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Abstract: Mild cognitive impairment (MCI) is considered an intermediate state between normal aging
and early dementia. Fear of falling (FOF) could be considered a risk indicator for falls and quality of
life in individuals with MCI. Our objective was to explore factors associated with FOF in those with
MCI due to Alzheimer’s disease (AD-MCI) and mild cognitive impairment in Parkinson’s disease
(PD-MCI). Seventy-one participants were separated into two groups, AD-MCI (n = 37) and PD-MCI
(n = 34), based on the disease diagnosis. FOF was assessed using the Activities-specific Balance
Confidence scale. The neuropsychological assessment and gait assessment were also measured.
FOF was significantly correlated with global cognitive function, attention and working memory,
executive function, Tinetti assessment scale scores, gait speed, and stride length in the AD-MCI group.
Moreover, attention and working memory were the most important factors contributing to FOF. In
the PD-MCI group, FOF was significantly correlated with gait speed, and time up and go subtask
performance. Furthermore, turn-to-walk was the most important factor contributing to FOF. We
noted that FOF in different types of MCI was determined by different factors. Therapies that aim to
lower FOF in AD-MCI and PD-MCI populations may address attention and working memory and
turn-to-walk, respectively.

Keywords: mild cognitive impairment; fear of falling; Alzheimer disease; Parkinson disease

1. Introduction

Falls among community-dwelling older adults are common events in daily life, and
they can lead to disability, hospitalization and even death [1]. Older adults, especially
those at risk of falls, may also exhibit peculiar psychological features, such as fear of falls,
linked to the experience of negative emotions related to falls [2]. FOF is defined as cautious
concern with falling that leads to an individual losing confidence and avoiding activities
associated with daily life [3]. Having a FOF was an independent risk factor for falling
among persons older than 65 years of age [3]. Therefore, it is important to investigate the
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factors associated with FOF to incorporate these factors in prevention and rehabilitation
programs. Several factors may contribute to FOF among aging adults. Age, sex, history
of falls, balance and gait performance and depression are significantly associated with
FOF [4]. The completion time in the timed up and go task was also shown to be significantly
correlated with FOF [4].

Cognitive impairment has been identified as a risk factor for falls in aging [5]. Mild
cognitive impairment (MCI) is considered a clinical stage between the expected cognitive
decline in normal aging and the more serious decline in early dementia [6]. Falls are more
prevalent in older adults with MCI than in age-matched healthy subjects [7]. A previous
study noted that older adults with MCI reported FOF more often than patients with mild
Alzheimer’s disease and older adults with healthy cognition [2]. FOF not only leads to
an increased risk for falling but also causes restriction and avoidance of activities that
eventually result in degenerated physical and mental status [8]. Identifying factors related
to FOF in MCI patients may be useful in developing multicomponent strategies to decrease
FOF and improve quality of life. However, there is no study investigating the factors
associated with FOF in older adults with MCI.

There are many types of MCI. Clinical presentations have shown that they can be
amnestic, and they can involve a single nonmemory domain or involve multiple cogni-
tive domains [9]. Each of these clinical presentations may have multiple etiologies, such
as degenerative, vascular, metabolic, traumatic, and psychiatric etiologies [9]. Based on
etiopathology, the most common neurodegenerative disorders associated with MCI are
Alzheimer’s disease and Parkinson’s disease. Patients who are diagnosed with mild cogni-
tive impairment due to AD (AD-MCI) usually have amnestic MCI and positive biomarkers
for both Aβ and neuronal injury [10]. On the other hand, based on the guidelines proposed
by the International Parkinson and Movement Disorders Society, the definition of mild
cognitive impairment in PD (PD-MCI) refers to patients with a diagnosis of Parkinson’s
disease, whose cognitive abilities decline and are not caused by other comorbidities or
diseases [11]. These two types of MCI have different clinical manifestations because of
the different underlying diseases. For example, memory is the most commonly impacted
domain among patients with AD-MCI [10]; in contrast, both nonamnestic and amnestic
domains of cognition can be affected in persons with PD-MCI [12]. The factors that relate
to FOF in these two types of MCI populations may be different. However, there is limited
knowledge regarding the contributing factors. Hence, this study aimed to determine factors
associated with FOF among people with different types of MCI (i.e., AD-MCI and PD-MCI).

2. Materials and Methods
2.1. Participants and Study Design

This was an observational, cross-sectional design, and quantitative study. We recruited
71 older adults with MCI from the neurological outpatient clinics of a medical center in
Northern Taiwan. We included older adults (age 60 years and older) who were able to
walk 10 m independently and to meet the inclusion criteria of MCI (subjective cognitive
complaints, a global clinical dementia rating of 0.5, and a clinical dementia rating sum
of boxes of 0.5–4.0 [13]). We excluded individuals with dementia, positive psychiatric
history or unstable medical conditions and those taking any medications causing cognitive
complaints during the past 3 months. A total of 100 participants provided written informed
consent prior to enrollment. The study procedures were approved by the ethics committee
of the institution (number: 18MMHIS005e). The inclusion process for this study is depicted
in Figure 1 (n = 71). The participants’ age, sex, education, body mass index, history of
fall (have fallen in the last year), and history of metabolic disease were obtained from
patient interviews and medical charts. We administered the Barthel Index to explore
participants’ self-care activities, for example, transferring, bathing, and toileting [14], and
the Instrumental Activities of Daily Living scale to assess participants’ ability to perform
task such as cooking, using a telephone, laundry, and handling finances [15].
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Figure 1. Flow chart showing the process of selecting subjects in this study.

2.2. Defining the MCI Etiologies

The diagnosis for the MCI etiology of each participant was relied on reviewing clinical
chart, brain imaging data, neuropsychological tests, and biochemical results. Diagnosis
was made for AD-MCI according to the National Institute on Aging and the Alzheimer’s
Association workgroup consensus criteria [10]. AD-MCI was diagnosed if the patient
met the following criteria: (a) meets the core clinical criteria for MCI, and (b) has positive
biomarkers for both Aβ and neuronal injury. For the diagnosis of PD-MCI, we used the
Movement Disorder Society Task Force diagnostic criteria and classified patients with either
clinically established Parkinson’s disease or clinically probable Parkinson’s disease [11].
The diagnosis of PD-MCI was made if participants met the following criteria: (a) meets
the core clinical criteria for MCI, and (b) diagnosis of Parkinson’s disease as based on the
UK PD Brain Bank Criteria [16]. Patients with MCI due to cerebrovascular disease, other
etiologies, or at least two etiologies were excluded.

