46. https ://doi.org/10.1093/
geron a/gls17 4

 16. Lamb SE, Jørstad-Stein EC, Hauer K et al (2005) Development 
of a common outcome data set for fall injury prevention trials: the 
prevention of falls network Europe consensus. J Am Geriatr Soc. 
https ://doi.org/10.1111/j.1532-5415.2005.53455 .x

 17. Kojima G, Taniguchi Y, Kitamura A et al (2018) Are the Kihon 
checklist and the Kaigo-Yobo checklist compatible with the frailty 
index? J Am Med Dir Assoc. https ://doi.org/10.1016/j.jamda 
.2018.05.012

 18. Kalbe E, Calabrese P, Schwalen S et al (2003) The rapid demen-
tia screening test (RDST): a new economical tool for detecting 
possible patients with dementia. Dement Geriatr Cogn Disord 
16:193–199. https ://doi.org/10.1159/00007 2802

 19. Kendrick D, Kumar A, Carpenter H et al (2015) Exercise for 
reducing fear of falling in older people living in the community 
(review). Cochrane Libr. https ://doi.org/10.1002/14651 858.
CD009 848

 20. Hadjistavropoulos T, Delbaere K, Fitzgerald TD (2011) Recon-
ceptualizing the role of fear of falling and balance confidence in 
fall risk. J Aging Health 23:3–23. https ://doi.org/10.1177/08982 
64310 37803 9

 21. Lord SR, Murray SM, Chapman K et al (2002) Sit-to-stand per-
formance depends on sensation, speed, balance, and psychological 
status in addition to strength in older people. J Gerontol Ser A 
57:M539–M543. https ://doi.org/10.1093/geron a/57.8.M539

 22. Delbaere K, Close JCT, Brodaty H et al (2010) Determinants of 
disparities between perceived and physiological risk of falling 
among elderly people: cohort study. BMJ. https ://doi.org/10.1093/
geron a/57.8.M539

 23. Tomita Y, Arima K, Tsujimoto R et al (2018) Prevalence of fear 
of falling and associated factors among Japanese community-
dwelling older adults. Med (United States) 97:1–4. https ://doi.
org/10.1097/MD.00000 00000 00972 1

 24. Craig CL, Marshall AL, Sjöström M et al (2003) International 
physical activity questionnaire: 12-Country reliability and valid-
ity. Med Sci Sports Exerc. https ://doi.org/10.1249/01.MSS.00000 
78924 .61453 .FB

 25. Nagelkerke NJD (1991) Miscellanea a note on a general definition 
of the coefficient of determination. Biometrika 78:691–692

Publisher’s Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1093/ageing/afm169
https://doi.org/10.1093/ageing/afm169
https://doi.org/10.1016/j.jagp.2014.03.002
https://doi.org/10.3390/ijerph14050469
https://doi.org/10.3390/ijerph14050469
https://doi.org/10.1093/ageing/26.3.189
https://doi.org/10.1093/gerona/58.10.m943
https://doi.org/10.1111/j.1532-5415.2007.01317.x
https://doi.org/10.1111/j.1532-5415.2007.01317.x
https://doi.org/10.1111/j.1532-5415.2011.03475.x
https://doi.org/10.1111/j.1532-5415.2011.03475.x
https://doi.org/10.1111/jgs.14496
https://doi.org/10.1111/jgs.14496
https://doi.org/10.1093/ageing/afi196
https://doi.org/10.1093/geronj/45.6.P239
https://doi.org/10.1093/geronj/45.6.P239
https://doi.org/10.1093/gerona/55.4.M221
https://doi.org/10.1093/gerona/gls174
https://doi.org/10.1093/gerona/gls174
https://doi.org/10.1111/j.1532-5415.2005.53455.x
https://doi.org/10.1016/j.jamda.2018.05.012
https://doi.org/10.1016/j.jamda.2018.05.012
https://doi.org/10.1159/000072802
https://doi.org/10.1002/14651858.CD009848
https://doi.org/10.1002/14651858.CD009848
https://doi.org/10.1177/0898264310378039
https://doi.org/10.1177/0898264310378039
https://doi.org/10.1093/gerona/57.8.M539
https://doi.org/10.1093/gerona/57.8.M539
https://doi.org/10.1093/gerona/57.8.M539
https://doi.org/10.1097/MD.0000000000009721
https://doi.org/10.1097/MD.0000000000009721
https://doi.org/10.1249/01.MSS.0000078924.61453.FB
https://doi.org/10.1249/01.MSS.0000078924.61453.FB

	Development and persistence of fear of falling relate to a different mobility functions in community-dwelling older adults: one-year longitudinal predictive validity study
	Abstract
	Background 
	Aims 
	Methods 
	Results 
	Discussion and conclusion 

	Introduction
	Methods
	Participants
	Fear of falling (FoF)
	Mobility functions test at baseline
	Self-administered questionnaire and cognitive function tests at baseline
	Statistical analyses

	Results
	Discussion
	Relation between new FoF development risk and baseline mobility function(s)
	Relationships between FoF persistent risk and baseline mobility function(s)
	Conceptualizing process pertaining to FoF and mobility functions
	Limitations

	Conclusion
	Acknowledgements 
	References