2.3. Assessment of Fear of Falling

We used the Activities-specific Balance Confidence (ABC) scale to measure FOF. The
ABC scale is a 16-item self-report measure of balance confidence in performing activities
without losing balance [17]. This scale was shown to have good validity [18] and excellent
test-retest reliability [17] in measuring FOF in community-dwelling older adults. The par-
ticipants are asked to rate their confidence in performing various activities without losing
their balance or becoming unsteady, where 0 is “no confidence” and 100 is “completely
confident”. The overall score is calculated by adding the item scores and dividing the total
by 16.

2.4. Outcome Measures

Participants included in the study underwent comprehensive neuropsychological
testing and physical activity testing.

The neuropsychological assessment included the Mini-Mental State Examination,
parts A and B of the Trail Making Test, the category fluency test, the forward and backward
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digit recall tests, the California Verbal Learning Test, the Judgment of Line Orientation
test-Short Form, the Boston Naming Test, the Geriatric Depression Scale-15, and the General
Anxiety Disorder-7 questionnaire. The Mini-Mental State Examination is a widely used and
valid test of global cognitive function among elderly individuals [19]. The parts A and B of
the Trail Making Test was designed to measure visual attention and executive function [20].
The category fluency test is one of the most commonly used measures of executive function
and language [21]. The forward and backward digit recall tests are neuropsychological tests
of short-term verbal language and executive function [22]. The California Verbal Learning
Test is a comprehensive, detailed assessment of episodic memory in older adults [23].
The short form of the Judgment of Line Orientation test is a commonly used measure
of visuospatial perception [24]. The Boston Naming Test is a valid assessment tool for
the measure of confrontation naming in individuals with language impairments caused
by stroke, Alzheimer’s disease and dementia [25]. The Geriatric Depression Scale-15 is
a widely used assessment tool to evaluate the prevalence of depressive symptoms in the
older adults [26]. The General Anxiety Disorder-7 questionnaire was designed to screen for
anxiety or to measure its severity [27].

Physical activity was assessed using the Tinetti assessment scale, straight walking
performance, and the timed up and go test. The Tinetti assessment scale is a very good
indicator of the fall risk of an older adult and evaluates balance ability and gait perfor-
mance [28]. The G-WALK® (BTS Bioengineering Corp., Quincy, MA, USA) system, which is
a wearable system for the functional analysis of movement, was used for straight walking
performance and the TUG test. This system comprises a portable inertial sensor placed in
the area of the S1–S2 vertebrae to record specific movements. The validity and reliability
of this system to evaluate movement performance has been well established [29]. In the
straight walking test, the participants were instructed to walk straight for 10 m at a usual
speed three times. In the TUG test, the participants were asked to rise from a 45 cm-high
chair, walk 3 m, turn around, return, and sit down three times. The total TUG duration
was divided into four subtasks: time to stand (sit-to-stand), time to turn around in the
midway (turn-to-walk), time to turn around to reach the chair (turn-to-sit), and time to sit
down in the chair (stand-to-sit). The average of the three trials in each test was used for
data analysis.

2.5. Statistics

Statistical analyses were conducted using SPSS 22.0 (SPSS, Inc., Chicago, IL, USA).
Descriptive data were reported in terms of means, SDs or numbers. Independent t-tests
(continuous variables) or chi-square tests (categorical variables) were used to compare the
between-group differences. In this study, the correlations were first established, and the
factors significantly correlating with ABC scores were further analyzed using multivariable
linear regression models. Covariates in multivariable models included age, sex, fall history,
education, and comorbidities (e.g., hypertension, diabetes mellitus and cardiovascular
disease). Spearman’s rank correlation analysis was used to examine correlations between
ABC scores and cognitive performance and gait performance. The level of significance was
set at a p value of less than 0.05.

3. Results
3.1. Baseline Demographic Data and Comparisons between AD-MCI and PD-MCI

Seventy-one participants (male: 38; female: 33) participated in this study. Table 1
presents the characteristics and performance of the participants in the AD-MCI (N = 37) and
PD-MCI (N = 34) groups. The mean ages of the participants in the AD-MCI and PD-MCI
groups were 72.4 ± 8.8 and 68.4 ± 10.2 years, respectively. There were no statistically
significant differences in the basic characteristics (sex, age, education, onset duration, body
mass index, functional status and falls history), cognitive functions, depression, anxiety,
straight walking performance, or performance in two timed up and go subtasks (sit-to-
stand and stand-to-sit) between the two groups. However, the participants with PD-MCI
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had significantly lower ABC scale scores (p = 0.002), which indicated less confidence in
performing activities without losing balance, than did the AD-MCI participants. In addition,
compared to the patients with AD-MCI, those with PD-MCI had significantly lower Tinetti
gait and balance scale scores (Tinetti gait, p = 0.018; Tinetti balance, p = 0.019) and longer
completion times on the two timed up and go turning subtasks (turn-to-walk, p = 0.007;
turn-to-sit, p = 0.022).

Table 1. Comparison of participants’ characteristics between the AD-MCI and PD-MCI groups (n = 71).

Variable Total (n = 71) AD-MCI
(N = 37)

PD-MCI
(N = 34) p-Value

Gender (male/female) 38/33 20/17 18/16 0.936
Age (years) 70.46 ± 9.64 72.41 ± 8.84 68.35 ± 10.16 0.077

Education (years) 7.85 ± 3.95 7.03 ± 4.11 8.74 ± 3.61 0.068
Onset duration (years) 1.83 ± 1.80 2.11 ± 1.91 1.53 ± 1.54 0.167

Falls history (n) 28 11 17 0.081
BMI 23.93 ± 3.42 23.86 ± 3.6 24.00 ± 3.27 0.861

Barthel Index 98.21 ± 7.42 99.59 ± 1.82 96.67 ± 10.51 0.124
IADL 21.54 ± 4.76 22.27 ± 4.37 20.73 ± 5.11 0.178

Hypertension (n) 42 26 16 0.047
Diabetes mellitus (n) 20 12 8 0.405

Cardiovascular disease (n) 25 19 6 0.003
Global cognitive function

MMSE 25.32 ± 3.57 24.65 ± 4.10 26.06 ± 2.79 0.096
Episodic memory

CVLT-SF 18.79 ± 5.40 18.70 ± 5.36 18.88 ± 5.51 0.890
Visuospatial performance

Judgment of line orientation 13.51 ± 3.56 13.25 ± 3.23 13.79 ± 3.91 0.534
Attention and working memory

Forward digits 7.24 ± 1.53 7.43 ± 1.56 7.03 ± 1.49 0.269
Backward digits 3.97 ± 1.52 4.03 ± 1.67 3.91 ± 1.38 0.753

Executive function
Category fluency test 12.45 ± 3.79 12.57 ± 3.87 12.32 ± 3.76 0.789
Trail making test A (s) 25.60 ± 15.57 24.51 ± 15.22 26.81 ± 16.09 0.542
Trail making test B (s) 67.00 ± 36.49 63.67 ± 36.67 70.65 ± 36.50 0.431

Language
Boston naming test 22.39 ± 5.24 21.78 ± 5.48 23.06 ± 4.97 0.309

Depression
GDS-15 3.07 ± 3.34 2.76 ± 3.11 3.42 ± 3.60 0.408

Anxiety
GAD-7 2.43 ± 3.67 2.00 ± 3.66 2.91 ± 3.68 0.304

Fear of falling
ABC scale 82.40 ± 22.60 90.28 ± 16.10 73.58 ± 25.62 0.002

Balance and gait performance
Tinetti gait 14.91 ± 2.52 15.62 ± 1.21 14.12 ± 3.30 0.018

Tinetti balance 11.44 ± 1.52 11.86 ± 0.67 10.97 ± 2.01 0.019
Straight walking performance

Gait speed (m/s) 0.84 ± 0.22 0.87 ± 0.22 0.82 ± 0.21 0.302
Stride length (cm) 63.01 ± 19.39 63.36 ± 17.38 62.63 ± 21.57 0.876

Cadence (steps/min) 97.86 ± 14.18 97.60 ± 11.39 98.13 ± 16.81 0.878
TUG subtasks

Sit-to-stand (s) 1.83 ± 0.57 1.74 ± 0.58 1.91 ± 0.55 0.209
Turn-to-walk (s) 2.65 ± 1.34 2.23 ± 0.80 3.11 ± 1.64 0.007

Turn-to-sit (s) 2.50 ± 1.53 2.09 ± 0.93 2.96 ± 1.91 0.022
Stand-to-sit (s) 2.45 ± 0.89 2.40 ± 0.83 2.51 ± 0.97 0.593

Abbreviation: AD-MCI, mild cognitive impairment due to Alzheimer’s disease. PD-MCI, mild cognitive impair-
ment in Parkinson’s disease. BMI, body mass index. MMSE, Mini-Mental State Examination. IADL, Instrumental
Activities of Daily Living. GDS-15, Geriatric Depression Scale-15. GAD-7, General Anxiety Disorder-7 question-
naire. ABC, Activities-specific Balance Confidence Scale.



Brain Sci. 2022, 12, 990 6 of 11

3.2. Factors Determining FOF

The correlation coefficients between cognitive performance and ABC scores are shown
in Table 2. In the AD-MCI group, the ABC scores were positively correlated with Mini-
Mental State Examination, forward digits recall test and backward digits recall test scores
(r = 0.414 to 0.516, p < 0.05), meaning that greater balance confidence was associated with
better global cognition, attention, and working memory performance. The Trail Making
Test B scores were negatively correlated with the ABC scores (r = −0.409, p < 0.05), meaning
that less balance confidence was associated with worse visual attention and executive
function. In the PD-MCI group, there were no significant differences between cognitive
functions and ABC scores.

Table 2. Correlation coefficients between cognitive performance and ABC scores.

Group
AD-MCI Group (N = 37) PD-MCI Group (N = 34)

ABC Score ABC Score

Domain Outcome Measures r p-Value r p-Value

Cognition

MMSE 0.431 * 0.008 0.244 0.165
CVLT-SF 0.315 0.058 0.221 0.209

Judgment of line
orientation 0.217 0.203 0.011 0.952

Forward digits 0.516 * 0.001 0.297 0.088
Backward digits 0.414 * 0.012 0.117 0.510

Category fluency test 0.155 0.360 0.279 0.109
Trail making test A −0.290 0.082 −0.319 0.070
Trail making test B −0.409 * 0.013 −0.221 0.217
Boston naming test 0.234 0.164 0.252 0.150

Depression GDS-15 −0.250 0.136 −0.056 0.754
Anxiety GAD-7 −0.218 0.195 −0.173 0.329

Abbreviation: AD-MCI, mild cognitive impairment due to Alzheimer’s disease. PD-MCI, mild cognitive im-
pairment in Parkinson’s disease. MMSE, Mini-Mental State Examination. CVLT-SF, California verbal language
test-short form. GAD-7, General Anxiety Disorder-7 questionnaire. GDS-15, Geriatric Depression Scale-15. ABC,
Activities-specific Balance Confidence Scale. * p < 0.05.

The correlation coefficients between balance and gait performance and ABC scores are
shown in Table 3. The gait speed, stride length, cadence, and Tinetti assessment scale scores
were positively correlated with the ABC scores in the AD-MCI group (r = 0.336 to 0.507,
p < 0.05), meaning that greater balance confidence was associated with better balance and
gait performance. In the PD-MCI group, gait speed was positively correlated with ABC
scores (r = 0.385, p < 0.05), meaning that greater balance confidence was associated with
better gait speed. Performance on the timed up and go subtasks was negatively correlated
with the ABC scores (r = −0.503 to −0.663), p < 0.05), meaning that less balance confidence
was associated with worse functional mobility.

Based on the regression models (Table 4), after adjusted for age, sex, fall history,
education, and comorbidities, attention and working memory were the most important
factors in determining ABC scores in the AD-MCI group (F = 10.162, effect size f2 = 0.328,
power = 0.92, p = 0.003). On the other hand, turn-to-walk time was the most important
factor in determining ABC scores in the PD-MCI group (F = 35.292, effect size f2 = 1.179,
power = 0.99, p < 0.001).
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Table 3. Correlation coefficients between gait performance and ABC scores.

Group
AD-MCI Group (N = 37) PD-MCI Group (N = 34)

ABC Score ABC Score

Domain Outcome Measures r p-Value r p-Value

Gait
performance

Speed (m/s) 0.507 * 0.002 0.385 * 0.027
Stride Length 0.439 * 0.007 0.321 0.065
Cadence step 0.349 * 0.037 0.119 0.503

Tinetti
assessment

scale

Tinetti Posture 0.482 * 0.003 0.165 0.352
Tinetti Gait 0.336 * 0.042 0.317 0.068

TUG
subtasks

Turn-to-walk −0.316 0.056 −0.663 ** <0.001
Turn-to-sit −0.302 0.069 −0.464 * 0.006
Sit-to-stand −0.292 0.079 −0.503 * 0.002
Stand-to-sit −0.138 0.415 −0.229 0.192

Abbreviation: AD-MCI, mild cognitive impairment due to Alzheimer’s disease. PD-MCI, mild cognitive im-
pairment in Parkinson’s disease. ABC, Activities-specific Balance Confidence Scale. TUG, timed up and go test.
* p < 0.05; ** p < 0.005.

Table 4. Summary of linear regression analyses in the AD-MCI and PD-MCI groups.

AD-MCI Group PD-MCI Group

Variable β Coefficient Variable β Coefficient

Age −0.338 −0.344 Age −0.113 −0.015
Sex −0.198 −0.224 Sex −0.089 −0.132

Fall history −0.056 −0.063 Fall history −0.191 −0.277
Education level 0.168 0.192 Education level 0.113 0.167
Hypertension −0.037 −0.042 Hypertension 0.019 0.028

Diabetes mellitus 0.001 0.001 Diabetes mellitus 0.197 0.291
Cardiovascular

disease −0.286 −0.328 Cardiovascular
disease −0.020 −0.029

MMSE 0.176 0.188 Speed 0.068 0.080
Forward digits 0.497 Turn-to-walk −0.735

Backward digits 0.049 0.047 Turn-to-sit −0.021 −0.014
Trail making test B −0.115 −0.127 Sit-to-stand −0.136 −0.173

Speed 0.268 0.297 R square 0.541

Stride Length 0.389 0.443 Adjusted R
square 0.525

Cadence step −0.047 −0.052 p value <0.001
Tinetti Posture 0.071 0.081

R square 0.247
Adjusted R square 0.223

p value 0.003
Abbreviations: AD-MCI, mild cognitive impairment due to Alzheimer’s disease. PD-MCI, mild cognitive
impairment in Parkinson’s disease. MMSE, Mini-Mental State Examination. Models: adjusted for age, sex, fall
history, education, and comorbidities (e.g., hypertension, diabetes mellitus and cardiovascular disease).

4. Discussion

This study investigated the factors associated with FOF in older people with different
types of MCI (i.e., AD-MCI and PD-MCI). The results indicated that attention and working
memory were the most important factors in determining ABC scores in the AD-MCI group,
whereas turn-to-walk was the most important factor in determining ABC scores in the
PD-MCI group.

A previous study indicated that older adults with cognitive impairments have greater
FOF [30], and the prevalence of FOF in those with MCI was significantly higher than that
in cognitively healthy older adults. Interestingly, we found different results in the two
MCI groups. In the PD-MCI group, the ABC scale score was significantly lower than
that in the AD-MCI group, which indicated that the individuals with PD-MCI had less
confidence/greater FOF in performing activities than those with AD-MCI. This might be due
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to poor balance and gait performance in the PD-MCI group. However, the ABC scale score in
the AD-MCI group was not only significantly higher than that in the PD-MCI group but also
significantly higher than that in age-matched controls (90.28 vs. 79.89 from Huang et al. [31],
one-sample t-test, p < 0.001). This result indicated that the participants with AD-MCI had
more confidence/less FOF in conducting activities of daily living that required transferring,
bending, reaching, or walking than cognitively healthy elderly participants. However, the
prevalence of falls in older individuals with MCI and Alzheimer’s disease is higher than that
in cognitively healthy individuals [2]. Do they truly have confidence in engaging in daily
activities, or do they lack an awareness of the risk of falling? Henry et al. found that patients
with mild dementia had difficulties differentiating high- from low-danger situations, and
this difficulty was related to more general cognitive decline [32]. A cross-sectional study
reported that cognitive impairment was significantly associated with the absence of FOF
in community-living older individuals, which indicated that worse cognitive function
may inhibit FOF [33]. Thus, the participants with AD-MCI in the present study may
have impaired threat perception, which led to lower FOF. Lack of FOF might lead to
subsequent fall incidents [34]. Future studies can further investigate this interesting and
important point.

In the AD-MCI group, global cognitive function, executive function, attention and
working memory were significantly correlated with ABC scores. The regression model
showed that attention and working memory were the most important factors in determining
FOF. There have been inconsistent findings on the relationship between FOF and cognition
in the aging population. Shirooka et al. indicated that cognitive impairment, especially
executive function, is related with the absence of FOF in older adults with frailty [33]. A
one-year longitudinal study of 406 community-dwelling older adults reported that the
presence of subjective memory complaints at baseline was related to FOF [35]. Another
longitudinal study of 4931 middle-age and older adults showed that FOF was associated
with a greater odds of decreased Montreal Cognitive Assessment but not Mini-Mental
State Examination scores [36]. A 3 year prospective study of 4280 older adults with normal
cognition noted that the older adults who were very afraid of falling were 1.45 times more
likely to cognitive decline than those who were not afraid of falling [37]. These inconsistent
results demonstrated that cognitive impairment may play different roles in determining
FOF in different aging populations. In our study, we found that the most important factors
in determining FOF in AD-MCI, but not PD-MCI, were attention and working memory.
Previous study indicated that the cognitive worsening over time is associated with a
worse motor performance at baseline [38]. Attention and working memory are crucial
for postural and gait control, and adding a concurrent secondary task while walking or
maintaining balance requires even more attention, especially in older adults [39]. Impaired
attention and working memory may have a negative effect on postural control, which
leads to FOF. The finding of present study appears in line with a broad psychogeriatric
perspective, regarding the peculiar involvement of psychological factors along cognitive-
physical trajectories of aging.

In the PD-MCI group, the turn-to-walk measure was the most important factor in deter-
mining ABC scores. A cross-sectional study of 104 people with Parkinson’s disease reported
that the strongest contributing factor to FOF was walking difficulties [40]. Haertner et al.
indicated that FOF was associated with a longer turning duration in individuals with
Parkinson’s disease, which is in line with our result [41]. A novel finding in this study was
that even in the presence of cognitive degradation, turning performance remained the most
important factor associated with FOF in individuals with Parkinson’s disease. Parkinson’s
disease is a neurodegenerative disease that leads to motor dysfunctions, including walking
difficulties. With the progression of the disease, people with Parkinson’s disease show
impairments in cognitive functions. Impaired cognitive function has been suggested to be
related to FOF [42]. However, our regression models indicated that turning performance,
not cognitive function, was the most important factor contributing to FOF in persons with
Parkinson’s disease. Turning is a complex movement that requires interlimb coordination,
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posture and gait control, and continuous movement of the center of gravity [43]. Turning
difficulties are a common problem in Parkinson’s disease patients due to impairments
in balance control and freezing of gait that can lead to falls [44]. When compared with
healthy subjects, people with Parkinson’s disease need more time to turn, have a narrower
base of support, and usually present freezing of gait during turning periods [45]. These
disturbances not only influence the quality of their turning performance but can also
cause FOF.

FOF has been shown to be a major barrier to performing daily activities and to
engaging in exercise, which may cause social isolation and functional decline in the older
adults. Thus, there is a need to understand the factors contributing to the FOF to efficiently
address this in clinical practice and research. Based on our results, attention and working
memory were the most important factors in determining FOF in the AD-MCI group, and
the turn-to-walk ability was the most important factor in determining FOF in the PD-MCI
group. We suggest that training programs that focus on improving cognitive function
and turning performance may decrease FOF in individuals with AD-MCI and PD-MCI,
respectively. Parry et al. reported that cognitive-behavioural therapy probably reduces FOF
and depression in community-living older adults with undue FOF [46]. A meta-analysis of
thirty trials noted that exercise intervention may have a small to moderate positive effect
immediately after intervention in community-dwelling older individuals [47]. Therefore,
future studies could design new cognitive and exercise programs based on our results and
explore their effects on FOF in aging population.

There were several limitations should be pointed out in this study. Firstly, the relatively
small sample size may limit the strength of the results. Future studies should have a larger
sample size to confirm our results. Moreover, we used a cross-sectional study design,
which limited our exploration of the predictive factors of FOF in these two groups. To
better understand the cause-effect relationship between contributing factors and FOF in
older adults with high risk of cognitive impairment, a large cohort study is encouraged.
Furthermore, we did not measure a parameter for the severity of motor impairment such
as Unified Parkinson’s Disease Rating Scale (MDS-UPDRS) score in PD-MCI group. The
turn-to-walk parameter was the most important parameter explaining FOF, which may
be explained by motor impairment. Treatment effects of cognitive training and turning
performance training to improve FOF in MCI populations are warranted and encouraged
for future studies.

5. Conclusions

The present study found that FOF in individuals with different types of MCI was
influenced by different factors. Attention and working memory were the most important
contributing factors in the AD-MCI group, whereas the turn-to-walk ability was the most
important contributing factor in the PD-MCI group. Thus, therapies that aim to lower FOF
in AD-MCI and PD-MCI populations may address attention and working memory and
turn-to-walk performance, respectively.

Author Contributions: Conceptualization, P.-H.C. and Y.-Y.Y.; methodology, Y.-Y.Y.; validation,
Y.-Y.L.; resources, S.-J.C. and P.-N.W.; data curation, P.-H.C.; writing—original draft preparation,
Y.-Y.Y. and P.-H.C.; writing—review and editing, F.-Y.C.; funding acquisition, P.-H.C. and F.-Y.C. All
authors have read and agreed to the published version of the manuscript.

Funding: This research was funded by grants from the MacKay Medical College (MMC-RD-109-1B-
09) and MacKay Memorial Hospital (MMH-MM-10811). The APC was funded by Ministry of Science
and Technology (MOST 110-2314-B-715-006-MY3).

Institutional Review Board Statement: The study was conducted in accordance with the Decla-
ration of Helsinki, and approved by the institutional review board of Mackay Memorial Hospital
(number: 18MMHIS005e).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.



Brain Sci. 2022, 12, 990 10 of 11

Data Availability Statement: The datasets used and/or analysed during the current study are
available from the corresponding author on reasonable request.

Acknowledgments: We would like to thank all the participants, as well as the research assistants
Yi-Hsuan Ho, Wen-Chun Wu, and Lu-Shan Lee, for participating in the assessment.

Conflicts of Interest: The authors declare no competing interest.

References
1. Katz, R.; Shah, P. The patient who falls: Challenges for families, clinicians, and communities. JAMA 2010, 303, 273–274. [CrossRef]

[PubMed]
2. Borges Sde, M.; Radanovic, M.; Forlenza, O.V. Fear of falling and falls in older adults with mild cognitive impairment and

Alzheimer’s disease. Neuropsychol. Dev. Cogn. B Aging Neuropsychol. Cogn. 2015, 22, 312–321. [CrossRef] [PubMed]
3. Gazibara, T.; Kurtagic, I.; Kisic-Tepavcevic, D.; Nurkovic, S.; Kovacevic, N.; Gazibara, T.; Pekmezovic, T. Falls, risk factors and

fear of falling among persons older than 65 years of age. Psychogeriatrics 2017, 17, 215–223. [CrossRef] [PubMed]
4. Hoang, O.T.; Jullamate, P.; Piphatvanitcha, N.; Rosenberg, E. Factors related to fear of falling among community-dwelling older

adults. J. Clin. Nurs. 2017, 26, 68–76. [CrossRef]
5. Holtzer, R.; Friedman, R.; Lipton, R.B.; Katz, M.; Xue, X.; Verghese, J. The relationship between specific cognitive functions and

falls in aging. Neuropsychology 2007, 21, 540–548. [CrossRef] [PubMed]
6. Petersen, R.C.; Doody, R.; Kurz, A.; Mohs, R.C.; Morris, J.C.; Rabins, P.V.; Ritchie, K.; Rossor, M.; Thal, L.; Winblad, B. Current

concepts in mild cognitive impairment. Arch. Neurol. 2001, 58, 1985–1992. [CrossRef]
7. Allali, G.; Launay, C.P.; Blumen, H.M.; Callisaya, M.L.; De Cock, A.M.; Kressig, R.W.; Srikanth, V.; Steinmetz, J.P.; Verghese, J.;

Beauchet, O. Falls, Cognitive Impairment, and Gait Performance: Results from the GOOD Initiative. J. Am. Med. Dir. Assoc. 2017,
18, 335–340. [CrossRef]

8. Scheffer, A.C.; Schuurmans, M.J.; van Dijk, N.; van der Hooft, T.; de Rooij, S.E. Fear of falling: Measurement strategy, prevalence,
risk factors and consequences among older persons. Age Ageing 2008, 37, 19–24. [CrossRef]

9. Winblad, B.; Palmer, K.; Kivipelto, M.; Jelic, V.; Fratiglioni, L.; Wahlund, L.O.; Nordberg, A.; Bäckman, L.; Albert, M.; Almkvist,
O.; 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. [CrossRef]

10. Albert, M.S.; DeKosky, S.T.; Dickson, D.; Dubois, B.; Feldman, H.H.; Fox, N.C.; Gamst, A.; Holtzman, D.M.; Jagust, W.J.; Petersen,
R.C.; et al. The diagnosis of mild cognitive impairment due to Alzheimer’s disease: Recommendations from the National Institute
on Aging-Alzheimer’s Association workgroups on diagnostic guidelines for Alzheimer’s disease. Alzheimers Dement. 2011, 7,
270–279. [CrossRef]

11. Litvan, I.; Goldman, J.G.; Tröster, A.I.; Schmand, B.A.; Weintraub, D.; Petersen, R.C.; Mollenhauer, B.; Adler, C.H.; Marder, K.;
Williams-Gray, C.H.; et al. Diagnostic criteria for mild cognitive impairment in Parkinson’s disease: Movement Disorder Society
Task Force guidelines. Mov. Disord. 2012, 27, 349–356. [CrossRef] [PubMed]

12. Palavra, N.C.; Naismith, S.L.; Lewis, S.J. Mild cognitive impairment in Parkinson’s disease: A review of current concepts. Neurol.
Res. Int. 2013, 2013, 576091. [CrossRef] [PubMed]

13. O’Bryant, S.E.; Lacritz, L.H.; Hall, J.; Waring, S.C.; Chan, W.; Khodr, Z.G.; Massman, P.J.; Hobson, V.; Cullum, C.M. Validation
of the New Interpretive Guidelines for the Clinical Dementia Rating Scale Sum of Boxes Score in the National Alzheimer’s
Coordinating Center Database. Arch. Neurol. 2010, 67, 746–749. [CrossRef] [PubMed]

14. Chen, C.-F.; Chwo, M.-J.; Wen, C.-H.; Yang, C.-C. A Three Month Follow-up Study of Hemorrhagic Stroke Patients Receiving
Rehabilitation Therapy as Assessed by the Barthel Index. Taiwan J. Fam. Med. 2007, 17, 250–263.

15. Chuang, Y.-F.; Sung, H.-C.; Lin, L.-P. Health Status and Health Resource Utilization among Older People in Rural Mining Area.
Tzu Chi Nurs. J. 2005, 4, 34–41.

16. Gibb, W.R.; Lees, A.J. The relevance of the Lewy body to the pathogenesis of idiopathic Parkinson’s disease. J. Neurol. Neurosurg.
Psychiatry 1988, 51, 745–752. [CrossRef]

17. Powell, L.E.; Myers, A.M. The Activities-specific Balance Confidence (ABC) Scale. J. Gerontol. Ser. A Biol. Sci. Med. Sci. 1995, 50,
M28–M34. [CrossRef]

18. Talley, K.M.; Wyman, J.F.; Gross, C.R. Psychometric properties of the activities-specific balance confidence scale and the survey of
activities and fear of falling in older women. J. Am. Geriatr. Soc. 2008, 56, 328–333. [CrossRef]

19. Fountoulakis, K.N.; Tsolaki, M.; Chantzi, H.; Kazis, A. Mini Mental State Examination (MMSE): A validation study in Greece. Am.
J. Alzheimer’s Dis. Other Dement. 2000, 15, 342–345. [CrossRef]

20. Arnett, J.A.; Labovitz, S.S. Effect of physical layout in performance of the Trail Making Test. Psychol. Assess. 1995, 7, 220–221.
[CrossRef]

21. Brucki, S.M.; Rocha, M.S. Category fluency test: Effects of age, gender and education on total scores, clustering and switching in
Brazilian Portuguese-speaking subjects. Braz. J. Med. Biol. Res. 2004, 37, 1771–1777. [CrossRef] [PubMed]

22. Richardson, J.T. Measures of short-term memory: A historical review. Cortex 2007, 43, 635–650. [CrossRef]

http://doi.org/10.1001/jama.2009.2016
http://www.ncbi.nlm.nih.gov/pubmed/20085958
http://doi.org/10.1080/13825585.2014.933770
http://www.ncbi.nlm.nih.gov/pubmed/24992289
http://doi.org/10.1111/psyg.12217
http://www.ncbi.nlm.nih.gov/pubmed/28130862
http://doi.org/10.1111/jocn.13337
http://doi.org/10.1037/0894-4105.21.5.540
http://www.ncbi.nlm.nih.gov/pubmed/17784802
http://doi.org/10.1001/archneur.58.12.1985
http://doi.org/10.1016/j.jamda.2016.10.008
http://doi.org/10.1093/ageing/afm169
http://doi.org/10.1111/j.1365-2796.2004.01380.x
http://doi.org/10.1016/j.jalz.2011.03.008
http://doi.org/10.1002/mds.24893
http://www.ncbi.nlm.nih.gov/pubmed/22275317
http://doi.org/10.1155/2013/576091
http://www.ncbi.nlm.nih.gov/pubmed/23936650
http://doi.org/10.1001/archneurol.2010.115
http://www.ncbi.nlm.nih.gov/pubmed/20558394
http://doi.org/10.1136/jnnp.51.6.745
http://doi.org/10.1093/gerona/50A.1.M28
http://doi.org/10.1111/j.1532-5415.2007.01550.x
http://doi.org/10.1177/153331750001500604
http://doi.org/10.1037/1040-3590.7.2.220
http://doi.org/10.1590/S0100-879X2004001200002
http://www.ncbi.nlm.nih.gov/pubmed/15558183
http://doi.org/10.1016/S0010-9452(08)70493-3


Brain Sci. 2022, 12, 990 11 of 11

23. Chang, C.C.; Kramer, J.H.; Lin, K.N.; Chang, W.N.; Wang, Y.L.; Huang, C.W.; Lin, Y.T.; Chen, C.; Wang, P.N. Validating the Chinese
version of the Verbal Learning Test for screening Alzheimer’s disease. J. Int. Neuropsychol. Soc. 2010, 16, 244–251. [CrossRef]
[PubMed]

24. Calamia, M.; Markon, K.; Denburg, N.L.; Tranel, D. Developing a short form of Benton’s Judgment of Line Orientation Test: An
item response theory approach. Clin. Neuropsychol. 2011, 25, 670–684. [CrossRef]

25. del Toro, C.M.; Bislick, L.P.; Comer, M.; Velozo, C.; Romero, S.; Gonzalez Rothi, L.J.; Kendall, D.L. Development of a short form of
the Boston naming test for individuals with aphasia. J. Speech Lang. Hear. Res. 2011, 54, 1089–1100. [CrossRef]

26. Liu, C.Y.; Wang, S.J.; Teng, E.L.; Fuh, J.L.; Lin, C.C.; Lin, K.N.; Chen, H.M.; Lin, C.H.; Wang, P.N.; Yang, Y.Y.; et al. Depressive
disorders among older residents in a Chinese rural community. Psychol. Med. 1997, 27, 943–949. [CrossRef] [PubMed]

27. Spitzer, R.L.; Kroenke, K.; Williams, J.B.; Löwe, B. A brief measure for assessing generalized anxiety disorder: The GAD-7. Arch.
Intern. Med. 2006, 166, 1092–1097. [CrossRef]

28. Tinetti, M.E. Performance-oriented assessment of mobility problems in elderly patients. J. Am. Geriatr. Soc. 1986, 34, 119–126.
[CrossRef]

29. De Ridder, R.; Lebleu, J.; Willems, T.; De Blaiser, C.; Detrembleur, C.; Roosen, P. Concurrent Validity of a Commercial Wireless
Trunk Triaxial Accelerometer System for Gait Analysis. J. Sport Rehabil. 2019, 28, jsr.2018-0295. [CrossRef]

30. Tavares, G.M.S.; Pacheco, B.P.; Gottlieb, M.G.V.; Müller, D.V.K.; Santos, G.M. Interaction between cognitive status, fear of falling,
and balance in elderly persons. Clinics 2020, 75, e1612. [CrossRef] [PubMed]

31. Huang, T.-T.; Wang, W.-S. Comparison of three established measures of fear of falling in community-dwelling older adults:
Psychometric testing. Int. J. Nurs. Stud. 2009, 46, 1313–1319. [CrossRef]

32. Henry, J.D.; Thompson, C.; Ruffman, T.; Leslie, F.; Withall, A.; Sachdev, P.; Brodaty, H. Threat perception in mild cognitive
impairment and early dementia. J. Gerontol. Ser. B Psychol. Sci. Soc. Sci. 2009, 64, 603–607. [CrossRef]

33. Shirooka, H.; Nishiguchi, S.; Fukutani, N.; Tashiro, Y.; Nozaki, Y.; Hirata, H.; Yamaguchi, M.; Tasaka, S.; Matsushita, T.; Matsubara,
K.; et al. Cognitive impairment is associated with the absence of fear of falling in community-dwelling frail older adults. Geriatr.
Gerontol. Int. 2017, 17, 232–238. [CrossRef] [PubMed]

34. Muir, S.W.; Gopaul, K.; Montero Odasso, M.M. The role of cognitive impairment in fall risk among older adults: A systematic
review and meta-analysis. Age Ageing 2012, 41, 299–308. [CrossRef]

35. Sakurai, R.; Suzuki, H.; Ogawa, S.; Kawai, H.; Yoshida, H.; Hirano, H.; Ihara, K.; Obuchi, S.; Fujiwara, Y. Fear of falling, but
not gait impairment, predicts subjective memory complaints in cognitively intact older adults. Geriatr. Gerontol. Int. 2017, 17,
1125–1131. [CrossRef]

36. Peeters, G.; Leahy, S.; Kennelly, S.; Kenny, R.A. Is Fear of Falling Associated with Decline in Global Cognitive Functioning in
Older Adults: Findings from the Irish Longitudinal Study on Ageing. J. Am. Med. Dir. Assoc. 2018, 19, 248–254.e3. [CrossRef]

37. Noh, H.M.; Roh, Y.K.; Song, H.J.; Park, Y.S. Severe Fear of Falling Is Associated with Cognitive Decline in Older Adults: A 3-Year
Prospective Study. J. Am. Med. Dir. Assoc. 2019, 20, 1540–1547. [CrossRef] [PubMed]

38. Quattropani, M.C.; Sardella, A.; Morgante, F.; Ricciardi, L.; Alibrandi, A.; Lenzo, V.; Catalano, A.; Squadrito, G.; Basile, G.
Impact of cognitive Reserve and Premorbid IQ on Cognitive and Functional Status in Older Outpatients. Brain Sci. 2021, 11, 824.
[CrossRef] [PubMed]

39. Woollacott, M.; Shumway-Cook, A. Attention and the control of posture and gait: A review of an emerging area of research. Gait
Posture 2002, 16, 1–14. [CrossRef]

40. Lindholm, B.; Hagell, P.; Hansson, O.; Nilsson, M.H. Factors associated with fear of falling in people with Parkinson’s disease.
BMC Neurol. 2014, 14, 19. [CrossRef] [PubMed]

41. Haertner, L.; Elshehabi, M.; Zaunbrecher, L.; Pham, M.H.; Maetzler, C.; van Uem, J.M.T.; Hobert, M.A.; Hucker, S.; Nussbaum, S.;
Berg, D.; et al. Effect of Fear of Falling on Turning Performance in Parkinson’s Disease in the Lab and at Home. Front. Aging
Neurosci. 2018, 10, 78. [CrossRef] [PubMed]

42. Uemura, K.; Shimada, H.; Makizako, H.; Doi, T.; Tsutsumimoto, K.; Yoshida, D.; Anan, Y.; Ito, T.; Lee, S.; Park, H.; et al. Effects of
mild and global cognitive impairment on the prevalence of fear of falling in community-dwelling older adults. Maturitas 2014, 78,
62–66. [CrossRef]

43. Cheng, F.Y.; Yang, Y.R.; Wang, C.J.; Wu, Y.R.; Cheng, S.J.; Wang, H.C.; Wang, R.Y. Factors influencing turning and its relationship
with falls in individuals with Parkinson’s disease. PLoS ONE 2014, 9, e93572. [CrossRef] [PubMed]

44. Nutt, J.G.; Bloem, B.R.; Giladi, N.; Hallett, M.; Horak, F.B.; Nieuwboer, A. Freezing of gait: Moving forward on a mysterious
clinical phenomenon. Lancet Neurol. 2011, 10, 734–744. [CrossRef]

45. Visser, J.E.; Voermans, N.C.; Oude Nijhuis, L.B.; van der Eijk, M.; Nijk, R.; Munneke, M.; Bloem, B.R. Quantification of trunk
rotations during turning and walking in Parkinson’s disease. Clin. Neurophysiol. 2007, 118, 1602–1606. [CrossRef]

46. Parry, S.W.; Bamford, C.; Deary, V.; Finch, T.L.; Gray, J.; MacDonald, C.; McMeekin, P.; Sabin, N.J.; Steen, I.N.; Whitney, S.L.;
et al. Cognitive-behavioural therapy-based intervention to reduce fear of falling in older people: Therapy development and
randomised controlled trial—The Strategies for Increasing Independence, Confidence and Energy (STRIDE) study. Health Technol.
Assess 2016, 20, 1–206. [CrossRef]

47. Kumar, A.; Delbaere, K.; Zijlstra, G.A.; Carpenter, H.; Iliffe, S.; Masud, T.; Skelton, D.; Morris, R.; Kendrick, D. Exercise for
reducing fear of falling in older people living in the community: Cochrane systematic review and meta-analysis. Age Ageing 2016,
45, 345–352. [CrossRef]

http://doi.org/10.1017/S1355617709991184
http://www.ncbi.nlm.nih.gov/pubmed/20003579
http://doi.org/10.1080/13854046.2011.564209
http://doi.org/10.1044/1092-4388(2010/09-0119)
http://doi.org/10.1017/S0033291797005230
http://www.ncbi.nlm.nih.gov/pubmed/9234471
http://doi.org/10.1001/archinte.166.10.1092
http://doi.org/10.1111/j.1532-5415.1986.tb05480.x
http://doi.org/10.1123/jsr.2018-0295
http://doi.org/10.6061/clinics/2020/e1612
http://www.ncbi.nlm.nih.gov/pubmed/33146348
http://doi.org/10.1016/j.ijnurstu.2009.03.010
http://doi.org/10.1093/geronb/gbp064
http://doi.org/10.1111/ggi.12702
http://www.ncbi.nlm.nih.gov/pubmed/26792588
http://doi.org/10.1093/ageing/afs012
http://doi.org/10.1111/ggi.12829
http://doi.org/10.1016/j.jamda.2017.09.012
http://doi.org/10.1016/j.jamda.2019.06.008
http://www.ncbi.nlm.nih.gov/pubmed/31351857
http://doi.org/10.3390/brainsci11070824
http://www.ncbi.nlm.nih.gov/pubmed/34206258
http://doi.org/10.1016/S0966-6362(01)00156-4
http://doi.org/10.1186/1471-2377-14-19
http://www.ncbi.nlm.nih.gov/pubmed/24456482
http://doi.org/10.3389/fnagi.2018.00078
http://www.ncbi.nlm.nih.gov/pubmed/29636676
http://doi.org/10.1016/j.maturitas.2014.02.018
http://doi.org/10.1371/journal.pone.0093572
http://www.ncbi.nlm.nih.gov/pubmed/24699675
http://doi.org/10.1016/S1474-4422(11)70143-0
http://doi.org/10.1016/j.clinph.2007.03.010
http://doi.org/10.3310/hta20560
http://doi.org/10.1093/ageing/afw036

	Introduction 
	Materials and Methods 
	Participants and Study Design 
	Defining the MCI Etiologies 
	Assessment of Fear of Falling 
	Outcome Measures 
	Statistics 

	Results 
	Baseline Demographic Data and Comparisons between AD-MCI and PD-MCI 
	Factors Determining FOF 

	Discussion 
	Conclusions 
	References

